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ST. LOUIS CHRONIC HOSPITAL PROGRAM 


Joseph P. Costello Jr., M.D. 
and 

George M. Tanaka, M.D., St. Louis 


This paper is a progress report on tlie approach 
of the St. Louis Chronic Hospital toward a solution 
of the municipal problem of aging and chronic 
illness in the city of St. Louis. In the course of the 
nresentytion we have e.xpressed our developing 

,i^.„..eion3rn0t only with regard to the immediate 
practical handling of the problem but also xvith 
regard to the role practicing physicians should un¬ 
dertake, both indmdually and through medical 
societies, to service this large, medically dependent 
segment of the population. 

History 

TliB St. Louis Chronic Hospital had its origin in 
about 1848. It was then known as the St. Louis 
County Poor Farm, and its purpose was “to pro¬ 
vide a home for the infirm poor of the city of St. 
Louis and St. Louis County.” The buildings were 
built between 1855 and 1885. On April 1, 1910, the 
name of the institution was changed to tire St. 
Louis City Infirmary. In 1945, the St. Louis Isola¬ 
tion Hospital was merged with the St. Louis City 
Infirmary', and since 1953 it has been called the 
St. Louis Chronic Hospital. 

On April 1, 1945, there was a total of 9SS pa¬ 
tients. One year later there svas a total of 1,270 
patients. Ten years later, on April 1, 1955, tliere 
was a total of 1,521 patients, and there was also a 

Medical Director (Dr, Costello), and Chief, Medical Department 
(Dr. Tanaka), St. Louis Chronic Hospital. Drs. Costello and Tanaka are 
also instructors. Department of Internal Medicine, St. Louis Universit>* 
of Medicine. 


Reorganization of an overcrowded hospi¬ 
tal reduced the census from 1,535 patients 
to 1,458 and eliminated a waiting list of 700 
patient applicants. It is recognized that the 
citizen who survives into the later years 
generally becomes an institutionalized or 
totally dependent person, but it Is in the 
proper and pleasant use of these waning 
years that modern society is- most remiss. 
Permanent confinement, when preventable or 
premature, is morally unjust and economi¬ 
cally wasteful. Nearly every large community 
offers auxiliary services that can aid the 
physician to prevent or postpone such con¬ 
finement. Adult recreational centers especial¬ 
ly can be used to detect the first signs of 
physical disability and desocializing tenden¬ 
cies in the old people for whom the centers 
are intended. Rehabilitation for the aged 
needs redefinition, since few can be restored 
to gainful employment; for most, the goal 
must be maintenance activity to prevent de¬ 
terioration. Programs of physical and oc¬ 
cupational therapy often uncover deep and 
profitable interests in patients who seemed 
hopelessly senile. The nursing home physician 
should realize that his responsibility extends 
beyond diagnosis and treatment into the 
area of total care for the individual. 
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waiting list of about 700 patients, the oldest ap¬ 
plication dating back to 1949. .Briefly, these figures 
leveal the ti'end of the times and the mounting 
problem of care of the aged arid chronically ill in 
a passi\re custodial system. Prior to 1955, the St. 
Louis Chronic Hospital was a purely custodial, 
.steadily e.vpanding institution. Services were limited 
to emergency medical care. A reorganization was 
initiated in March, 1955. Generally speaking, in 
reorganization programs cost features are ignored, 
but this program’ has been undertaken with onl)’ 
moderate increase in cost. The 1956-1957 per diem 
e.xpcnditures of this hospital were $4.1S, as com¬ 
pared with the 1954-1955 per diem expenditures 
of $3.55. Anticipated 1957-1958 per diem e.vpendi- 
tures may run slightly higher. 

As a result of this reorganization and change in 
program, desci'ibed later in this paper, the waiting 
list- of 700 xratient applicants has been eliminated. 
The hosxntal census has been reduced from a 
greatly overcrowded number of 1,535 patients in 
February, 1955, to a still overcrowded number of 
1,458 on Aug, 30, 1957. In addition to tlie injratient 
population, there are ajjproximately 115 patients 
maintained outside the hosxrital through the out- 
l^atient jjrogram of combined home care and clinic 
care. 

Basic Philosophy of the Chronic Illness Program 

The establishment of a program to service the 
aged and chronically ill must be based on a definite 
policy that can e.xtend from the critically ill divi¬ 
sions of a chronic hospital to the recreational 
asi)ects of preventive medicine. After due consid¬ 
eration, the following iDolicy was formulated to 
supply the active principle of the St. Louis Chronic 
Hosx^ital program; 1. The St. Louis Chronic Hos¬ 
pital is designed for chronically ill citizens, in¬ 
capable of affording comparable private facilities, 
who require institutional care. 2. The solution of 
the chronic illness problem lies on the family level 
and not in a massive public institution irrogram, but 
where costs limit private care a proportional share 
of responsibility for combined home and clinic 
care must rest with the chronic hospital. 

Actual permanent institutionalization should be 
the last point of recourse for individuals previously 
filtered out by a system of scientific rehabilitation 
. and preventive medical techniques. The organiza¬ 
tion of such a broad program has-many social im- 
Xrlications, and, although starting far from the hos¬ 
pital wards, every step is designed to "defer” the 
permanent institutionalization of the individual. 
The term "defer” is used in recognition of the basic 
fact that the aging years of our population repre¬ 
sent a downhill course and that, in the light of 
/fjresent conditions, the citizen who survives the 
vicissitudes of life to the later years will, with rare 
exceptions, become an institutionalized or totally 
dependent person. It is in the proper and pleasant 
use of these waning years that modern society is 


most remiss. The .further development of Uiis prin 
ciple that every person will eventually Become s 
dependent responsibility and represent a potentia 
, institutional patient means that the point of actua 
peimanent institutionalization is the critical facto; 
m the solution of this problem. 

The St. Louis Chronic Hospitals current admis¬ 
sion studies reveal a 29% mortality within the firsi 
six months and a 48% mortahty within the first twe 
years. If the surviving 52% admitted .populatior 
could have been deferred through adequate care 
in their previous circumstances, die solution to tiie 
problem of ever-expanding institutions would be¬ 
come obvious. Tlierefore, complete concentration 
of effort must be placed on rehabilitating tin's class 
of jiatients until such time as they show irreV'ersible 
evidence of degeneration and inability to function 
in open society. The moral injustice and economic 
waste of premature preventable permanent con¬ 
finement does not require comment. 

The development of a program devoted to the 
deferring of institutionalization depends on coni- 
munitywide acceptance. The keystone,for an ag¬ 
gressive ajpproach to the maintenance ..of-the aged 
and the chronically ill in tiie hbme'environment is 
the famil)' physician. Unfortunately, the family 
Xihysician is limited in his ability to render compre- 
liensive tiierapy in die home-care area. 

Home Care as a Medical Responsibility 

Home care means utilization by the physician of 
the full scope of au.xiliary services required for 
feasible complete therapy. Nearly every large com¬ 
munity offers a number of auxiliary services which 
can aid the physician in*this effort to |combat 
chronic illness and tiie prbblems of aging. 'Hiesf' 
'• services have been developing' slowly —— 

■ been largely unnoted by tiie majority of practicing 
jihysicians. 

Families faced witii difficult situations are will¬ 
ing to adjust and to offer great sacrifices for loved 
ones, but they cannot be expected to originate a 
system of nursing, diet, occupational tiierapy, phys¬ 
ical therapy, and housekeeping practices. The 
family needs home-care services properly oriented 
by organized medicine and encouraged by prac- 
V ticing physicians. We respectfully suggest that the 
development of these auxiliary services should be 
a function of the community’s medical societies, 
because it is the proper utilization and direction of 
these services by the practicing physician that wll 
mean success of tiie independent approach to the 
solution of the problems of aging persons and 

chronic illness. r • f 

We believe that it is a leadership function ot 

organized medicine to participate in tiiep areas 

of direct patient service in an effort to keep tlie 

patient in the family environment and in a more or 

less active role in the community. In many areas, 

this leadership function will involve the direct 

establishment of presently unavailable facilities, 

* 
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in other areas, participation in e.xpansion and util- The day hospital program of the St. Louis 

ft’ ization of current efforts may be the role of the Chronic Hospital operates to prevent institutional- 

, medical societ^^ But in all these fields of practical ization of individuals who are a municipal responsi- 

f home-care medicine, the medical society has a bility. These people are referred from local clinics, 

' vital role to support ideals based on the family unit they are among the rehabilitated discharges, or 

and family responsibilities. We therefore believe • they are the applicants deferred by tlie admission 
that the family physician, in developing and using department. These people are not distinguished 

communit)' medical au.viliary resources, represents from the regular senior citizen groups, and only 

the key- factor for the American solution to the insofar as they represent a medical responsibility 

ever-growing problem of aging and chronic illness of the city or local clinics are they given medical 

in our societv'. treatment. This group is periodicallv observed, and 


Application of Preventive Medicine to the Aged 

In accord with the effort to keep the indi%-idual 
in the community, the first contact of the elements 
dealing %\itli the aged is the adult “recreational” 
center. Fortunately, the original unit of the St. 
Louis Senior Citizens groups is located in tlie St. 
Louis Chronic Hospital area. The St. Louis Senior 
Citizens is a nonprofit corporation tliat has utilized 
the facilities of tlie St.-Louis Chronic Hospital for 
a number of years’, thereby enabling approximately 
•300 persons, above the age of 50, to attend volun¬ 
teer recreational activities. The vast majority of 
these senior citizens have never been a municipal 
resjMnsibility. They represent a typical aging popu¬ 
lation of any area and present no medical-social 
problem or responsibility to the municipality. 

Under the previous program, the Senior Citizens 
Center was recreational in nature. When studied by 
professional personnel, it was seen that the original 
program was working in reverse, with tlie ill and 
needy being eliminated. Tliose who could find 
their entertainment from a multitude of other 
sources were taking over the programs. Tliis 
anomaly highlighted the need for medical orienta¬ 
tion of ,a problem that has a basic medical founda¬ 
tion. Hence, under the present program, the actixu- 
ties are directed by the more active senior citizens 
and the entire operation, from a purely recreational 
standpoint, is being developed to function from 
within itself. It is primarily in the detection of in¬ 
dividuals requiring therapeutic aid that the pro¬ 
fessional staff is utilized. 

Tlie most important function of the adult recrea¬ 
tional'center is the early detection of the physical 
disabilities and tlie desocialization tendencies of 
the aging individual. Consequently, greater stress 
is laid not on the successful senior citizen members 
but on those who do not appear to adapt to the 
program. This small percentage should be the main 
focal objective of the professional staff in an adult 
recreational program, as this small group, in failing 
to adapt, represents the patients in immediate need 
of help. Techniques to detect tliese individuals are 
being studied. The chronic hospital assumes no 
direct medical responsibility for any phase of this 
program, and referral-of these individuals is made 
to their family physicians. 


every effort is made to sustain them in their present 
community environment for an indefinite period of 
time. 

Hospital Admission for Chronic Illness 

A large number of the aging citizens of our com¬ 
munity have an appalling lack of knowledge of the 
available resources. Furtiiermore, a lack of an ade¬ 
quate municipal center results in a great deal of 
needless distress and even physical deterioration 
when available facilities are not utilized. Tlierefore, 
the St. Louis Chronic Hospital found it necessarr' 
to establish an information center. Many are simple 
telephone referrals, but direct counseling inter¬ 
views are given as needed at an increasing rate- 

The admission service is one of the most im¬ 
portant phases of chronic hospital care. In the past, 
die institutionalization of the chronically ill or 
aged, in many instances,, represented a life sen¬ 
tence. Every patient is now admitted with the em¬ 
phasis placed on the need for hospitalization. Equal 
emphasis is placed on the fact that the patient mil 
be discharged or transferred to another facility 
when it is determined that his needs could be met 
equally or better in another facility. To accomplish 
this, a full study is initiated at the time of appli¬ 
cation. A medical-social worker and a physician 
oriented to chronic illness interview these appli¬ 
cants. The result of these findings is made the basis 
for admission. 

The development of the admission serx'ice has 
resulted in the admission of 55% of the total initial 
applicants. Those not admitted were not sum¬ 
marily dismissed from consideration, but each 
represented an individual problem with an indi¬ 
vidual solution which was carried through to satis- 
factor)' completion by the medical and social work 
staff. Of this latter group, 12% are now currently 
in the clinic and home care program and are seen 
at varjong interx'als, depending on their condition. 

Chronic Illness Institutional Medical Organization • 

Adequate reorganization of an institution with 
more than 1,500 patients with undetermined med¬ 
ical needs presented a challenging problem, par¬ 
ticularly when undertaken in tlie face of limited . ,'• 
budgetary allowance, mtli an e-xisting staff of'-. ■ 
largely nonprofessional nursing personnel, arid in 
tire absence of trained auxiliarx' personnel. The 


10 


CHRONIC HOSPITAL PROGRAM-COSTELLO AND TANAKA 


IDilot project approach was seriously considered, 
but the critical need of a great mass of patients 
arid tlie practical reality of the many future deci¬ 
sions required for the implementation of a success¬ 
ful pilot project forced a broader approach. Ac¬ 
cordingly, an over-all plan was developed, so that 
every individual phase could be reinforced and 
developed as personnel became available. 

Due to limited budgetary allowance, every step 
had to be considered with extreme economy of 
personnel and equipment. However, medical rec¬ 
ords, library, radiology service, surgical service, 
dental service, dietetic seiwice, occupational ther- 
physical therapy, and social service depart¬ 
ments were organized. Physicians selected from 
the staffs of local medical schools were enlisted in 
the effort to improve care. Because of the lack of 
accreditation, a modified house-officer system was 
established for nonspecialists, wherein their work 
was supervised by more qualified individuals. 

The deterioration of the aged institutionalized 
individual is a challenging medical care problem. 
As physicians, we are aware of how important it 
is to detect all treatable disease and not to let the 
patient’s age cloud diagnostic acuity, and in tlie 

■“older age group, because of the deteriorating in¬ 
fluence of inactivity, satisfying the need for some 
expression of personal interest and encouragement 
may mean the difference in the patient’s ability to 
regain physical and mental stature. To meet these 
needs, the patients were grouped into two major 
classes; 1. Those requiring special medical evalua¬ 
tion and therapy. The wards receiving them are 
cardiology, metabolism, neurology, oncology, in¬ 
tensive rehabilitation, and long-term rehabilitation. 
The sjDecialty ward classification was intended to 
stimulate research and facilitate long-term treat¬ 
ment and observation. 2. Tliose requiring general 
medical evaluation and tlierapy, whereby care 
would be given in accordance with general medical 
needs. 

The concept of limiting patients by degree of 
care to a specific area is generally carried out in 
most long-term institutions. In dealing with tire 
problems of the aged, however, it assumes an im¬ 
portant character. The needs of the individual vary 
considerably, not only in nursing hom-s but in tire 
way these hours are applied to the patient. Pa¬ 
tients with minimal mental and physical disability 
still require time for maintenance activity to pre¬ 
vent deterioration. A silent elderly person is not 
necessarily a contented patient or even a healthy 

paHen varied needs in patient 

care in the same ward results in neglecting the 
maioritv of relatively well individuals in favor of 
giving needed care to the ill minority. This is par- 

, .HculSv^ true in smaller institutions, and even 
larger institutions are adminish'atively reluctant to 
; fluctuate personnel in a local area according t 

r ' X. 
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medical demand. We therefore feel that, in spite 
ot the objection to separation of the aged from 
their adopted home area, they will not suffer emo¬ 
tionally when they are moved from one well-run 
area or institution to another well-run area or insti- 
tution which is able to-give'better individual care. 

The division of the general medical wards re¬ 
flects the pattern of disability in an institution of 
uiis type, and the medical cases are divided into 
five levels of care. In the care of a total of 783 
medical patients, medicine 1 represents those ca¬ 
pable of full self-care and independent ambulation 
and comprises 23%. Medicine 2 represents semi- 
ambulant patients with limited self-care, who are 
able to participate in rehabilitation activities, and 
comprises 28%, Medicine 3 represents ambulatory 
patients with various degrees of self-care who are 
mentally out of contact with reality, and comprises 
20% of population. (The latter figure has been cor¬ 
rected to allow for Missouri State mental patients 
who do not form true municipal chronic illness 
responsibility.) Medicine 4 is essentially a bedrid¬ 
den area, with patients manifesting far-advanced 
physical and mental deterioration not lesponsive 
to long-term rehabilitation; it comprises 22%. Medi¬ 
cine 5 represents tlie seriously ill and has 7% of the 
total medical population. 

For purposes of comparison of the effectiveness 
of the intensive outpatient home cai'e and-clinic 
program to control new patient adm'issions, the 
medical disposition of the June, 1957, admissions 
revealed no placement on medicine 1 and medicine 
2,15% on medicine 3,15'?^ on medicine 4, and 20% 
on medicine 5. Rehabilitation 1 received 7% of tlie 
June admissions, and 15% went to rehabilitation 2. 
Metabolism, cardiology, oncology, and-neurology 
accounted for the remaining 22%.- 

Rehabilitation in Chronic Illness 

The function of a chronic hospital is to fill the 
gap in the management of an illness which is not 
fulfilled by eitlier die active general hospital or tlie 
home care program. The general hospitals cannot 
tie up their beds with prolonged hospitalization of 
chronically ill patients, and home care is difficult 
unless patient and family have been riained and 
assisted to tlie level where the patient can be 
managed effectively. 

Rehabilitation, whicli is a major function ot me 
chronic hospital for the aged, is considerably dif¬ 
ferent from the generally understood concept. 
Most of tlie patients, even if perfectly well, would 
not be gainfully employed. Of 576 patients whose 
cases were analyzed, only 2 were felt 
be considered for gainful emplojmient. Therefore, 
rehabilitation has been directed largely tmyard in¬ 
creasing their mental and physical abilities an 
maintaining their current faculties so that Pa¬ 
tients-can live as closely as possible to 
witli their disabilities. Rehabilitation m the aged 
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may be fluctuated byt should never be terminated 
e-vcept by dissolution or discharge. The many phys¬ 
ical and emotional benefits of reestablishment of 
contact and the effects of this program on the 
abilities of the individual are not discussed in this 
paper but will be covered in a later report. 

Rehabilitation has been established on three 
levels, depending on the decisions and recom¬ 
mendations of the rehabilitation board or the phy¬ 
sician. Tliey are as follows; 1. Intensiv'e rehabilita¬ 
tion. This -phase is decided on by die physician 
when a patient is found to have excellent discharge 
potentialities from the standpoint of motivation, 
physical impairment, and economics. In this area, 
intensive concentration is dev'oted to the individual 
to fulfill correction of the specific deficiencies pre¬ 
venting his return to society. Tliis is the tvqje of 
pi'Ogram found in general hospitals. 2. Long-term 
rehabilitation. This phase represents a larger ward 
area with many more patients and is dev’oted to a 
concentrated prolonged effort (up to IS months) to 
bring the individual to a higher plane of activitv'. 
The objective of this ward is to obtain the ma.xi- 
mum rehabilitation plane possible in the indivddual 
under .therapy'. Tlie full scope of medical, dietarv% 
physical, and occupational therapy departments is 
utilized. This tj^ie of program is the major func¬ 
tion of a chronic hospital. 3. Maintenance rehabili¬ 
tation. This third phase is one vv'hich vv'e feel is die 
most neglected in long-term institutions. Tlie ob¬ 
jective of .maintenance rehabilitation is simple. It 
is primarily designed to prevent the hitherto almost 
inevitable deterioration that accompanies the sed¬ 
entary life of the confined individual. Maintenance 
rehabilitation ranges from the ward detail work 
and v'arious recreational and creativ’e activities of 
occupational tiierapy to the daily active or passive 
exercises of physical therapy. Tliis tj'pe of program 
is important in the family, die nursing home, and 
the supervised boarding home or foster home. 

Maintenance rehabilitation is used to prevent 
regression and to detect tiiose people manifesting 
a tendency or a desire for improvement. Tliis tv^ie 
of rehabilitation is as important in the long-term 
institutionalized patient as any other service in its 
over-all effect on the individual. Maintenance re¬ 
habilitation is the medically oriented link that 
spells the difference in some areas between work 
and play, between therapy and recreation. It is the 
aspect of aging programs that ties the aging indi¬ 
vidual in the recreational center to the physiolog¬ 
ical-psychological therapeutics of modern rehabili¬ 
tation. The development of this concept of the 
aged and its acceptance and utilization by phy¬ 
sicians will serv'e to clear the confusion found 
among many lay groups in their establishment of 
recreational programs for the aged. 

Many aged persons have an e.xistence completely 
confined to the bedside chair and table and an 
occasional hip to the bathroom. The world has 


closed in about them, until tliey appear, to the ob- 
serv'er, to be completely hopeless. Rehabilitation 
teams sirrv’ejing tliese institutions frequently ar¬ 
rive at a low percentage of potential rehabilitation 
prospects. This is partly due to the resignation and 
the justifiable cvniicism of the patients themselves. 

At the onset of this rehabilitation program, we 
submitted a vvTitten questionnaire to more than 
1,000 patients and received less tlian 10 replies. 
Fortunately, vv’e did not use tliis response as a true 
picture of the needs of the patients. The occupa¬ 
tional and physical therapy programs in unselected 
wards, excluding the ward for seriously ill patients, 
hav^e received a participation of 770 out of 1,100 
patients. Occupational therapy alone has 700 pa¬ 
tients under treatment, and interest is intense, with 
complaints from previously withdrawn!, docile pa¬ 
tients if for some reason the shops are closed early 
or opened late. Apparently as a result of group 
tiierapy effect, many deep and profitable interests 
have been uncovered in these patients who seemed 
so hopelessly senile. 

The rehabilitation w’ards represent 7.97c of the 
total patient population. Interestingly enough, vvitli 
106 patients only 0.97o of the beds are necessary 
for intensive rehabilitation therapy, and frequently 
these beds are unoccupied due to the difficulty in 
finding likely candidates for this tjpe of therapy. 
On the other hand, the long-term rehabilitation 
ward with its different objectiv'e represents 77e of 
the total bed supply, or 94 patients. The demand 
for this area always exceeds the bed supplv-. 

Total Care of the Patient 

To insure infle.xible reconsideration of the total 
patient, the rehabilitation board was established. 
The board is composed of physicians, nurses, and 
representatives of physical therapy, occupational 
therapy, and the medical-social w'ork departments. 

At this point, an additional reason for periodic 
reevaluation by impartial sources, should be men¬ 
tioned. Often the consideration of tlie patients 
status lies solely in the province of the ward phy¬ 
sicians or possibly of a visiting physician whose 
attention is frequently directed by the nursing per¬ 
sonnel to the acutely ill. In such a situation, the 
lives of the patients are controlled by the attendant 
and nursing personnel. The patient-personnel rela¬ 
tionship in long-term institutional care, where pro¬ 
fessional external supervision does not lake place, 
can degenerate into an autocratic dictatorship be¬ 
neath a docile, placid exterior. The visiting phy¬ 
sician may be unable to alter or even detect this 
relationship. 

The members of the board interview, examine, 
and test each patient before tlie board meetings. 
The patients become aware of this, and at times 
the patient’s response is surprising!}' intense. .At 
tlie conclusion of the board discussion, recom¬ 
mendations are made, a current diagnosis is given, 
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\vith the primai 7 problem in tlie patient’s manage¬ 
ment emphasized, and a functional classification 
is made. The conclusion represents the consensus 
or opinion of the board members. 

Since management of chronic illness rests pri¬ 
marily in assisting patients and their families to 
live with the residual disease and resulting dis- 
abilit>% a functional representation of the abilities 
of the patient becomes important. The following 
classification represents a simple and modified form 
of tire activnty of daily living. This classification 
helps to determine which medical ward is best 
suited for the patient, and it also gives a method 
of measuring the progress of the patient's condition: 

1. Mental status wjQrin normal. lA. Mild confu¬ 
sion—emotionally unstable but felt to be competent. 

2. Control of bladder and bowel. 3. Self-feeding. 
4. Self-clothing. 5. Self-batliing in bathtub. 6. Abil¬ 
ity to use toilet without help. 7. Taking part in 
ward activities, such as occupational therapy, 
minor ‘ detail, and socialization. A. Ambulatory 
without aid. AI. Ambulatory with cane, crutch, or 
walker. B. Bedridden. C, Confined to bedside and 
chair. W. Confined to wheelchair—able to get in 
and out of wheelchair unassisted. Wl. Confined to 
wheelchair—unable to get in and out of wheelchair 
unassisted, 

Tire definition of the breakdosvn of the medical 
wards 'is partly based on tire above classification, 
and, accordingly, the proper medical ward can be 
determined after analysis of the patient’s func¬ 
tional classification. This classification has proved 
to be extremely valuable in the over-all evaluation 


for medical reasons, (3) discharge, (4) no facility 
available m the community, (5) under study, or (6) 
discharge detrimental for emotional reasons. 

It is of interest to note that in preliminary studies 
of 339 patients newly surveyed, none were capable 
of independent living; 1% were capable of living 
in a boarding home more or less on their own; 10% 
were capable of living in a supervised boarding 
home or foster home where their diet and habits 
were observed; 38% required assistance in a nurs¬ 
ing home; and 51% required chronic hospital-type 
care. The initial conference findings with regard to 
the above 339 patients’ disposition indicated that, 
in accordance with the sources of revenue available 
in the state of Missouri, 45% were maintained in the 
city institution primarily because of inadequate 
finances; 3% were discharged; 14% were maintained 
in the hospital primarily for medical-money rea¬ 
sons; and 2% were maintained in the hospital 
primarily because the extremely long period of 
institutionalization made them emotionally inca¬ 
pable of being rehabilitated at tlrat time. Two per 
cent were maintained in tlie hospital because no 
facilities were available for the type of care needed, 
and 34% were maintained under study. This large 
group contained patients for whom additional in¬ 
formation or treatment was required to arrive at an 
analysis of disposition. Detailed analysis of the re¬ 
habilitation conferences with regard to a large 
number of indigent hospitalized patients, admitted 
under gradually increasing stringent. admission 
regulations, will be made the subject of a compre¬ 
hensive subsequent report. 


of the long-term rehabilitation program. Such a 
simple classification as listed here ,has provided an 
excellent measure of tire patient’s hospital course. 
This functional classification is reviewed and 
charted twice a year and is contained in routine 
progress notes. 


Patient Requirements and Disposition 


As revealed in the introduction of this paper, 
there were too many patients in the St. Louis 
Chronic Hospital for an already overcrowded insti¬ 
tution. The previous methods of steadily increasing 
the bed capacity of the municipal institutions were 
not meeting the need. To be able to visualize the 
various areas where effort had been lacking in 


meeting this problem of aging and chronic illness 
in the city of St. Louis, a classification was estab¬ 
lished to emphasize the facilities required by the 
currently hospitalized group of patients and to 
point out theweasons why the appropriate facility 
was or was not utilized. 

The following outlines throw some light on these 
two facets of the problem: First, the facility needed 
bv the patient may be (1) independent living, (2) 
.boarding home, (3) supervised boarding home, 
fdster home, or family environment, (4) nursing 
home''■or (5) hospital. Second, the disposition may 
be (!) lack of finances, (2) discharge detrimental 


Comment 

The information gathered in the foregoing pro¬ 
cedures, as accumulated over a period ot time, 
presented confirmation of our working hypothesis 
with regard to tire problem of aging and chronic 
illness. The developing aging and chronic illness 
problem has two alternatives for solution; 1. A 
cultural pattern of acceptance of aging and dis¬ 
ability by the family as a social responsibility of 
the family unit. 2. A system of massive institutional¬ 
ization whereby aging and ill persons are made 
wards of tlie state. 

Today, the majority of care is rendered by the 
family along tire cultural patterns of family respon¬ 
sibility, but there is a strong tendency toward die 
assumption of responsibility by the state. The pat¬ 
tern of American development along this line can 
be most profoundly influenced by the family phy¬ 
sician. His role in this development is not only to 
encourage die assumption of family responsibility 
but to aid and participate in the development of 
the home care necessary for the best total medical 
need of the patient. 

The application of these techniques to the smaller 
■institution and the nursing home would not seem 
to be impractical if these institutions are taken as 
a group, whereby each nursing home facility limits 
its activities to a specific classification, with ex- 
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change of patients as indicated. Here again the role 
of the physician, through his medical society, in 
insisting upon adequate medical care for his pa¬ 
tients is paramount. 

In his present role, the nursing-home physician 
is limited in his ability to determine the tj^je of 
patients admitted to his facilities. We believe that 
the local medical society eould reinforce the nurs¬ 
ing-home physician by a modified system of rating 
and accreditation. TTie nursing home physician 
should realize that his responsibility goes beyond 
diagnosing and treatment and into the area of total 
care for the indiHdual. The concept of permanently 


relegating an individual to a nursing home should 
be modified or altered, with emphasis on long-term 
and maintenance rehabilitation carried on without 
regard to the element of time to effect correction 
of the precipitating admission factors and to re¬ 
store the individual to open society. By working 
along these lines, the physician may encourage the 
best medical care in the proper cultural pattern of 
individual freedom and responsibility and, only 
incidentally, bring about the most feasible eco¬ 
nomic solution of the problem of aging and chron¬ 
ically ill persons. 

5800 Arsenal St. (Dr. Costello). 


<hi 


FOLLOW-UP STUDIES IN CHEMOPALLIDECTOMY FOR PARALYSIS AGITANS 


Manuel Riklan, Ph.D. 
and 

Leonard Differ, Ph.D,, New York 


This invesh’gation concerns a follow-up study of 
the effects of a new neurosurgical procedure for 
paralysis agitans (Parkinson’s disease) which has 
been developed during a continuing investigation 
over the past five years. An initial technique, known 
as anterior choroidal arterj' occlusion, was carried 
out in about 50 patients, with improvement of the 
sjTOptoms in about 70% of the group.’ In 1953, a 
second procedure, known as chemopallidectomy, 
was developed, and to date about 600 operations 
of tliis type have been carried out. Cooper has re¬ 
ported on the technique and results of this surgerj' 
on several occasions during the past three years.” 
The operation has been found to be capable of 
relieving tremor and rigidly in about 807o of tlie 
patients, properly selected. The complications to 
date have consisted of a mortality rate of 2.8%, an 
incidence of hemiplegia of 2%, and transient 
mental confusion or emotional distress in about 
10% of the cases. In studies carried out'by inde¬ 
pendent investigators “ these findings were verified. 

Briefl}', chemopallidectomy consists of injection 
of alcohol or a similar substance into the globus 
pallidus and, in some cases, tlie ventrolateral nu¬ 
cleus of tlie thalamus, thus creating a chemical 
lesion in their structure. When successful, this has 
been found to relieve both tremor and rigidity on 
the side of the body contralateral to the side of 
the brain lesion. 


Chief. Psychological and Vocational Services, St. Barnabas Hospital 
(Dr. Biklan), and Ps>cho3opcal Consultant for St. Barnabas Hospital 
and Coordinator of Training and Research in Ps>cholog>', Xew York Uni* 
versity Institute of Ph>sical Medicine and Rebahfljtation (Dr. DiJJer). 

\ 


The effediveness of cbemopallidecfomy in 
fhe treafmenf of paralysis agitans was in- 
vestigated in a group of 141 patients who 
had undergone the operation not less than 
six months before; ) 06 of these patients re¬ 
turned a questionnaire designed to contrast 
their preoperative with their postoperative 
status as to local symptoms and daily acti¬ 
vities. The results were compared with data 
similarly obtained from 102 out of 173 
patients who had had fhe same symptoms 
initially but bad not undergone operation. 
The operation consisted in producing a 
chemical lesion in either the globus pallidus 
or the ventrolateral nucleus of the thalamus 
by injecting alcohol of a like substance. Dis¬ 
tinct relief of the tremor and rigidity on fhe 
affected side (contralateral to the lesion) was 
found in 93 of the patients operated on, 
while only 9 of those not operated an re¬ 
ported improvement during the same interval 
of time. The former group became less de¬ 
pendent on assistance in daily self-care 
activities, and some were able to take up or 
resume useful occupations; the latter group 
showed marked deterioration with respect to 
self-care and useful occupation. The bene¬ 
ficial effect of the operation upon the 
patient's capacity for independent activity is 
illustrated by three case histories. 
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For some time, a team of professional rehabilita¬ 
tion workers has been working closely witli tlie 
neurosurgeons in order to develop mediods of se¬ 
lecting appropriate patients for the surgery and 
objective means of immediate postoperative evalua¬ 
tion of the patients."* In all cases, patients receive 
an intensive battery of medical, psychological, and 
motor tests before and after surgery so as to form 
a base-line for accurate evaluation of results. In 
addition, wherever possible, patients are asked to 
retuni to the hospital after operation for follow-up 
visits on a regular basis, and a number of patients 
have thus been followed by a rehabilitation team 
for up to three years. However, since many of the 
patients who undergo surgery come from widely 
separated areas of the United States, it has been 
impossible from tire practical point of view to see 
all of them for follow-up examinations. Therefore, 
questionnaires mailed to these patients have been 
utilized in order to obtain detailed information in 
regard to their long-range status.® In a continuing 
and expanded program of follow-up studies of tlris 
nature, we mailed questionnaires to a large group 
of patients who had been operated on and to a 
control group of patients with paralysis agitans 
seen for evaluation during tlie same sequence of 
time but not subsequently operated on. It is tire 
jnirpose of this report to present in detailed form 
the material secured from these questionnaires. (All 
of the completed questionnaires are filed in tire 
investigative archives of St. Barnabas Hospital and 
may be referred to by investigators seeking verifi¬ 
cation of the subsequent data presented in this 
report.) 

Procedure 

Iir order to carry out an adequately controlled 
long-range follow-up study, four separate but 
equivalent sets of questionnaires were prepared, 
one set each for male and female patients who had 
been operated on and one set each for male and 
female control patients. For tiie surgical group, 
questionnaires were sent to 141 consecutive patients 
and returned by 106, or 75% of tlie group. For tire 
control group, questionnaires were sent to 173 
patients who were seen for evaluation during tlie 
same period of time but not subsequently operated 
upon. Returns were received from 103, or 60% of 
that group. Twenty questionnaires were returned 
undelivered; tiie family had moved, or our records 
had only a temporary address. 

For the patients who had *5660 operated on, tire 
mean time elapsed between initial evaluation and 
receipt of questionnaire was 11.3 months, with a 
range of 6 months to 2 years and 4 montlis. For tire 
control group, the mean time was 14.5 montlrs, with 
a range of 6 months to 2 years and 4 months. Thus, 
although the ranges for both groups are identical, 
for the control group the mean time elapsed was 
about three months longer than tlrat for tire group 
operated on. No questionnaires were sent to pa- 
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tients if at least six months had not elapsed, inas¬ 
much as this amount of time is required to gauge 
any changes in the areas under consideration. 

In regard to tire control group, it should be noted 
that these patients were all seen for preoperative 
evaluation as possible candidates for surgery dur¬ 
ing the same sequence of time as was the operated 
group. However, the}' did not undergo surgery 
eitlrer due to their own choice or because they were 
not felt to be suitable surgical candidates by the 
evaluation team. This group was selected as a 
conti-ol group, inasmuch as they generally were 
followed closely ^Nvitii medical and drug therapy or 
rehabilitation. Thus, in general, they had the bene¬ 
fit of all anti-Parkinsonism therapies except neuro¬ 
surgery. 

The items in the questionnaires were based to 
a degree on changes observed in tire patients who 
had been operated on during tire weeks immedi¬ 
ately subsequent to surgery. In addition, subjective 
statements made by patients were organized and 
integrated into the questionnaire. Attempts were 
made to phrase the questions in a simple, unam¬ 
biguous manner, and questions were so chc'''“t)L.a^ 
to be grossly applicable to the entire group and 
capable of being answered by either tire patient or 
a member of his family. Four broad areas were 
covered: symptoms, daily .activities, over-all im¬ 
pairment, and vocational factors. In general, tire 
questionnaires were oriented toward tire over-all 
situation of tire patient rather than the symptoms 
alone. This was done so as to provide a Irroader 
basis for tire evaluation of the patient and thus 
permitted tire patient and his family to use tireir 
own judgments concerning total changes in tireir 
situation over the period of time elapsed. In spite 
of known diflBculties inherent in questionnaire 
studies of tlris type, it was felt that in general the 
same factors hold for the group operated on as 
for the control group, and tirus these factors are 
equated. 

Population of the Study 

In order to secure uniform descriptive informa¬ 
tion in regard to tire patients in botlr groups when 
seen for initial evaluation, all patients were re¬ 
quested to provide data concerning age, education, 
and lengtii mf illness. In regard to educational 
achievements, the groups were found to be essen¬ 
tially equivalent, the average schooling for tire 
patients operated on being 11.6 years and tire 
average for the patients not operated on being 11.1 
years. The range of length of illness for all patients 
operated on was from 2 to 37 years, with a mean 
of 10.3 years, and for the control group it ranged 
from 2 to 35 years, witir a mean of 12.1 years. It 
should be noted at tlris point that not all the pa¬ 
tients answered all of the questions on tire various 
questionnaires, and the results are based only on 
tlrose patients who responded to the particular 
questions under consideration at that time. 



Vol. 167, No. 1 


PAKALYSIS AGITANS-RIKLAN ET AL 


15 


Tlie one essential difference in basic life data 
behveen the Uvo groups concerns the mean age for 
the male patients: patients in tire control group 
were an average of 10.5 years older than those in 
the group operated on. Tliis difference, also reflected 
in fte slightly longer length of illness discussed 
above, is due to several factors. In general, a major 
contraindication to surgerj' is age, because it is 
felt tliat patients over 60 years of age frequently 
present poorer surgical risks due not only to their 
age but also to impairments of both a psychological 
and a medical nature. In spite of tlris difference in 
mean age for the two groups, they were found to 
be equivalent-in all otlrer factors pertaining to the 
primars' symptoms of the illness. For both groups, 
the vast majority of the patients demonstrated in¬ 
volvement on both sides of tlieir bodies and a high 
proportion indicated that tliey suffered from tremor, 
rigidity, and sloumess, 84% reporting this in die 
group operated on and 83% in the control group. 
In addition, 88% of the control group reported 
needing at least some assistance in daily actiwties, 
and 87% of tire patients who had undergone sur- 
gety reported similarly. It is evident diat in both 
groups under consideration were long-term pa¬ 
tients who, in general, had a rather severe form 
of the illness. 

In regard to die vocational status of die male 
patients, it was found that a significant proportion 
of bodi groups had been unemployed from I to 10 
years or more. In the group operated on, about 
50% of the males were working when seen for 
initial evaluation, and, in die group not operated 
on, about 45% were employed. The vast majority of 
patients in both groups reported that their income 
had been negatively affected as a result of the ill¬ 
ness. The reasons given for this by the patients 
usually related to the s>TOptoms of tremor and 
rigidity and the accompanying difficulty in travel¬ 
ing and cartying out other daily activities. A small 
proportion, however, reported such psj^chologicai 
factors as “embarrassment,” “could not concen¬ 
trate,” and “nervousness” as contributing factors. It 
is dius clear that paralysis agitans has sen’ed to 
interfere significantly with the I'ocational status of 
patients in both groups. 

In summari', the first part of the questionnaires 
sent out to each of the groups concerned itself with 
information pertaining to the patients’ over-all 
situations at the ' time of the initial evaluation. 
Special reference was given to symptoms, activities 
of daily living, vocational status, and over-all ad¬ 
justment. An analysis of responses from the ques¬ 
tionnaires points to die essential similarity between 
die tivd groups in regard to social, educational, and 
vocational background, lengtii of illness, severity 
of sjauptonis, and general incapacitation. Tlie only 
significant difference between the groups was in 
terms of age, the male patients not operated on 
averaging 10 years older than the male patients 
“uerated on. This is due primarily to the factor of 


selection of patients, wherein patients in die sLvdi 
and seventh decades of life are frequently not con¬ 
sidered for surgety eitiier on the basis of age or 
because of odier impairments of a psychological 
and medical nature which complicate the disease 
picture. It is evident, however, tiiat we are dealing 
in both cases with severely incapacitated patients 
whose Parkinsonism has interfered wth all aspects 
of their functioning. 

Results 

The second section of die questionnaires sent to 
all patients was concerned with data pertaining to 
die patient’s situation at die time he received die 
questionnaire. In table 1 are summarized die re¬ 
sponses in regard to the long-range status of tremor 
and rigidity for both groups. All patients were re¬ 
quested to state wliedier sjmptoms were better, 
the same, or worse at the time of recemng die 
questionnaire, as compared undi status when seen 
for initial evaluation. For die patients who had 
been operated on, a diwsion was made between die 
sides of the body, inasmuch as the surgety itself 
is directed to aid the side of the body contralateral 
to the site of die lesion. For die medically followed 

Table 1.— Follow-up Status: Condition of Tremor and Rigid¬ 
ity Compared with Initial Findings ^ 

Patients Operated On (105) 

I --, Control Group 

Side Affected (»3) 

hy Operation Other .Side Oi-cr-all Condition 

._ ^ _ f' _-»—..— 


AO. Vc AO. so, ‘.0 

Better. 93 SS 28 2T 9 10 

Same. 7 7 St 32 31 Si 

Worse. 5 5 43 41 33 07 


group, the question in regard to symptoms referred 
to the over-all condition, including both sides of 
the body. 

A review of die data presented in table I im¬ 
mediately reveals certain differences in regard to 
the status of tremor and rigidity when the two 
groups are compared. In regard to the side of die 
body for which operation was performed, about 
88% of the group said that they were improved at 
least to some degree, while only 107c of the control 
group reported improvement. On die other hand, 
only 12% of die group operated on reported that 
their symptoms w'ere die same or worse, while 90% 
of the control group reported that their over-all 
condition w^as w'Orse or die same since first seen 
for evaluation. Of diis group, the majorit}' reported 
a w'orsening of the condition for their symptoms. 
It is of significance to note that for the group 
operated on 27% reported that the symptoms of 
their side opposite to that of operation were better, 
while 72% reported diat dieir symptoms w'ere the 
same or w’orse. This indicates clearly that while die 
illness itself progressed in the majority of the pa¬ 
tients who received operations, the progression of 
the symptoms on the side affected by operation 
w’as halted. Indeed, this has been substantially im¬ 
proved for the most part when compared with die 
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preopemtive situation. In general, the above find¬ 
ings hold true for male as \^'ell as female patients 
iSnesT^ significantly related to age or length of 

For botli tlie initial and long-range status, data 
were collected in regard to the patient’s ability 
to carry out important daily activities. This in¬ 
cluded self-care acti^dties for tlie male and" house¬ 
work for the female group. Table 2 summarizes 
the data in this regard for the long-range situation. 
In each case, the patient was asked to indicate 
\\dietlier he or she needed more, less, or tlie same 
amount of assistance in carrying out self-care or 
housework activities. 

For the gioup operated on, 74% of tlie males 
reported that they needed Jess assistance in daily 
activities, whereas only 6% of those in the control 
group reported this. On the otlier hand, 11% of the 
males who were operated on reported needing more 
assistance, while almost 50% of tliose in the control 
group reported similarly. Thus, it is clear that for 
the group operated on improvement in die status 
of the symptoms for the side on which operation 
was performed was reflected in commensurate im¬ 
provement in ability to cany out self-care activities. 
On the other hand, for die group not undergoing 
operation, die continuing progression of the symp¬ 
toms has further interfered with dieir ability to 
care ,for themselves. In regard to ability to carry 
out household tasks for the female group, die data 
are less striking but still conclusive. In die group 
operated on, 55% reported that they needed less 
help in housework at die time of questioning, as 
compared to the time of initial evaluation, while 
only 6% of die control group reported this. In die 
group operated on, 12% reported that the)' needed 
more help, compared to 47% of die control group. 
It is interesting to note diat about two-diirds of 
the patients reported that their status had changed 
for better or for worse in regard to die need for 
assistance, while only one-third reported no change. 

In considering the total condition of a male 
patient, his vocational and occupational status is 
an important factor. For that reason, we collected 
data in both the preoperative and die long-range 
situation in regard to vocational functioning. For 

Table 2.— Follow-up Status: Need for Assistance in Daily 
Self-Care Activities and Housework 
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Patients Operated On 

or.) 


Control Group (St) 


Need Jess aid... 
Need same aid. 
Need more aid. 


^ MatP 

Female 

Mule 

__.A_ 

Female 

’ No. % 

No. 

% 

No. % 

No. 

% 

. 46 74 

18 

fiS 

3 fi 

2 

0 

. 9 14 

11 

33 

2,3 4G 

le 

47 

. 7 11 

4 

12 

24 48 

10 

47 


the group operated on, die total number of per¬ 
sons employed was found to be essentially the 
same as in the initial situation, while for the con¬ 
trol group, seven less persons reported employ¬ 
ment than previously, a drop of 22%. Tlius, al¬ 
though the data are not conclusive in this regard. 


It would appear that, in general, the group who 
underwent operation maintained employment sta¬ 
tus, while fte control group deteriorated in diis 
regard. Table 3 is concerned uadi “ability to work,” 
and diis is a subjective consideration. 

Table S.-Follow-up Status: Ability to Work Compared with 
, • with Initial Status 


Patients Operated On (50) Control Group (lo) 


Better 
Same .. 
Worse . 


No. 

28 

U 

n 


% 

.jG 


No 

5 

14 

23 


% 

R 

3'. 


Over 50% of die patients who had undergone 
operation who responded to the question reported 
that they felt better able to work, while only about. 
8% of die conti-ol group reported this. Tlius, while 
one's subjective feeling of being better able to 
work is not a suflBcient condition for emplojunent, 
certainly this contributes to a feeling of self-respect 
and motivation which may later be utilized in carry¬ 
ing out further rehabilitation procedures with the 
patient. 

Repoii; of Cases 

Case 1.—A 39-year-old male, with an eight-year history of 
paralysis agitans on the riglit side, when seen for preoperativc 
evaluation demonstrated marked tremor of his right upper 
e-stremity, rendering it useless for any funcUonal activity. The 
patient had a high school education and in the ensuing years 
worked at various semiskilled jobs, his last being tliat of a coal 
miner. However, lie had not been working for about five years 
because of his disease. The patient underwent a chemopalli- 
dectomy on the left side on Feb. 15, 1955, resulting in com¬ 
plete abolition of his tremor. Thereafter he was placed on a 
moderate program of rehabilitation which included intensive 
vocational counselling, evaluation, and guidance, which was 
necessary because of his long years of unemployment. Soon 
after he was able to secure a job as an aide in the physical 
therapy department in a hospital, where ho was found to be 
a conscientious and industrious employee. He has contimied 
in tliis work to tlie time of writing, and in a recent letter 
he reported that his healtli continues to be good, that he 
lias had no return of symptoms, and that be frequently 
works several consecutive shifts. 

Case 2.—A 34-year-old male with a high school education 
first showed symptoms of paralysis agitans when he was about 
15 years oi age. Witli the passing of time, tremor and rigidity 
progressed on Iris right side and his speech became markedly 
involved. Recently, the left side of his body developed tremor. 
Prior to his Surgery, he had never been gainfully employed 
and needed assistance from his mother in almost all activities 
of daily living. The patient underwent a chemopallidectomy 
of tlie left side with good results. His symptoms were relieved 
on die right side of his body, and soon after surgery he was 
capable of carrying out most activities ,of daily living in an 
adequate manner. Within months he was capable of working 
part time on his family’s farm. In a letter received from his 
family over a year after surgery, he was reported to be able 
to care for himself independently and to continue to assist on 
the poultry farm. At the time of writing, the patient continues 
to maintain liis improvement and is still able to carry out 
productive work on the farm. 

Case 3.—A 48-year-old housewife with diree grown chil¬ 
dren noticed -loss of power in the fingers of her right hand 
about eight years before initial e.samination. With the passing 
of time, rigidity and tremor developed, and recently her left 
side became moderately involved. She had difficulty in carry¬ 
ing out self-care activities and needed assistance in managing 
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her household. The patient underwent a chemopallidectomy 
of the left side with good results and about one year later 
undersvent a chemopallidectomy of the right side. l^Tien seen 
before her second operation, the patient reported that her 
right side continued to maintain its impros'ement and that she 
was capable of carrying out most household activities. How¬ 
ever, the symptoms had progressed on her left side. There¬ 
fore, a chemopalh'declomy of the right side was undertaken 
at that time. In a letter received from the patient recently, 
she reported that she is capable of carrying out daily actisaties 
in an independent fashion and can do some housework. The 
improvement was maintained on both sides of her body. 

Comment 

A rewew of the data concerning the initial situa¬ 
tion for both the patients operated on and the 
control group reveals that, for the most part, we 
have been dealing with a severely incapacitated 
group of patients unth paralysis agitans whose 
s>Tmptoms were se%'ere and of a long-standing na¬ 
ture. In general, the illness had affected all areas 
of their lives, including self-care and social and 
vocational status. The groups were essentially 
equivalent, e.xcept for male patients in the control 
group who were, on an average, 10 years older than 
the male patients who imderwent operation. 

For the long-range situation, several differences 
were found when the groups were compared. In 
regard to the s>’mptoms themselv'es, it is clear that 
the patients followed after surger>" were in a better 
condition than they were initially, while the status 
of patients not operated on had deteriorated 
markedly. The improvement for the patients oper¬ 
ated on, in general, was limited to the side of the 
body on which operation was done. Thus, while for 
both groups the illness itself apparently progressed, 
the operation had e\adently stopped the develop¬ 
ment on that side of the body. For the group 
operated on there was seen a commensurate im¬ 
provement in the ability to carry out self-care and 
housekeeping acti\aties, while the patients not 
operated on deteriorated markedly in this regard. 

In our broad inquiry in regard to the vocational 
status for both groups, we found substantially no 
change in the number employed in the group 
operated on but a significant decrease for the con¬ 
trol group. Analysis of the data in this regard 
reveals that for the group operated on the surgeiy^ 
served to extend the work life rather than to return 
unemployed people to jobs. In general, however, 
the group followed after surgerj% including those 
who were not working, reported feeling more capa¬ 
ble of caityong out productive employment. This 
would indicate tliat a certain reservoir of patients 
is now available for intensive vocational rehabilita¬ 
tion work which may be directed toward eventual 
employment for some of them. 

Summary 

Questionnaires were sent to 141 consecutive pa¬ 
tients svith paralysis agitans (Parkinsons disease) 
who had undergone neurosurgerj'^ six months to two 
years and four months earlier. In addition, 173 


questionnaires were sent to a control group of pa¬ 
tients who were seen for evaluation over the same 
period of time but who were subsequently not 
.operated on for various reasons. The questionnaires 
were concerned with three main areas: sjTnptoms, 
ability to carrx" out activities of daily living, and 
vocational status for the male patients. Responses 
were received from 75% of the group operated on 
and from 60% of the control group. For tKe group 
operated on, 89% reported that tremor and rigidity 
on the side affected by operation maintained im¬ 
provement, vv^hile only 10% of the control group 
reported this. On the other hand, less than 5% of 
the first group reported a worsening of svTnptoms, 
while 57% of the controls reported this. A similar 
but less striking trend vvns seen in ability to carrv' 
out activities of daily living and housework. From 
the vocational point of view-, there was no signifi¬ 
cant change in the number of patients employed 
after operation, but 28% less patients who had not 
been operated on were working. Thus, it appears 
.that the operation for this group served to increase 
the work life of the patient with paralysis agitans. 
Moreover, some patients who had not vv'orked for 
years prior to surgery' became gainfully employed 
after surgery'. From the data receiv'ed in the ques¬ 
tionnaires, it is clear that the patient vv'ho had un¬ 
dergone surgery' is for the most part in a better 
position than the one who had not undergone sur¬ 
gery' in regard to tremor, rigidity, ability to carry' 
out functional activities, and, for the male patients, 
in work ability. 

St Barnabas Hospital, Third Avenue between 181st and 
183rd streets (37) (Dr. Riklan). 

This study was supported in part by the Allen P. and 
Josephine Green Foundation, William Hale Harkness Founda¬ 
tion, Sister Kenny Foundation, World Rehabilitation Fund, 
and the Office of Vocational Rehabilitation of the Department 
of Health, Education, and Welfare. 

References ' 

1. Cooper, I. S.; Surgical Occlusion of .•\nterior Choroidal 
Alter)' in Parkinsonism, Surg. G>'nec. & Obst S>9:207-219 
(Aug.) 1954. 

2. Cooper, I. S.: Chemopallidectomy—Investigative Tech¬ 
nique in Geriatric Parkinsonians, Science 121:217-218 (Feb. 
11) 1933. Cooper, I. S., and Poloykhine, H.: Cheraopallidcc- 
tomy: Neurosurgical Technique Useful in Geriatric Parkin¬ 
sonians, J. Am. Geriatrics Soc. 3:839-859 (Nov.) 1955. 
Cooper, I. S.: CUnical Results and Follow-up Studies in Per¬ 
sonal Series of 300 Operations for Parkinsonism, ibid. 4: 
1171-1181 (Dec.) 1956. 

3. England, A. C., Jr., and Schwab, R. S.: Postoperative 
Medical Evaluation of 26 Selected Patients with Parkinson’s 
Disease, J. Am. Geriatrics Soc. 4:1219-1232 (Dec.) 1936. 
Diller, L.; Riklan, M.; and Laszewski, Z.: Effects of Anterior 
Choroidal Alter}' Occlusion and of Chemopallidectomj' on 
Tremor and Rigidit)- of Parkinson’s Disease: Independent 
Appraisal, ibid. 4:1246-1248 (Dec.) 1936. 

4. Riklan, M., and Diller, L.: Certain Psychomotor Aspects 
of Subtemporal Chemopallidectomy for Parkinson's Disease, 
J. Am. Geriatrics Soc. 4:1238-1265 (Dec.) 1956. 

3. Diller, L.; Riklan, M.; and Wood, J.: Follow-up Study 
of Results of Anterior Choroidal Arter}' Occlusion and Sub¬ 
temporal Chemopalh'dectomy in Parkinson’s Disease; In¬ 
dependent Appraisal, J. Am. Geriatrics Soc. 4:1249-1237 
(Dec.) 1956. 



18 


May 3,1958 


BOWEL REGULATION FOR PATIENTS WITH SPINAL COED INJURY 

A. Estin Comarr, M.D., Long Beach, Calif. 


Bowel regulation is of paramount importance in 
the care of patients with spinal cord injury.’ It re¬ 
quires more constant and continuous attention, es¬ 
pecially in the first three months after injury, than 
any other type of medical rehabilitation. YeHt re¬ 
ceives less attention than such conditions as blad¬ 
der rehabilitation, decubitus ulcers, and spasticity. 
This is evidenced by the fact that, despite tlie tre¬ 
mendous amount of literature that has accumu¬ 
lated since Woi'ld War II on the various jihases of 
paraplegia, little about rectal regulation as such 
has appeared. Just as the physician carefully ex¬ 
plains to the patient other methods of medical re¬ 
habilitation, so must he also spend the necessary 
time to explain rehabilitation of bowel function. 
The use of enemas and laxatives from the onset of 
injury is taking the “easy way out”—by the physi¬ 
cian, not the patient, for the latter knows no better. 
The discussion that follows is concerned witli 
bowel care as it is carried out by tlie Veterans Ad- 
ministi-ation Paraplegia Center, Lon^ Beach, Calif. 

Bors “ classified traumatic cord lesions that cause 
neurogenic bladder difficulty into two basic types: 
upper and lower motor neuron lesions. For prac¬ 
tical purposes a similar classification can be used 
for difficulties of tlie rectum even though the rec¬ 
tum is not anatomically similar to the bladder. The 
autonomic nervous system innervates tlie rectum 
and internal rectal sphincter, whereas the somatic 
nervous system innervates the external sphincter 
of the rectum. Therefore, complete lesions at or 
bdow the conus medullaris will prevent reflex act¬ 
ivity not only for die bladder but also for the rec¬ 
tum. On the other hand, lesions above the conus 
permit reflex activity at the level of the conus 
with subsequent reflex emptying of the rectum. 
Every effort should be made to have the rectum 
emiity reflexly in those patients in whom the conus 
medullaris exhibits reflex activity. Although reflex 
activity may be absent in the conus, these patients 
can still have reflex activity through peristaltic 
rushes initiated at higher levels by way of the vagus 
nerve. 

Bowel Care 


Bowel care begins during the first few days after 
injury whether the patient is in a regular type of 
hospital bed or on a Foster frame. During spinal 
shock with its coexistent areflexia, a number of pa¬ 
tients continue to have involuntary stools that are 
well formed. Tliis of course, is explained by the 
fact that the vagus nerve is stimulated. These in- 


VaranleEia Service, Veterans Administration Hospital, 
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The function of defecation in patients with 
lesions of the spinal cord requires constant 
attention, especially during the first few 
months after injury. The vast majority of 
spinal cord injury patients lose voluntary con¬ 
trol of the rectal sphincter and are usually 
constipated; however, during the stage of 
spinal shock and areflexia, they may have 
involuntary evacuations. These latter ac¬ 
cidents should not be inhibited but should be 
provided for by protective pads about the 
onus. A regular regimen of water and food 
intake is established early; suppositories, 
abdominal massage, digital stimulation, and 
digital removal of scybala are usually neces¬ 
sary; the latter method is used with due 
caution. Mild laxatives and enemas are used 
only sparingly. When the patient can be 
safely out of bed, the regular use of the 
wafer closet is begun. The vast majority of 
patients maintain more or less scybalous 
stools and practice either digital stimulation 
or digital evacuation; they learn a combina¬ 
tion of procedures that give the desired re- 
- suits and remove the fear of involuntary 
evacuations. Special problems, such as 
episodes of diarrhea, appearance of hemor¬ 
rhoids, and the persistence of mass reflexes 
in response to stimulation of the anorectal 
oreo, con be solved by methods here de¬ 
scribed. 


voluntary bowel movements in bed should not be 
stopped f on esthetic reasons by the various prepara¬ 
tions that are used; instead, the patient should 
have the necessary protective pads around the 
anus. Unfortunately, constipation is the rule in most 
patients after injury to the spinal cord. A regular 
routine is practiced from onset. In order to have 
bulk the patient must eat tliree regular balanced 
meals. Water is a necessity, but this problem is 
solved by the hourly drinking of a glass of water 
from 6 a. m. to bedtime as part of urinary bladder 
training. In addition, tlierapy with plantago seed 
(Mucilose) or like products is started, with the 
administration of 1 to 2 teaspoons each night Min¬ 
eral oil or olive oil is used, depending on the con¬ 
sistency of the stool. The dosage of the above 
medicaments depends on daily agreement between 
nurse and physician. While the patient is still in tlie 
bed-fast period, two glycerine suppositories are in- 
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troduced at a specific time each day into tlie rec¬ 
tum. Twenty minutes later the abdomen is mas¬ 
saged by the patient (if paraplegic) or by an at¬ 
tendant (if the patient is tetraplegic). The massage 
starts over the cecal area and follows the course of 
the large intestine in a clockwise direction. If im¬ 
paction e.\ists, gentle stimulation and/or evacua¬ 
tion by means of the finger may be necessarj'. If the 
impaction is above reach of the finger, small enemas 
are indicated. The patient is given minimal doses 
of milk of magnesia. First, 250 cc. of tap water 
at 100-105 F is administered. If tap water fails, 150 
cc. of mineral oil or olive oil may be given as a re¬ 
tention enema. The “1-2-S” enema of glycerine (30 
cc.), mineral oil (60 cc.), and water (90 cc.) can 
be verj' helpful in obstinate cases. Soap suds and 
magnesium sulfate are not used. 

Every effort is made to get the patients out of 
bed and into wheelchairs, braces, and/or tilt table 
as early as possible, not only to prevent osteoporo¬ 
sis and urinary calculosis but to develop “habit 
time” over the toilet.^ The average paraplegic pa¬ 
tient is ambulatory within a few weeks, tlie amount 
of time depending on tire anatomic position of the 
vertebra and/or the neurological status. However, 
the average quadriplegic is usually held in traction 
for six weeks. Until the wheelchair patient has 
learned to swing himself onto the toilet seat he 
is lifted from his chair or his bed onto a toOet-chair 
which in turn is wheeled into position over the 
toilet bowl; this leaves enough space to admit either 
the patient’s or the attendant’s hand. The quadri¬ 
plegic, of course, is lifted onto the toilet-seat or 
toilet-chair, unless he has suflScient use of his hands 
for self-care. Once the patient is over the toilet, 
the knees are raised to create as close to a “squat¬ 
ting position” as possible. Questioning of patients 
on discharge revealed that the majority visited the 
commode room either daily or everj’^ oAer day reg¬ 
ularly and at a specific hour. There were a few who 
were well regulated with a visit every three days. 

Once the patient is visiting the toilet regularly, 
the same procedure as is practiced during the bed¬ 
fast period is continued; namely, introduction of 
two glycerine suppositories, massaging and tapping 
of the abdomen, and straining. Should the above 
procedures fail, “digital stimulation” is attempted 
by the patient himself or, if the patient is quadri¬ 
plegic, by the attendant. This treatment consists 
of the introduction into the rectum of a gloved 
finger that has been adequately covered with lubri¬ 
cating jelly. In patients unth upper motor neuron 
lesions tlie mere introduction of the finger into the 
anus may set off not only reflex evacuation of the 
rectal contents but also reflex evacuation of the 
urinaiy bladder. Sometimes it is necessary to gently 
stretch the overfacilitated external rectal sphincter 
and refle.xly cause facilitation of peristaltic rushes 
witli subsequent evacuation of the rectal contents. 
Admittedly, when questioned upon discharge, the 


vast majority of patients, irrespective of the t\-pe 
of rectal disturbance, eliminate the fecal material 
by means of “digital evacuation” when “digital stim¬ 
ulation” fails to bring about tlie necessarj' results. 
The patients feel that by having a more or less 
scybalous stool, wyth constipation, they have no 
fear of an involuntary evacuation while on die job 
or on a social outing.^ In time, the patient wall leam 
which procedure or combination of procedures will 
give the desired results. 

Patients with flaccid external sphincters (usually 
due to conus and cauda equina lesions) can also 
have evacuations sia the procedures described 
above. Obviously, with no tone in the external rec¬ 
tal sphincter, these patients have some difiiculty in 
retaining the ■fluid when an enema becomes nec¬ 
essary'. An inflated Foley bag catheter has been 
used in the past, but experience has shown that it 
should never be used.’' Deaths have occurred with 
the use of these balloon bags, following rupture of 
the rectosigmoid area with subsequent shock and 
peritonitis. The perforation is not necessarily due 
to distention of the intestine by the balloon but 
rather to a peristaltic rush with the inability of tlie 
intestine to expel the balloon, since its diameter 
when inflated is greater than the diameter of even 
a patulous anus. Those patients who were not 
“rectum trained” and have used the balloon should 
be instructed on the use of a small whistle-tip cath¬ 
eter while they are in the Trendelenburg position. 
An attempt should be made to stop these patients 
from using enemas; however, the conversion will 
take many weeks to months. When enemas are 
used, tlie rate of flow is regulated by the height of 
the can. The can usually is not held higher than 18 
in. above the level of tlie rectum. The usual pro¬ 
cedure is to give the enema while the patient is in 
the sitting • position over the toilet. The catheter 
should only be inserted past the externa! rectal 
sphincter. 

It is not the purpose of this paper to discuss the 
pathological conditions found in tlie gastrointestinal 
tract of persons with spinal cord injuries. Such con¬ 
ditions as hiatal hernias, esophageal strictures, pep¬ 
tic ulcers, segmental enteritis, mucous colitis, and 
diverticulitis occur in these patients as in any other 
ty'pe of patient. Naturally, the treatment of these 
conditions will affect bow’el regulation. 

Related Problems 

Tw’o problems are so closely related to bowel reg¬ 
ulation that they should be discussed; namely, 
diarrhea and hemorrhoids. 

Diarrhea.—The usual causes of diarrhea in this 
ty'pe of patient are toxic condition (high fevers 
irrespective of etiology') and food indiscretions. Tlie 
latter is exemplified by the patient who goes home 
and overindulges in spicy foods after ha\ing be¬ 
come adjusted to the hospital diet, \\fliereas consti¬ 
pation W'ill usually follow' in many normal indmdu- 
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als after a laxative s initial effect, in many of these 
patients diarrhea will continue for indefinite periods 
if not brought under control. 

It is self-evident that once tlie cause of the toxic 
condition has been found and treated the diarrhea 
stops. Other diarrheas are usually coped with by a 
check on the diet other than that which is served in 
the hospital. To check the acuteness of the diarrhea 
tlie usual procedures are used, namely, diarrhea 
mixtures, plantago seed, and methods to prevent 
dehydration (especially intravenously given fluids). 
Strong tea enemas have been of marked value in 
severe cases. 

Hemorrhoids.—In spite of strain and digital man¬ 
ipulations of the anus, hemorrhoids do not present 
tlie problem that one might expect. Of 1,193 patients 
with traumatic cord injuries, only 53 (4%) have 
required hemorrhoidectomy. Once routine sigmoid¬ 
oscopy and proctoscopy have ruled out neoiilastic 
changes as the cause of bleeding, all patients are 
treated conservatively. The patient is placed on 
therapy consisting of bed rest, bland diet, plantago 
seed, oil, sitz baths, and medicated suppositories 
three times a day. Straining and digital evacuation 
are stopped. Administration of minimal doses of 
milk of magnesia is started, and it is preferred that 
the patient has involuntary stools into protective 
pads. If the above fails, water or oil enemas with 
gentle insertion of the catheter are in order. Once 
improved (usually in two to three weeks), tlie pa¬ 
tient can go back to his previous regimen; hov'ever, 
if he has not used glycerine suppositories in the 
past, he is advised to use cocoa butter suppositories 
before each bowel movement. 

Because of our constant effort to retain “bowel 
balance,” laxatives and enemas are not ordered 
routinely before intravenous urography. However, 

■ uemas are permitted the afternoon before major 
urgery only to prevent contamination of the sur- 

•ry pavilion.® Unfortunately, it may require weeks 

months to reti-ain the intestine and sphincters 
after upsets by laxatives or enemas. A number of 
patients who must use excessive strain to empty 
their urinary bladders will develop hemorrhoids. In¬ 
troduction of a catheter into the bladder with con¬ 
servative care of the hemorrhoids will usually 
suffice. Tlie bladder is tlien reevaluated for ways of 
emptying with less strain. 

Pathological Autonomic Responses 


tion of the skin and visceral distention or contrac¬ 
tion The yiscus that is most responsible for this 
syndrome is the urinary bladder, with the rectum 
next in order. 

The reflex mechanisms involved in these patho¬ 
logical responses have been described by Kiirnick.'* 
The stimuli from the viscera travel to the spinal 
cord, and thence cephaled to the level of die cord 
lesion through the spinothalamic tracts and posterior 
columns. On their way through the caudal cord 
stump these impulses cause a reflex outflow via neu¬ 
rons in the lateral horns; some create, by way of the 
sympathetic outflow, pilomotor spasm (with elevated 
blood pressure) and sorfte cause, via die parasym- 
padietic ganglia, pelvic visceral contraction. In the 
normal individual the increased blood pressure is 
picked up by receptors in the carotid sinus and 
aorta. This impulse is, in turn, relayed by way of 
the 9th and 10th cranial nerves to the vasomotor 
center in the brain where efferent impulses are sent 
forth to the heart to cause bradycardia and also 
efferent stimuli are sent down the cord to the lateral 
horns to inhibit the sympathetics for vasodilatation. 
In lesions above T-4 to T-6, die vasomotor center 
can respond to the stimuli from the receptors in 
the carotid sinus and aorta by bradycardia. How¬ 
ever, the vasomotor center cannot send impulses 
past the site of lesion in the spinal cord to effect 
vasodilatation, and marked bradycardia and severe 
hypertension consequently result. 

Control and Stabilization.—The application of 
dibucaine (Nupercainal) ointment to the anal area 
5-10 minutes prior to manipulation will usually pre¬ 
vent the acute symptoms of the autonomic re¬ 
sponses. If in spite of dibucaine ointment an acute 
response occurs, 0.5 cc. (12.5 mg.) of he.xamethoni- 
um (Bistrium) chloride is given intravenously and 
may be repeated if necessary. 

Stabilization of these padiological autonomic re¬ 
sponses usually occurs spontaneously 12 to 18 
mondis after injury. Stabilization can be aided by 
administi’ation of 250 mg. (or more) of hexame- 
thonium chloride by month every six hours. More 
radical procedures, namely, low subarachnoid alco¬ 
hol blocks (5 cc. of absolute alcohol between L-5 
and S-1 vertebra), selective rhizotomy, or sacral 
exti'adural neurotomies, have been used to date at 
this station for autonomic hyperreflexia from tire 
urinary bladder only, which in turn affects the re¬ 
sponses due to the rectum. 


Stimulation of the anorectal area in patients with 
lesions above T-4 to T-6 (the sympathetic outflow 
to the abdominal viscera) results in pathological 
autonomic responses. The usual signs are sweating 
of the forehead, cutis anserina, nasal obstimction, 
and severe headache. At tlris time, examination re- 
wals an elevated systolic and diastolic blood pres¬ 
sure with bradycardia. A variety of stimuli will set 
off this reflex, such as tactile and thermal stimula- 


Comment 

Regulation of defecation may not occur quickly, 
but the physician and nurse who conscientiously 
work on a daily basis on this problem from onset of 
injury will be rewarded with more patients regu¬ 
lated by "reflex stimulation” rather than by “digital 
evacuation.” 

5901 E. 7th St. (4). 
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REASON UNDERLYING CONFERENCE ON MEDICAL EDUCATION 

AND LICENSURE 

Leland S. McKittriek, M.D., Brookline, Mass. 


The reasoning behind and the purpose of the 
54th Annual Conference on Medical Education and 
Licensure can be very simply stated by asking our¬ 
selves a question: “Are those responsible for sup¬ 
plying medical needs to the people in this countr>' 
aware of what these needs null be in the foresee¬ 
able future, say in the next 15 or 20 years; and are 
proper and effective efforts being made to meet 
them?” In recent years we have read much about 
the so-called population-physician ratio. The reader 
can find in the various discussions almost as many 
variations in what we have had and what we will 
need as there are writers who have made the esti¬ 
mates, and he is left \vith the impression that our 
only problem is to produce new physicians in pro¬ 
portion to the increase in population. 

Is this a sound approach upon which to do our 
planning? Is it realistic to say that for a population 
of 106 million in 1920 we had 146,000 physicians, 
or 137 for each 100,000 of population; that in 1950 
there were 204,000, or 135 physicians per 100,000; 
therefore, we will need appro.ximately 297,000 
physicians to care for our estimated 221 million in 
1975? Does such an arithmetical approach give 
proper consideration to the many changing con¬ 
ditions that directly and indirectly affect medical 
service? If not, where did this magic number of 
approximately 135 come from, and by what for¬ 
tuitous circumstances has this ratio remained rela¬ 
tively constant for a period of 35 years with no 
direct attempt to maintain it? 

We have available to us certain facts: There are 
about 170 million people in the United States to¬ 
day, and the U. S. Bureau.of Census estimates that 
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this will rise to 221 million in 1975 or in 17 years 
from now. We know that there must be a progres¬ 
sive increase in the number of medical school 
graduates to meet future needs. We know, too, 
that money transformed into bricks and mortar is 
not all that is needed to develop a medical school 
that will meet the demanding standards of our 
present schools. We know that under any condi¬ 
tions medical education is costly and that it takes 
years between the determination to fonft a medical 
school and the time when the first graduates of this 
school urill be of senuce to the public. The Associa¬ 
tion of American Medical Colleges estimates that 
this takes a total of 8 to 14 years; 2 to 4 years to 
plan the program, build the buildings, and secure 
the facult}’; 4 years for the medical school educa¬ 
tion; and 2 to 6 years of intern and resident train¬ 
ing in order to meet current standards of medical 
practice. 

Advances in Science and Teclmology 

Medical Progress—It is these known facts which 
give us cause to pause and thoughtfully consider 
the many facets of our problem. There can be no 
question but that the ratio between total and phy¬ 
sician population is important; but how important 
—and is a satisfactory' ratio in 1958 a proper one in 
1975? The world of today is a dymamic, changing 
world. This is true of advances and changes in 
medicine as well as in all other fields. In my own 
limited experience I have seen the control of diph¬ 
theria, diabetes, and pernicious anemia; the tre¬ 
mendous saving of life and shortening of illness 
and^of hospital utilization by the antibiotics; and 
the control of infantile paralysis, as well as many 
other very' notable advances. 
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Transportaiion.^lt is difficult, for iiistauce, to 
realize that on our railroads steam, which had 
dominated power for more than 100 years, was still 
king at the end of World War II. Between 1924 
and 1944, at its peak, there were 65,000 steam 
locomotives on the railroads of tlie nation. Today 
these total less than 3,000, and in certain regions no 
steam-powered locomotives are being used. The 
whistle of the steam engine has fallen silent with 
stunning speed. Many a child is being born who 
will never see or hear one and will learn of them 
only through pictures or as toys. 

Medicine.—To tliose who have arrived recently 
on the medical scene it is equally difficult to ap¬ 
preciate fully the phenomenal and dramatic 
changes that have occurred in this area during a 
relatively short period. The acute infectious dis¬ 
eases and other conditions that constituted the 
“killers” of such huge numbers of young children 
and adolescents in former years have largely been 
brought under control. In fact, some of these con¬ 
ditions are seen so rarely today that it is possible 
for a medical student to complete undergraduate 
medical education and even internship or residency 
training without having encountered some patients 
with diseases that were everyday experiences to 
the student of 30 years ago. 

Through the utilization of growing knowledge in 
all of its branches, medicine and its allies have 
made rajDid strides in the prevention of disease and 
in the reduction of morbidity and mortality from 
many conditions during early life. There has re¬ 
sulted a significant shift in the age composition of 
the entire population of our nation. Therefore, 
medical education, research, and practice now 
place greater emphasis on the prevention or re¬ 
tardation of the chronic and degenerative disorders 
of life. 

Imhistry.—Modem industrial development, trans¬ 
portation, and mass communication, together with 
the scientific research which led to the discovery 
and utilization of atomic energy, have further com¬ 
plicated the picture. The growing mass of knowl¬ 
edge that created the background for these de¬ 
velopments has stimulated an increasing need for 
specialization. It also has highlighted the need 
for integration and cooperation between specialists 
and their respective skills, if effective realization of 
their total potential is to be achieved. 

Implications of Change 

These and other factors have further accelerated 
the-tempo of social and economic change charac¬ 
teristic of our society today. They have presented 
new problems and challenges to medicine and its 
allies as well as to other areas of activity. As these 
changes take place there is witliin all areas sincere 
concern in regard to the education, training, and 


development of the personnel needed to meet and 
solve effectively the problems with which they will 
be challenged. 

It is not surprising that, with the current wide¬ 
spread interest in health, this changing scene has 
been accompanied by representation from various 
^ sources of increased needs for medical and allied 
personnel. No one will deny that, as our popula¬ 
tion grows at a rate far beyond estimates of a few 
decades ago, as health consciousness continues to 
grow, and as new problems arise, there will be 
continuing need for increased numbers of well- 
trained medical personnel. This will necessitate the 
facilities, finances, and faculty essential to their 
education and training. 

The' Association of American Medical Colleges, 
the Council on Medical Education and Hospitals, 
the National Health Council, and many otlier 
organizations have been concerned with the rising 
population tide, the changing social and economic 
aspects of life, and the changing dimensions of 
medical knowledge with their implications for 
needs in medical education. 

In tlie current complex setting it is not possible 
to plan for medical personnel needs in simple arith¬ 
metical physician-population ratios as might have 
been the case in earlier years. One fact, clearly 
certain, is that efforts to compare unqualified statis¬ 
tics for physician-population ratios in recent years 
with those early in the century is not only mean¬ 
ingless, but actually misleading. 

Memories of the horribly chaotic situation exist¬ 
ing in medical education and practice early in the 
century have faded from public and even profes¬ 
sional consciousness during recent years as the 
questionable borderline medical schools and 
shoddy diploma mills disappeared. As time rolls 
along, we tend to forget the important object les¬ 
sons gained sometimes through years of bitter ex¬ 
perience. 

“How many doctors are enough?” has become an 
increasingly difficult question to answer. It involves 
an intricate knowledge of trends and efforts to fore¬ 
cast social and economic patterns, further popula¬ 
tion’ shifts, continued changes in the panorama of 
disease, and tlie portents inherent in further aug¬ 
mentation of the dimensions of medical knowledge. 

One unquestionable certainty today for tliose 
engaged in medical education and practice is that 
status-quo characterizes nothing except for the 
moment it exists. Change and progress continue. 
Without question, progress involves change, but 
change in itself does not spell progress unless it is 
founded firmly in values which themselves are 
changeless and which include intangibles at times 
difficult to measure in terms of science. 

Change presents great challenges and respon¬ 
sibilities for, as has been stated by Kandeh “To 
fight change is futile; to drift with change is folly- 
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v.*e must rather seek to uuderstanci what is hap¬ 
pening and v.1th such powers as we possess trv" to 
use current developments as pathway's to progress. 

Too frequently in recent years organized medi¬ 
cine has been accused of side-stepping critical is¬ 
sues or of actively opposing some development or 
legislative proposal rather dian presenting positive 
programs designed to aid in soKing some of the 
problems presented by the changing scene. 

One of the problems that lies ahead of us in ail 
areas today involves intelligent planning for the 
education and training of personnel for the profes¬ 
sional and technical fields. We. in medicine, fully 
recognize these needs, which are being precipitated 
by the growing population, social and economic 
treads, and the changing dimensions of medical 
knowledge. It is doubtful whether any of the esti¬ 
mates of specific personnel requirements in the 
medical profession which have been projected bom 
various sources to date portray more than a general 
increased need in the period ahead. Reasonably 
clear definition of the need or of the variables in¬ 
volved is as yet undetermined. 

For many years after the revolution in medical 
education which began in the first decade of this 
centUT}'. facilities for medical education developed 
graduidiy as there seemed to be need for them. .\s 
population grew and more phracians appeared 
desirable, state legislatures authorized their uni¬ 
versities to des'elop medical schools. Private phi¬ 
lanthropy also played a role of great importance in 
mal±ig it possible for privately owned and sup¬ 
ported universities to develop and maintain medicil 
schools. Some of these emerged as leaders in medi¬ 
cal education and research. 

One of the great questions now confronting the 
nation is whether or not, through continuation of 
the same manner of growth, adequate new medical 
educational facilities can be developed to meet 
these growing needs. 

Delineation of Questions 

Today the anssvers to such questions as this are 
difficult to determine. The^- can be determined only 
after clear delineation of the questions themselves. 
They cannot be determined by simply adding 
together the proposals of various interest^ organi¬ 
zations or groups, each of which has some particu' 
lar interest or objective in riew. It is. therefore, 
desirable to take a broad-gauge look at this total 
problem directed toward more clearly defining the 
question involved as well as treads and possible 
persoimel needs to meet them. 

^Miat kind of physician will be needed in the 
period ahead? Should effiorts be made to more 
clearly define the generalist and endeavor to stimu¬ 
late more yoimg ph%-sidans to enter this field? WiH 
the need be for more specialists—and, if so. in what 
particular areas? IMiat are the trends in practice. 
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itself, which to a certain degree ^vill determine the 
educationai needs of the future? These and many 
o4ex questions would appear to need careful ap¬ 
praisal as we observe trends and look into the 
future. 

Can we utilize our currently existing schools of 
medicine more effiectively to meet future needs? 
Is the development of more two-year basic medical 
science schools in appropriate universit}' and clin¬ 
ical settings such as has been proposed by the -As¬ 
sociation of -American Medical Colleges and our 
Council on Medical Education and Hospitals, the 
first logical step? Can institutions of higher educa¬ 
tion that have not developed medical schools and 
that hold potenb'aiities whereby such a dex-elop- 
mear could be mutually advantageous to the unl- 
versit}- and a medical s^ool be encouraged to un¬ 
dertake such e.xpensive obligatioas today? 

-American medicine is deeply and sincerely in¬ 
terested in the future education and training of 
the nations phs-sicians. It has a right to be proud 
of the responsible role its Association, in coopera¬ 
tion with other organizatfons, has plax'ed in the 
development of the high standards of medical edu¬ 
cation and medical care which erist in the United 
States today. If we are to maintain high standards 
and play our role of responsibiiih- in-the fulfillment 
of the needs that h'e ahead, .Aonerican medicine 
must objectively look at current trends in popula¬ 
tion, socieft'. economy, and at the vastly changing 
dimensions of knowledge within its own field in 
an effort to clearly define some of the questions to 
which ansxvers must be foimd. 

Today danger confronts our cixillzation. but op¬ 
portunities greater than any e xistin g before are 
also present Opportunitx' can be lost if responsi- 
failiri- is side-stepped. One may not be responsible 
for something that happens when his eyes are shut; 
but even so, he may eventually be called to ac¬ 
count for basing bis eyes closed at the very' mo¬ 
ment when they should have been wide open 
and alert 

We in -American medicine must carry our re- 
sponsibiliri in objectively and constructis'ely play¬ 
ing our role to assist in defining as clearly as pos¬ 
sible the questions concerning future needs for the 
education and training of phradans. “Responsi¬ 
bility.’" it is said, “walks hand-in-hand with ca- 
padty and power." and the manner in which it is 
utilized can be the determinate of any indisidual 
or group's contribution to his fellow men, 

Norman Cousins has recently stated: “MTat the 
nation needs today ex'en more than sdentists is 
men of wisdom and \ision. It urgently needs men 
xxith the clear and full \iexv, men who understand 
what is happening in the world and are not con¬ 
tinually being taken by surprise by fixing bistory 
and the effects of recognizable causes.” 
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The A. M. A. welcomes the opportunity afforded 
by the program of tlie 54th Annual Congress on 
Medical Education and Licensure to discuss ob¬ 
jectively some of the areas of concern which carry 
realistic implications for medical education and 
medical practice in the period ahead. It is hoped 
that key background papers, the workshop-confer- 
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ences, and the subsequent discussions will aid in 
defining more clearly some of the questions for 
which answers should be sought. Clarification of 
some of tliese questions will, in turn, assist or¬ 
ganized medicine in determining how it can best 
assume the responsibility it should take in efforts 
toward achieving their solution. 

104 St. Cbarfc? JPJnce. 




POPULATION CHARACTERISTICS AND TRENDS AND THEIR 
IMPLICATIONS IN MEDICAL EDUCATION 


Dudley Kirk, Pb.D., New York 


My subject is the changing population of tlie 
United States—tlie people who are die objects of 
medical jDractice and whose needs are the reason 
for its existence. 1 would like to describe some of 
die prospective changes in the numbers and qual¬ 
ities of the iieople of this country tliat may bear on 
some decisions in medical education. 

It is a commonjilace that medical education, even 
more than other professional training, must be 
planned in terms of the future radier than die 
present. Basic changes in curriculum or admission 
policies will be reflected in professional services, 
not in die 1950’s but in the late 1960’s. The creation 
of a new medical school is planning for medical 
needs even further ahead—in the 1970’s. 

My purpose is to give some clues as to what 
these needs may be. Let us ask ourselves several 
questions, which, if answered correctly, should give 
such clues. First, we may ask, “How many of us will 
diere be?” Second: “Where will we live?” Third: 
‘AVhat will be our age structure and biological 
composition?” Fourth: “Who will we be in terms of 
our social, economic, and educational characteris¬ 
tics?” 

Population Growth 

The answer to die first question, “How many of 
us?” is relatively simple. Barring catastrophe there 
will be a great many more of us dian there are 
today. We are already big: 172,830,000, with a rec¬ 
ord of enormous growth. We have grown by 100 
miJlion within the memory of a number of people 
in this room. We are going to be bigger. Each year 
we add 3 million, a population roughly the size of 
the Detroit metropolitan area. 


Demographic Director, Popuiittion Council. . 

Head before the 54th Annual Congress on Medical Education and 
Licensure, Chicago, Feb. 9, 1958. 


To put it in a way that may be more real to 
physicians, diere are each day 11,800 new Ameri¬ 
cans born (now well over 90% delivered by phy¬ 
sicians in hospitals). Four diousand five hundred 
die each day, representing our daily failure in 
postponing death. An average of about 500 are 
added to our population each day through migra¬ 
tion. 

I do not really have to tell this audience diat 
since the war we have had a continuing baby boom 
that has confounded many of die experts. There is 
not time here to venture into a full sociological 
explanation except to mention earlier marriages, 
earlier cliildbearing, and probably larger families, 
all encouraged by tlie ti'emendous postwar prosper¬ 
ity of the American people. Today the average 
American woman is married before she reaches 
voting age; she has her first cliild at age 22 and her 
last at age 26. She has more children than her 
mother’s generation, fewer than her grandmother’s. 
All diis could he changed drastically were there to 
be some change in the climate of opinion such as 
might be induced by a major depression. Tliere is 
now such a large element of voluntary control of 
births tiiat die birth rate is very sensitive 'to 
economic fluctuations and swings in social attitudes. 

In any event it may be predicted that the birth 
rate will decline somewhat in die next few years 
simply because diere are fewer young adults to 
have cliildren; this is the legacy of the low birtli 
rates of die depression yeai's. But every year tliat 
die present baby boom continues means more po¬ 
tential parents and more growth potential for the 
future. At the same time we are making great 
progress in postponing deaths. Together these trends 
in births and deaths spell great population groni:hs. 
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Taking all of these facts into consideration, the 
census bureau has made various illustrative pro¬ 
jections of future population. I am sho%ving one 
here tliat may be conservative (fig. 1 and table). 
It postulates no fall in the age-specific death rates 
after 1956, which most of us here would recognize 

U. S. Population 1900-1953 and 
Estimated V. S. Population 1955-1975° 

Population, Increase Incrca5e 
Thousands pcrDcoadc per Decade, % 


Ccn‘'il‘‘ of lUOO. 7.">,W5 

Cencu*: of IDIO. 91,972 1.7.978 21.0 

Cen'ius of 1020. 105,711 13,7S3 11.9 

Cen'^us o! 1930. 122,775 17,oe»4 Iftl 

Census; of lOlO. 131,009 8.891 7,2 

fencus of 1910. 150,097 19,038 11»5 

Estimate for 1955. 105,248 

Forecast for 1900. 177,810 27.143 ISO 

Forecast for 19G">. 190,290 

tor 197ft. 2ft4,ft2ft 20.780 15.1 

Foreca**! for 1975. 221,522 


* U. S. Bureau of the Census Current Population Reports, Scries 
P-25, Xo- 123, “Revised Projections of the Population of the United 
States by Age and Sex: 1900-1975”, Oct. 20, 1935. Projection A. 

immediately as an absurdity. It assumes the con¬ 
tinuation of the 1950-1953 average rates of child¬ 
bearing for women at each age and takes into ac¬ 
count the smaller sum of potential young parents in 
the next few years. These assumptions lead to a 
lower over-all birth rate than now prevails. 

Nevertlieless this projection leads to a prospect of 
enormous population growth. Not that the rates of 
growth are so high, but that, owing to the large 
base population, the amounts of growth are rising 
to high figures. A reasonable guess of our popula¬ 
tion in 1980, less than 25 years away, is 240 million, 
and a reasonable range of possibilities is 220 to 250 
million, implying a population growth of between 
55 and 85 million. We must in any case prepare for 
the largest absolute increases in population in our 
entire history. 

Population Redistribution 

Where will this larger population live? Most of us 
were brought up on the romantic history of the 
weshvard movement in the United States. Perhaps 
it has lost its romantic quality, and certainly there 
are no longer the hardships or the adventure of 
pioneering on the frontier. Nevertheless there con¬ 
tinues to be a great trek to tlie West, bent south¬ 
ward to be sure by the attractions of sun and mild 
climate. The westward migrant is no longer a seeker 
after new land or even a refugee from the dust bowl 
looking for work in the commercial agriculture of 
the Cahfomia valleys. The “Okies” and “Arkies” of 
today, if it is fair to call them that, are more likely 
seeking a bungalow in Los Angeles within easy 
driving distance of Hollywood, the beaches, and 
the supermarkets. 


The actual pattern of population redistribution in 
the United States is illustrated by figure 2, which 
shows percentage change by states beriveen 1950 
and 1956. Note that there is a solid block of seven 
states, from Colorado and New Mexico to Cali¬ 
fornia, that are all growing much faster than tlie 
average and that this also applies to Florida and 
Texas. 

If smog does not smother its people and its 
growth, California seems destined to supplant New 
York as the first state of the Union in population. 
The neighboring states of the- Southwest, Arizona, 
New Mexico, and Nevada, are also growing much 
faster than tlie rest of the nation. If present trends 
continue, Nevada will lose its historical place as the 
last of the states in population and by 1975 ivill 
have passed several of the smaller states in the 
Rocky Mountains and the Great Plains. The above 
average growth of several of the smaller states on 
the east coast reflects the suburban thrust of major 
cities, notably New York and Philadelphia, and of 
Washington, D. C. 

Two major regions are growing less rapidly tlian 
the remainder of the country or not at all: the rural 
South and the farm states west of the Mississippi 
River. From Virginia to Oklahoma (Florida ex¬ 
cepted!) there is a continuing trek to the North 
and West despite a renaissance of southern industry 
and commerce. This movement, plus farm-to-town 
migration within tlie South, is helping to solve the 
traditional regional problem of poverty on the land. 

If it is still good advice to recommend tliat the 
young man starting his career “go West,” it is even 
better advice to the young doctor to recommend 
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Fig. 1.—United States population growth, 1790-1955, and 
estimated growth, 1955-1975. 

that he set up practice or join a medical center in 
the suburbs. Since 1950 almost all of the population 
growth of the United States has been concentrated 
in suburbia and increasingly in exurbia. Ninety-five 
per cent of the population increase since the last 
census has been in the metropolitan areas. The 
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Census Bureau esUmates that by 1975 two-thirds of 
our people \vill live in tiie metropolitan areas, and 
of tliese the greater part will then be residing out¬ 
side the central cities. 

In 1900 the median or “average” American lived 
in the countryside; by 1930 he lived in a small town 
of 5-to-10,000 population. By 1955 he lived in a 
big city or its satellites. By 1975, when die heli¬ 
copter may have come into general family use, he 
may have gone full circle to residence in tlie small 
town or open countryside. The old distinctions be¬ 
tween farm and city life in the United States are 
blurring as the people of the farms move to the 
cities and people in the cities move into the country¬ 
side. Suburban living is becoming the American 
way of life. 

Among tile problems that physicians ivill have to 
contend nitli in tlie future is the growing mobility 
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remained almost constant, but the constancy is de¬ 
ceptive. It balances two opposite trends; we are at 
the same time growing older and growing younger. 
The baby boom of the past few years has given us 
a wide base of children for the population pyramid, 
but the low birth rates between 1925 and 1940 are 
reflected in relatively small numbers of persons at 
ages 15 to 29. We are short on young adults, strong 
in young children and again in the middle groups 
from ages 30 to 49. 

The large numbers of middle-aged persons today 
are of course the “old-age” problem of the future. 
The numbers and proportions of our older citizens 
will steadily advance, not sharply at any particular 
time but firmly and almost inevitably. Since 1920 
the aged have been the most rapidly growing seg¬ 
ment of our population, and it will certainly con¬ 
tinue to grow more rapidly than the whole. The 



implications for medical spe¬ 
cialties are, of course, under¬ 
stood by physicians. Obstetri¬ 
cians and pediatricians are 
likely to continue to be in de¬ 
mand, and tlie growng need 
for specialists in degenerative 
diseases and geriatrics seems 
likely to persist. 

Already three-fourtlis of oui 
deadis are attributable to or¬ 
ganic diseases characteristic of 
late middle life and old age. 
Over one-half of all deaths are 
now caused by failure of the 
heart and circulatory system. 
Cancer is a dreaded runner-up. 
It is Estimated tliat 40 million 
people now alive wll in normal 
course die'^of cancer. 


Fig. 2.—Percentage change in population by states, 1950-1956. ,TIiere is of course no rea¬ 

son to suppose that we have 


of the population. We are not becoming nomads, as 
some seem to fear, but it is true that the upper 
and middle classes, the ones that use dispropor¬ 
tionate percentages of medical service, are becom¬ 
ing more mobile. Each year about 20% of the popu¬ 
lation change residence. The classic situation of the 
family doctor who knows tlie medical history of his 
patients by virtue of having treated them from birth 
seems on the way to complete disappearance. In¬ 
creasingly physicians will be faced with the prob¬ 
lem of dealing with a segment of a person s life, 
often with only the aid of the individual’s vague 
knowledge of his own medical history. 

Changing Age Composition 

Historically the average American was young. 
The median age was 23 in 1900, had risen to 26% 
in 1930, and further to age 30 in 1950, It has since 


reached tire ceiling of life expectancy. We have 
now attained an average e.vpectation of life of 
tlie biblical “tliree score and ten,” and there are 
clearly visible .-gains, quite aside from, some dra¬ 
matic breakthrough such as a cure for cancer, that 
can lift this to 75 or perhaps 80 years. 

As the treatment of our physical ailments goes 
forward from one magnificent success to another 
we have become increasingly concerned with our 
mental well-being. I thinlc it would be fair to say 
that the present treatment of mental and emotional 
disorders is reaching only a small part of those 
persons who might benefit from it. While more than 
half of those suffering from psychoses are receiving 
medical attention, estimates by tlie Public Health 
Service suggest that perhaps no more than 10% of 
the psychoneuroses, emotional disturbances, and 
disorders of behavior, character, and intelligence 
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are getting competent professional attention. There 
is certainly a great need for increased medical per¬ 
sonnel in this field. 

The recent spectacular successes of several 
ataraxics, especially reserpine and chlorpromazine 
derivatives, have ushered in a new era in die treat¬ 
ment of mental diseases. But, as psychiatrists fully 
realize, these are treatments for the symptoms and 
not the causes of mental illness. The causes are 
probably as much in the field of sociology as of 
medicine. 

Autliorities estimate a continuing increase in the 
factors causing mental illness and particularly the 
combined effects of tiie aging of the population and 
the strains of urban living, to which a growing part 
of our population is exposed. It is well known that 
mental and emotional disorders are more prevalent 
among older people. At the same time the demands 
of urban life on the mind and emotions are greater, 
and marginal individuals who might “get along” in 
a rural setting cannot adjust to complexities of 
urban living. 

In tile face of these developments, caused by the 
changing age structure and way of life, one may 
speculate that further gains may require more in¬ 
tensive medical services to the individual than those 
provided in the past. The spectacular successes in 
conquering epidemic disease were relatively cheap 
in terms of medical service, since these were the 
product of environmental sanitation, inoculation, 
and, more recently, the administration of antibiot¬ 
ics. Future gains, notably in such areas as health 
management and the treatment' of chronic and 
mental illness, would seem to require more intensive 
medical service per unit of the population. 

I have spoken of the growing numbers and tbe 
changing composition of the population as they 
relate to the amount and kinds of medical service. 
I now turn briefly to another element. 

Changing Social and Economic Characteristics 

We are seeing a consistent trend toward upgrad¬ 
ing the standard of living, the occupational class, 
and the educational standards of our people. As 
everyone knows, there has been a general rise in real 
income and in general a leveling process, which has 
reduced the disparities in die proportion of national 
income received by the several socioeconomic 
classes. 

Perhaps less well known are the changes in the 
major occupations of our people. Within the labor 
force there is a persistent decline in the number 
of agricultural workers, domestics, and unskilled 
labor, who used to be referred to as “the working 
class.” 


Correspondingly there is a large increase in the 
number of skilled and clerical workers and in the 
managerial and professional classes. The changes 
occurring between 1940 and 1950 (our last decen¬ 
nial census) are shown in figure 3. 

Finally, the levels of formal education of our 
population are constantly rising. Between 1950 and 
1957 the average years of schooling completed by 
adults rose from 9.3 to 10.6, and the gains have 
been greatest among the prewously disadvantaged, 
such as the Negroes. More representative of the 
future is the group of persons aged 25-29, who now 
average over 12 years of schooling. The average 
American in this age group is now a high school 
graduate. 
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Fig. 3.—United States labor force classified by major 
occupational groups, 1940 and 1950. 


As we all know, this general upgrading in the 
social and economic characteristics of our people 
means an increasing demand for medical service. 
It means both our increasing awareness of the val¬ 
ue of medical care and increasing ability to pur¬ 
chase such care, whether under private, public, or 
group auspices. 

Comment 

1 have referred to effects of four demographic 
developments affecting potential needs for medical 
services in the United States. First, massive popu¬ 
lation growth; second, the redistribution of the pop- 
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ulation to the suburbs and to California, Florida, 
and the Southwest; third, the changes in the age 
structure and way of life that are leading to grow¬ 
ing problems of chronic and mental illness; and 
fourtli, the general upgrading of our population in 
terms of income, occupation, and education. 



Each of these developments has obvious relation¬ 
ship's to the JFuture demands for m.edicah Crtfe' and 
probably a. nundjer cf less obvious needs that you 
as authorities in medical education are in a posi¬ 
tion to bring oi]t. It seems to me, as an amateur, 
that these add up to an enormous increase m the 
potential demand for medical service. 


In the space I have left I would like to turn the 
relationships around and speak of the effects of 
population changes on the potential supply of med¬ 
ical personnel. In a few years we will have a great 
upsurge in the number of young people available 
for specialized training and professional education. 
For example, look at the enormous increases pro¬ 
jected for high school and college enrollment in 
figure 4. These increases are partly due to the fact 
that the wave of postwar babies will sweep into 
the high schools and the colleges. There will be 
many more young people than now in the high 
school and college ages. At the same time more 
and more young people have both the means and 
the aspiration to get a college education. Added 
together these spell a huge increase in the student 
bodies of our colleges and universities. 

Other things being equal, this means increasing 
competition for both professional education and for 
jobs. Until very recently the relative shortage of 
young people put them in a good bargaining posi¬ 
tion. The greater numbers that will soon be on the 
scene will force much more competition for the 
•available opportunities. This competition should 
make the long and rigorous professional training 
more attractive to tlie young college gra_duate tlian 
it is today. I think that medical schools need not be 
unduly worried about a dearth of applicants in the 

future. - 

It seems to me, in conclusion, that we can tore- 
see a vast increase in the demand for medical serv¬ 
ices and, at the same time, a growing supply of 
candidates for medical ti'aining. Can medical edu¬ 
cation expand and redirect its facilities to produce 
-the numbers'and kinds of doctors needed, 
question of “How many doctors is enough.-^ is a 
complex one indeed. But in balance I think it fair 
to sS^ the medical profession is erring m *6 direc¬ 
tion of preparing too few physicians in relation to 
the prospective needs for their services. 

230 Park Ave. (17) 


^HE ELECTRON MICROSCOPE.-The elecRon — 

^.ndvanlage over the light 1 X ). There are eeveral inr- 

J- consequently gteafer magraflcabon (eve lOU.UUU 1 ^ 

portant disadvantages. First, the hence the specimen (as 

fore dehydrated. Second, electrons are “''V electrons excite heat in 

in the case of sections) must fLing examination has 
any obiect they strike Se^awearance. Fonrih ,* since electrons 

not been recorded, but it is sufficient to a ‘ helpful to the light microscopist 

cannot impart color. selecHv^ 

cannot be achieved. Fift , maenification necessary to reveal details 

of magnificaHon, and conseqnently, at the „„ fte photo. 

of viral stmeture, only a very smaU part of H. Moore, Use of the Elec- 

gropWe Virus, Bnlietin of ,l.e New Tmk 

iron Microscope m the btudy or in 
Academy of Medicine, February, 195«. 



Vol. 107, No. 1 


31 


SOME TRENDS OF CHANGE IN AMERICAN SOCIETY 

THEm BEARING ON MEDICAL EDUCATION 
Talcott Parsons, Ph.D., Palo Alto, Calif. 


To tlie sociologist the medical, like other profes¬ 
sions, is an integral part of the societ)' which is the 
proper object of his studies. I speak therefore as a 
student of American societj' and within that of tlie 
place of medicine and health in its trends of de¬ 
velopment; within that, in turn, of the place of 
medical education. 

I would like to organize my discussion about one 
major theme and pursue it through a series of 
phases of the problem. This is that the United 
States, as the most fully developed "industrial so¬ 
ciety” in histor}', has undergone, and is continuing 
to undergo, a grand scale process of differentiation 
in the structure of the society itself and in the 
culture which e.\-presses and guides its institutions. 
As medical men wnth their biological training well 
know, differentiation must be complemented by 
processes and mechanisms of integration, which 
coordinate the functioning of the differentiated 
parts of a compIe.x whole. 

The emergence of medicine itself into a new 
position of prominence on the national scene about 
half a century ago was a part and consequence of 
this differentiation and integration process. Medi¬ 
cine both became more highly differentiated and 
assumed new and enhanced importance as a mech¬ 
anism of integration in the society. It is now deeply 
involved in the process at a later stage. Let me try 
to follow this tbeme through in terms of five sub- 
topics, namely; first, the institutionalization of con¬ 
ceptions of health and illness in society and their 
importance to it; second, a few highlights of the 
nature of the development of science that are rele¬ 
vant to medicine (I shall try to avoid overlapping 
with Dr. Hussey’s paper); third and fourth, a few 
aspects of the changing structure of the society 
itself as it impinges on the individual as a patient 
and on the organization of medical services; and 
fifth, the relevance of the changes in science and 
society, in a few aspects, to medical education. In 
the nature of the case I can present only the broad¬ 
est highlights. 

Significance of Health and Ulness in 
American Society 

The problem of illness has been a critical one in 
Western civilization generally, in its more modem 
phase, because of the extent to which these so- 
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cfeties have been oriented to values of active 
achievement in instrumental contexts, to the mas¬ 
ter}' of the physical environment, and to the de¬ 
velopment of effective social organization itself. 
Health is vital, because the capacity of the human 
individual to achieve is ultimately the most crucial 
social resource. Illness is, to the sociologist, essen¬ 
tially a disturbance of this capacity to perform in 
socially valued tasks and roles. Education, which 
is the building up of capacities through learning, 
and health, which is the maintenance of capacit}',' 
are the two great centers for prowsion and safe¬ 
guarding of human resources. 

In the American case this generally high valua¬ 
tion of health has been enhanced because of an 
“individualistic” cast of our society, one tliat tends 
to ma.ximize the responsibilities of an e.vpectation 
for decentralized units of the society rather than 
the larger collectivity itself. Hence attention, which 
might in a more collectiwstic society be given to 
tlie organization of the state, with us tends ulti¬ 
mately to rest on the capacity of the indiwdual. 

Capacity to achieve roots deeply in the state of 
the organism but comes to flower, on a healtli}' or¬ 
ganic base, in the individual’s capacity, at the level 
of personality, to live unth and utilize complex sys¬ 
tems of s}Tnbols and to conduct highly sophisticated 
transactions with other persons in human relations. 
The more developed and mobile the society, the 
more important the responsibility, self-control, and 
skills of the individual. It is this context which 
makes understandable the rapidly increasing im¬ 
portance in our own time attributed to problems 
of “mental” as distinguished from “somatic” health. 
^Vithin the general context of our very strong con¬ 
cern with illness and health generally, it is natural 
that many phenomena of disturbance of behavioral 
capacities at the higher levels of social participa¬ 
tion, which previously were tliought of as simple 
“misconduct,” should come to be brought \wthin 
the health-illness complex. Chronic alcoholism is a 
prominent example. Another important de\'elop- 
ment is that of a borderline of “psychosomatic” 
problems where some kind of complex interaction 
of mental and somatic factors is postulated. These 
problems of the nature and boundaries of iUness 
are far from settled in American society. But it 
seems to be clear that the field of phenomena de¬ 
fined as illness has been steadily broadening and 
at the same time becoming more highly differ¬ 
entiated. Within this latter categor\' in tiim the 
prominence of the mental health problem and the 
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fact that this problem becomes a basis of organizing 
medical thinking that is not oriented simply to 
orgM-systems of the body stand out. Incidentally, 
the importance of perspectives such as these makes 
one somewhat skeptical of the simpler versions of 
the view that alleged increases in the incidence of 
mental illness reflect some mysterious degenerative 
tendency in the population at large. 

Some Aspects of the Scientific Background 
of Medicine 

Turning now to the second of my main topics, 
the development of science, let me only mention a 
very few highlights. As Atchley and Wood made 
so clear in this Congress a year ago,' the whole 
range of scientific knowledge relevant to medicine 
has undergone an immense jirocess of broadening 
and deepening in the last hvo generations, in a 
way that has already borne enormously impressive 
fruit for the control of disease and that will bear 
much more. The range of detailed knowledge has 
grown so enormous that it is out of the question 
for any single human being, to say nothing of an 
undergraduate medical student, to learn more than 
a small fraction of it. But fortvmately, as Merton" 
has pointed out, this has been accompanied by a 
marked trend of what James B. Conant has called 
“reduction in the degree of empiricism.” Science 
has not only grown and differentiated on empirical 
levels, it has also become more highly organized 
and integrated tlirough theory. The consequence 
is that the scientific bases of medicine are becom¬ 
ing more dependent on generalized principle than 
ever before, 

A second development in science is not yet near¬ 
ly so impressive but, I am sure, is pregnant for tire 
future. This is the emergence witlnn about the last 
40 years, in their relevance to medicine, of the so- 
called behavioral sciences, notably psychology 
(including psychoanalysis), sociology, and anthro¬ 
pology. These disciplines are, compared with phys¬ 
ics, chemistry, and biology, clearly in their infancy 
and have only begun to have an important impact. 
That they have genuinely emerged is, in my opinion, 
one of the major cultural events of our time, and, 
though an interested party, I think I am justified 
in saying that there is no serious doubt that they 
are destined to take their place with their elder 
sister-sciences both in their ultimate contribution 
to our understanding of ourselves and of the world 
we live in and in their practical significance as pro¬ 
viding knowledge which can be used to control 
events in the interest of human, values and goals. 

The conriection of this scientific development 
with the emergence into prominence for medicine 
of the problem of mental health is clear. They are, 
from a sociological point of view, two different 
aspects of a new stage of development reached by 
the society. Clearly their emergence poses new 
nroblems of intellectual integration. These sciences 


are themselves now struggling to develop higher- 
order theory of their own. But at tire same time 
there is a growing necessity to integrate them with 
the older natural sciences. Medicine occupies a 
very strategic position for this problem because of 
its obvious basic interests on both sides. Consider¬ 
able progress could, were there space, be reported. 

There are many implications of these develop¬ 
ments for medicine. Looked at sociologically, I 
may emphasize, with Merton, not only has the 
corpus of scientific knowledge greatly grown, but 
scientific investigation and application as social in¬ 
stitutions have been greatly consolidated and ma¬ 
tured in the society. Clearly the modern university 
is the primary and focal center of this institution. 
The growth of science means that the connection 
of medical research and education with the uni¬ 
versities, the importance of which Dr. Wood so 
strongly emphasized, has become more crucial than 
ever and is likely to remain a cardinal reference 
point for all medical policy. 

Some Developments in the Structure of Society 

The third of my main concerns is with a few 
major highlights of the structural development of 
American society that are not so directly associated 
with medicine. These may be looked at, first, from 
the point of view of the individual as patient, and 
second, from that of the professional groups tliat 
must take responsibility for the care of his healtln 

As recently as a half-century ago nearly half the 
American population could be classified as defi¬ 
nitely rural; today it is probably below 15%. The 
change reflects changes not only in residential con¬ 
ditions but in what we sociologists call the role- 
structure of the societ)^ The biggest change is the 
progressively sharper and wider-spreading differ¬ 
entiation between the roles an individual plays in 
his family group, in company with his special inti¬ 
mates, and those he plays in the organizations 
responsible for economic production, governmental 
administration, education, and health care and the 
like, namely, in his occupation. 

The occupational aspect of the social structure 
has, relatively speaking, been growing rapidly. The 
overwhelming majority of adult males and of 
women without major family responsibilities have 
full-time jobs separated from the familial context, 
and the proportion of married women in the labor 
force has been increasing apace, though it is still 
a minority. In the occupational world, increasingly 
I think, status is a function of capacity, of what 
a person can do, rather than of “who” he is in 
terms of social class or ethnic, religious, or local 
background. With all the many qualifications which 
must be made, this is clearly the main trend. 

The consequence has been a major restructuring, 
both of the family itself and of the local commu¬ 
nity. The family has become smaller, more mobile, 
certainly geographically if not class-wise, and more 
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“isolated” from ties both to other Idnspeople and 
to such kinship-like affiliations as the ethnic. It has 
lost most of its previous functions in economic 
production and has become focused on the welfare 
of its members as indhldual persons, including the 
all-important bringing up or "socialization” of chil¬ 
dren. The increasingly general concern with “psy¬ 
chological” problems is undoubtedly associated 
with this change in the position and structure of 
tlie family. 

Anpther aspect of change, which in a sense 
bridges these hvo, concerns the local community. 
Clearly this is overwhelmingly urban, and no longer 
does it focus to the same extent as before on the 
big central city, with its Gold Coast and slums, as 
analyzed by Park and Burgess and their students 
for Chicago. Tlie manifest change is the rapid 
growth of tlie "new suburbia.” But I think tihat the 
old central lower-class slums are on their way out. 
For instance, the Negroes in northern cities and 
the Puerto Ricans in New York are special cases, 
in all probability the last of an era. More and more 
work premises will be in outlying areas, and resi¬ 
dential areas wll be more interspersed with them. 
Furthermore, residential areas will not be so sharp¬ 
ly class-typed. This is in accord wth a general 
tendency to greater complexity of structure ratlier 
than sharp hierarchic status-ranking. 

There has also been a marked process of general 
“upgrading” of the population, most conspicuous in 
education and in occupational status. The lower 
fringe of the unskilled labor status group has been 
very greatly diminished in numbers and impor¬ 
tance, and automation has begun to lessen the pro¬ 
portion of semiskilled jobs, manual and clerical. 
Tlie numbers in “service” occupations have greatly 
increased, and, though they are relatively small, 
the numbers and proportions of the labor force 
comprising the highly trained managerial and pro¬ 
fessional groups have been increasing very rapidly. 

Implications of New Developments 

From the point of view of the medical profession 
this means that the physician is coming to treat 
different kinds of patients in ways different from 
before. He has to deal, witli increasing frequency 
and not just in "elite” practices, with educated, 
skilled, and relatively sophisticated people, who 
nonetheless have their troubles. The old style 
“charity” wards and clinics, especially in the centers 
of slum-ridden cities, are likely to diminish rapidly 
in relative importance. Certainly special concern 
will have to be taken for the problem of the “whole 
patient.” But the patient, because his -own life is 
more complex, will have to be looked at in the 
different “lives” he lives, notably that of his home 
and that of his job. The trend to specialization in 
medicine is bound to continue. But new integra¬ 
tions will be needed and bases of differentiation 
and integration of a higher order worked out. It is 


my guess that specialization by organ-systems of 
the body will become less important as the level of 
generality of medical science itself rises; the “in¬ 
ternist” will absorb many previous specialties. Psy- 
chiatr)', on the other hand, cannot be treated for 
very long as cognate with urology or dermatolog)'. 
I also suggest that the organization of medical 
specialization %vill have to match the role differ¬ 
entiations of the person, above all in terms of dif¬ 
ferentiation between "family” medicine and "occu¬ 
pational” medicine. 

The implication of the general growth of large- 
scale organization and of science, and of the pro¬ 
fessions on a wide front is that medicine will, as a 
profession, come to be increasingly intimately as¬ 
sociated with other professional and administrative 
groups. The present relation to the lay representa¬ 
tives of the basic sciences on medical faculties is 
the prototype for a much wider development. I 
predict that social scientists will soon begin to take 
their place beside biochemists and bacteriologists. 
The relations of both these groups and medical 
personnel in turn to their colleagues .in the faculties 
of arts and sciences of the universities will become 
increasingly close, particularly as the role of re¬ 
search in the higher-level medical installations con¬ 
tinues, as it is certain to do, to increase. But this 
type of relation is also likely to extend to areas 
that are not now thought of as directly associated 
with medical interests, notably the social organiza¬ 
tion of hospitals, clinics, and medical schools. 

There seems to be little doubt that the major 
trend of the society is toward an increasingly im¬ 
portant role for the professions generally. For the 
past half-century' or so tlie business man has in¬ 
deed been the main “community' leader” in the 
United States. I suspect that his heyday is drawing 
to a close and that the business groups will decline 
in relative status as the problems of economic pro¬ 
duction come to be relatively well "solved” and 
other functions in the society emerge into greater 
urgency and salience. Functions of government are 
certainly among these and I look for both a relative 
rise in prestige of tliose associated with it and a 
marked “professionalization” at least of those 
aspects associated with its administratix'e functions. 
Education and research are certainly also among 
tlie rising professions, and the recent relative lag 
which they have been allowed to suffer cannot 
continue much longer. 

Considerations such as these have, I tliink, hvo 
particularly conspicuous implications for the med¬ 
ical profession. First, medicine was, along with 
law, essentially the first of the secular, high-level 
professions. For long it stood, in its field, relatively 
isolated in a comparable status. Now the range of 
professional development has begun to broaden 
immensely, most conspicuously through the de¬ 
velopment of science. Medicine has lost many of 
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its previous prerogatives to-^ science as it bears on 
health and will lose more. The eaidy stages of the 
process were dramatized nearly a century ago by 
the contributions to medicine of the chemist, Pas- 
•teur. Just as a large part of "medical” physiology 
was taken over by natural science, so scientific 
jurisdiction over much of the earlier "art of medi¬ 
cine” is beginning to be taken over by social sci¬ 
ence, Medicine hence is beeoming in one sense 
more specialized. As Dr. Sidney Farber has stated,® 
in many contexts like research, the physician is 
only one of a team of coequal experts in many 
fields. He is not even necessarily “captain” of the 
total team even though the problem be mainly 
medical. It is essentially where the problem be¬ 
comes that of responsibility for the welfare of pa¬ 
tients that his special prerogative takes precedence. 
But on a scientific problem he may well have to 
bow to the superior competence of a lajanan. Thus, 
as part of the general process of differentiation in 
society, not only has medicine been becoming more 
specialized internally but it has been becoming at 
the same time a more specialized part of a larger 
complex of professional specialties. 

The second implication of the “professionaliza¬ 
tion” of the society is that medicine, like law, is 
less likely, in the future to find the higher business 
classes its most appropriate "reference group,” as 
some social scientists call them. In such matters as 
the organization of their functions they are less 
likely than in the past to look to the patterns of 
economic “free enteriJrise” for their model. Fur¬ 
thermore, they are less likely to look to the income 
levels of their neighbors in business occupations 
for the standards of appropriate medical income. 

Points on the Organization of Medical Services 

In the light of such considerations as tlie above, 

I think that many of the older problems and con¬ 
troversies concerning the social organization of 
medical services are becoming obsolete, I do not 
look for what has usually been meant by "socialized 
medicine” in the future in the United States, nor 
do I look for preservation or restoration of the pat¬ 
tern where the typical physician practiced on a 
strict fee-for-service basis. There will not be less 
but more collective organization. 

The technology of medicine, its internal differ¬ 
entiation, and its interlocking with numerous non¬ 
medical specialties and services all require com¬ 
plex and large-scale organization, the importance 
of which is bound to increase. Medicine, one of 
the highest of all our technologies, cannot be ex¬ 
pected to be exempted from this general trend of 
the society! But these organizations can be ex¬ 
pected to take many forms, including a bewildering 
combination of' governmental and private bases of 
control. Just as it is today taken for granted that 
medical schools are needed both in private and m 
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state universities, so it will, according to general 
social trends, go with the other aspects of medical 
organization. - 

With respect to financing, anotlier aspect of the 
general trend is certainly relevant. This is the tak¬ 
ing over of a variety of financial responsibilities, 
previously carried unaided by families^ by different 
kinds of specialized agencies. We no longer keep 
our liquid money funds under tire mattressfwe 
deposit them in the bank or directly invest them. 
We save through insurance and contributory or 
even noncontributory pension plans and the Tike. 
It is, to my mind, quite unrealistic to expect that 
the individual family will typically wish to pay for 
medical care on an ad hoc basis, when more effec¬ 
tive ways of handling the problem are available. 
But again I- expect there to be a wide variety of 
such devices with, however, the common features 
of prearranged provision and pooling of resources. 
I would also expect it to become increasingly a 
matter of public policy to assure rather high 
minima of access to health care to the whole pop¬ 
ulation, independent of tire financial resources of 
the family and indeed independent of the level of 
"providence” of tlie individual or his family. 

One further point is relevant in this connection. 
It has already proved true over a wide front that 
employing organizations are very convenient 
agencies for the organization of such financial pro¬ 
visions, and I should expect this hend to increase. 
After all, the employing organization is the prin¬ 
cipal source of family income, and a relation needs 
to be established between this source and two pri¬ 
mary family financial responsibilities, namely pro¬ 
vision for health care and for old age. 

A related but distinct problem is how far the 
actual practice of medicine will come to be or¬ 
ganized about occupation as a focus. 'It is my guess 
that a considerably larger proportion than hereto¬ 
fore will have this character, particularly in those 
fields where the illness or disability can be con¬ 
sidered to be in any direct way connected with the 
job situation.^The family not only remains but in 
a certain sense has become even more than before 
the locus ol the "personal integrity” of the indi¬ 
vidual. I should therefore expect family-oriented 
practice, whatever organizational forms it may 
take, to remain ,the primary base of operations for 
concern with the “whole patient.” It seems to me 
reasonable to expect drat the family practitioner 
will lean more and more in the direction of pri¬ 
mary attention to psychological rather than .somatic 
medicine. Partly this is because a great many of 
the problems of the latter are coming to be solved. 
With tlieir solution the physician is under much 
less pressure to serve as a kind of glorified nurse, 
mitigating the anxieties and discomforts attendant 
on waiting for tire spontaneous forces of recovery 
to operate. Partly this is at the same time due to 
the simultaneous emergence of “personality prob- 
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lems into saliency in the new 4^'pe of family and 
die growth of technical knowledge on the basis of 
which diey can be more rationally dealt \vith. 

Such family practice will necessarily have to be 
closely integrated with the somatic specialties 
which are traditionally so closely related to family 
situations, notably obstetrics, gynecology, and pedi¬ 
atrics, though the latter beyond die early years 
must be almost equally closely related to the 
schools. Beyond this there must be a ramified sys¬ 
tem of agencies by which the patient needing im¬ 
portant specialized diagnosis or care can be routed 
to the proper people. I w'ould look to the more 
dispersed structure of the modem residential com¬ 
munity for the most promising models for die loca¬ 
tion of the most likely U'pes of hospitals and clinics, 
rather than to the recently prominent central-city 
hospital or medical center. With modem transpor¬ 
tation within urban areas and the expected con¬ 
centrations of population, this should not be too 
difficult to work out. 

A Few Implications for Medical Education 

Throughout this brief discussion I have em¬ 
phasized the fundmental processes of differentia¬ 
tion and integration that have been going on and 
can be e.xpected to do so in American society. Be¬ 
cause of the special role of science and its institu¬ 
tionalization in this process and of the special sig¬ 
nificance of the hedth complex for the society, 
medicine has and should continue to occupy a 
central strategic position within the society, but 
it is also exposed to a peculiar degree to the pres¬ 
sures created by the rapidity and fundamental 
character of change. In this situation medical edu¬ 
cation faces both formidable diflSculties of adapta¬ 
tion and a tremendous opportunity. The difficulties 
are, I hope, apparent from knowledge common to 
the profession and from some of the things I have 
said. The opportunity is to play an even more 
strategic role in a gro%viag great new society than 
it has done in the past. I would like to trj' to 
specify in three related directions. 

The first concerns response to the general situa¬ 
tion of the sciences relevant to medicine which, 
following many others far better informed than I, 
I have sketched above. One major focus of the 
problem is the groAving length of the process of 
medical training, which has been such a soiurce of 
concern to many xvithin die profession. That good 
medical training should be as long and arduous as 
that in any profession, I should take for granted. 
Yet I am inclined to think that it has tended to 
grow inordinately and that the primarj" reason for 
this is a tendency to adhere to too much empiricism, 
to find it difficult to accept the inevitable codifica¬ 
tion of knowledge in terms of higher-level theory 
and the attendant renunciation of great detail ex¬ 
cept for the range of the field in which the indi¬ 
vidual is being trained to be a really detailed expert. 


No indiridual can pretend any longer to be a de¬ 
tailed expert over more than a fraction of the field 
of medicine, or, of course, any other of the really big 
fields of human knowledge and practice. But this 
need not mean that medical men must be “super¬ 
ficial.” They can be trained in the grasp of general 
theory and much illustrative fact, particularly 
crucial fact. And if well trained they should know 
when they do not know the detailed answers in 
particular fields and where and how to proceed to 
get those answers. In sum, I suggest that the im¬ 
plications of Mr. Conant’s aphorism need to be 
taken very seriously indeed. 

The second point is essentially an application to 
a special case of the first. Unless I am grossly mis¬ 
taken, both the relative importance of mental 
illness in the whole field and the scientifie know¬ 
ledge necessary for its competent handling are 
destined to grow greatly in the coming half-cen- 
tur}'. I feel strongly that the medical profession as 
such should be the central agency, in this field as 
in that of somatic illness, for the responsible treat¬ 
ment of patients. But if the profession is to meet 
this challenge it must undergo a major reorganiza¬ 
tion, not least at its growing point of medical educa¬ 
tion. The present treatment of psychiatrj’ as one 
specialty among many others, which may not be 
entered upon vuthout a full “ortliodox” training in 
general medicine, means that it is impossible to 
increase the munber of psychiatrists rapidly. At the 
same time the demand for their services is enor¬ 
mous and increasing rapidly. If medicine does not 
meet the demand, then other agencies will step in, 
w'hich I would greatly deplore. 

Clearly, to be competent to handle mental cases 
the physician must even now not only have more 
clinical experience with them but learn much more 
in such fields as psychologj' and sociology, and, as 
these sciences develop, this requirement will be¬ 
come more onerous. For a large group to do this 
in addition to meeting the present requirements'is 
out of the question. The only solution I can see is 
to train the future “psychological physician” in 
general medicine in much more general terms than 
now, except for some fields vexy close to his own, 
like neurolog)'. In other words the differentiation 
between psychological and somatic medicine must 
reach much farther back than now, into the under¬ 
graduate years. And “psychological medicine” must 
become not just one specialty among others but 
probably one of the two great primar)' branches 
of the profession. 

My last point concerns the placing of medical 
practice, through the educational policy of the pro¬ 
fession, more fully, mth reference not only to the 
relevant scientific traditions but to the social set¬ 
ting as a w'hole, including the social organization 
of science. I think the physician needs to be trained 
to be not less but rather more responsible, particu¬ 
larly for the welfare of patients, than before. But 
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this high responsibility must, increasingly as the 
society develops, be discharged in a setting where 
the patient leads a more complex life and is harder 
to get at as a total person than before and where 
the profession itself must learn to cooperate with 
many different lay agencies, starting with the 
sciences tliat are not primarily medical. From the 
rugged individualism” of a kind of splendid pro¬ 
fessional isolation of the medical past to integration 
in this more complex system of cooperating groups 
and agencies means a major ti'ansition. 

To accomplish the transition smoothly and suc¬ 
cessfully, i^hysicians must be trained for it. Indeed 
in the modern medical school and teaching hospital 
great steps have already been taken in this direc¬ 
tion. If it is fully carried through medicine will 
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have a bnlhant future as the key element in a com- 
bination of agencies that will ensure a future high 
level of health on all fronts, which would have beL 
beyond the most optimistic dreams of any earlier 
generation. 
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CHANGING CHARACTERISTICS OF OUR ECONOMY 

THEIR IMPLICATIONS IN MEDICAL EDUCATION 
Meyer Kestnbaum, LL.D., Chicago 


For more than a century tlie American economy 
has e.xliibited a steady rate of growth. This growth 
can be measured in terms of tire output of goods 
and services, which have increased at tlie rale of 
approximately 3% a year throughout most of our 
history. As a result of tiiis capacity to grow and to 
produce we have been able to double tlie standard 
of living of our people every 25 or 30 years. At the 
same time we have been able to enlarge our capital 
investment so as to assure future growtii. 

American Growth 

Tlie unique characteristic of the American econ¬ 
omy is that the benefits of economic growth have 
been widely disti'ibuted among our people. To be 
sure, the scale of industrial enterprise lias required ■ 
large aggregations of capital, but it ivill be found 
upon analysis that tliese aggregations of capital, as 
represented by such organizations as industrial 
corporations, banks, and insurance companies are 
owned by millions of individuals. It is true tliat we 
have many millionaires and a highly prosperous 
upper middle class, but the great mass of our 
people are concentrated in die middle-income 
group^ and there h^s been a steady decline in the 
proportion of the population properly described as 
poor. __ 

President, Hart Scliaffner & Marx. 

Read before the 54th Annual Congress on Medical Education and 
Licensure, Chicago, Feb. 9,1958. 


Raised Standard of Lining.—Insofar as they had 
extremely low standards of living and complete 
lack of economic security, three-fourths of our peo¬ 
ple could at one time have been regarded as living 
in poverty. President Roosevelt, during tlie early 
days of the New Deal, referred to the “submerged 
third” of our population. He was speaking at a time 
when there were 14 million persons unemployed in 
the United States and when the private means for 
coping ivith tlie distress of individuals had become 
entirely inadequate. 

We can still identify a bard core of poverty in 
the United States, but the number of persons who 
are properly put in this category would constitute 
considerably less than 10% of our population. 
Through a combination of public and private ac¬ 
tivity we have greatly relieved the impact of this 
condition. There is still much to be done, but tlie 
distinguishing characteristic of our economy is that 
it has enabled more and more of our people to live 
decent, respectable, and comfortable fives, dial the 
proportion whose condition might be considered 
as substandard has been steadily reduced, and that 
we have exhibited through a \vide variety of gov¬ 
ernment programs and through many instances of 
private activity a strong sense of responsibility for 
those groups in our society who are not able to 
achieve for themselves the status and circumstanc^ 
that we regard as basically essential for people in 
our society. 
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Implications of Growth 

It is this growth that has given us the great 
sense of progress that has characterized American 
thought, American political activity, and American 
economic activity for more than a century. It is 
this gro%vth which has permitted a steady advance 
in the conditions under which our people live. This 
growth comes about through the application of our 
energies, aided by science and technology, to the 
forces of nature, and our improvement is based 
primarily on our capacity to produce more effec- 
'tively and more economically a larger volume of 
goods and services. 

The notion tliat somehow this arises through 
beneficent legislation or through a more equal dis¬ 
tribution of the wealth in our society is one of the 
problems that we must deal with in persuading our 
people that the progress that is being made is satis¬ 
factory. 

Speaking as a businessman, I should say that one 
of our difficult problems in determining how our 
resources are to be allocated is to get our people 
to understand that this process which has produced 
so much is one for which we, the people, are re¬ 
sponsible, and tliat it is not produced by any 
alchemy nor by any magic at any particular polit¬ 
ical center, and particularly not by any remarkable 
constellation of talents in t^^ashington. 

Parsons (page 31) has pointed out (and I will 
not try to e.\-pand on what he had to say) the 
impact of these changes on the way in which our 
people live. Suffice it to say that we have raised 
our standards, that we have eliminated most hard 
and arduous and disagreeable work, tliat more of 
‘ our people are doing interesting work than ever 
before,-and that the educational requirements for 
the complex organization which is required to carry 
on the work of society have been raised tremen¬ 
dously. 

Changed Distribution of Fersonnel.—l think it 
might be useful to point out abo that the most 
remarkable change ftat has occurred has to do 
%vith the relationship between the number of per¬ 
sons employed in direct production and those who 
are engaged in providing our society with a wide 
variety of services. In the early period of our his¬ 
tory we needed one person in farming for every 
four members of the population. In the Soviet 
Union today approximately half of the workers are 
• still engaged in farming. In the United States today 
one farmer feeds 20 persons. The agricultural revo¬ 
lution has had a profound impact on our economy 
because it has permitted us to take people off the 
land and out of agricultural production and to bring 
them into industry and to facilitate the remarkable 
industrial jproduction which has so largely revolu¬ 
tionized our society. 

A somewhat similar process b going on within 
industry. It is not uncommon to think of industry' 
as an organization in which millions of people are 


engaged in arduous, repetitive activities. Much of 
the literature dealing with industrialization x’isual- 
izes the worker as being, if not chained, at least 
closely tied to a machine that swll rivet a certain 
bolt in a certain complicated manufacturing 
process. Thb picture of the industrial process is not 
an accurate one. 

Out of some 64 million persons employ'ed in the 
United States, appro.ximately 16 million are en¬ 
gaged in manufacturing, and of those 16 million 
many' are engaged in what might be called the 
management planning functions of manufacturing. 
The number of persons actually doing repetitive 
work of the kind that was visualized in some of the 
literature is extremely small. Even the service 
aspects of business have gro\vn, and we are now 
in the process of a clerical revolution which v'ill 
greatly reduce the number of persons engaged in 
so-called white collar actiwties of a tedious nature. 

As we have been able to produce the food and 
fibers that we require, the industrial products which 
we require, and the transportation and communica¬ 
tions tlrat are necessary', we have abo enlarged the 
opportunity for the rendering of the services that 
are an important index to the quality of our econ¬ 
omy. 

Expanding Role of Nonmechanized Services 

At this point in our history there is a great deal 
of confusion as to the possibility that, Avith in¬ 
creasing technology and increasing productivity, 
we shall soon create large-scale unemployment. 
This psychology has affected the thinking of some 
economists, some (not too many) of the trade 
unions, and some of those who are engaged in try¬ 
ing to plan for our economy. The truth is that we 
face not a surplus of workers either on die farm 
or in industry but rather a tremendous shortage of 
people who can perform the services that are re¬ 
quired in our society that do not lend themselves 
to mechanization or organization, on a basis com¬ 
parable to what has taken place in farming and in 
industry. I am referring, of course, to such services 
as health, education, and the manifold services 
rendered by government, which is probably the 
fastest growing business in our society today. It 
seems to me that it is important for us to recognize 
that the implications of these changes wth respect 
to our social and political philosophy are extremely 
important. 

Government.—I would like to say a few words on 
the subject of government and our changing con¬ 
cept as to the proper role of government in our 
society. There was a period in our history when we 
felt that government was something that was neces¬ 
sary' to preserx'e the peace, to protect us from 
foreign aggression, to regulate commerce, but that 
in the main “that government governed best which 
governed least.” 
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this high responsibility must, increasingly as the 
society develops, be discharged in a setting where 
the patient leads a more complex life and is harder 
to get at as a total person than before and where 
the profession itself must learn to cooperate with 
manj^ different lay agencies, starting with the 
sciences diat are not primarily medical. From the 
lugged individualism' of a kind of splendid pro¬ 
fessional isolation of the medical past to integration 
in this more complex system of cooperating groups 
and agencies means a major transition. 

To accomplish the transition smoothly and suc¬ 
cessfully, physicians must be trained for it. Indeed 
in the modern medical school and teaching hospital 
great steps have already been taken in this direc¬ 
tion. If it is fully carried through medicine will 
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have a brilliant future as the key element in a com^ 
bination of agencies that will ensure a future hich 
evel of health on all fronts, which would have been 
beyond the most optimistic dreams of any earlier 
generation. 
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CHANGING CHARACTERISTICS OF OUR ECONOMY 

THEIR IMPLICATIONS IN MEDICAL EDUCATION 
Meyer Kestnbaum, LL.D., Chicago 


For more than a century the American economy 
has exliibited a steady rate of groivth. This growth 
can be measured in terms of tire output of goods 
and sers'ices, which have increased at tlie rate of 
approximately 3% a year throughout most of our 
history. As a result of this capacity to grow and to 
produce we have been able to double tlie standard 
of living of our people every 25 or 30 years. At the 
same time we have been able to enlarge our capital 
investment so as to assure future growdi. 

American Growth 

Uie unique characteristic of the American econ¬ 
omy is that the benefits of economic growth have 
been widely distributed among our people. To be 
sure, the scale of industrial enterprise has required 
large aggregations of capital, but it wll be found 
upon analysis that tliese aggregations of capital, as 
represented by such organizations as industrial 
corporations, banks, and insurance companies are 
owned by millions of individuals. It is true tliat we 
have many millionaires and a highly prosperous 
upper middle class, but the great mass of our 
people are concentrated in tl:e middle-income 
group, and there has been a steady decline in the 
proportion of the population properly described as 
poor. 

President, Hsrt Schaffner & Marx. 

Read before the 54Ur Annual Congress on Medical Education and 
Licensure, Chicago, Feb. 9,1958. 


Raised Standard of Ltoing.—Insofar as tliey had 
extremely low standards of living and complete 
lack of economic security, three-fourths of our peo¬ 
ple could at one time have been regarded as living 
in poverty. President Roosevelt, during the early 
days of tire New Deal, referred to the "submerged 
third" of our population. He was speaking at a time 
when there were 14 million persons unemployed in 
tlie United States and when the private means for 
coping with tlie distress of individuals had become 
entirely inadequate. 

We can still identify a hard core of poverty in 
the United States, but the number of persons who 
are properly put in this category would constitute 
considerably less than 10% of our population. 
Through a combination of public and private ac¬ 
tivity we have greatly relieved tlie impact of this 
condition. There is still much to be done, but the 
distinguishing characteristic of our economy is that 
it has enabled more and more of our people to live 
decent, respectable, and comfortable lives, that the 
proportion whose condition might be considered 
as substandard has been steadily reduced, and diat 
we have exhibited through a wide variety of gov¬ 
ernment programs and through many instances of 
private activity a strong sense of responsibility for 
those groups in our society who are not able to 
achieve for diemselves the status and circumstance 
that we regard as basically essential for people in 
our society. 
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minent than I believe is generally recognized even 
wthin the profession itself. Tliere is not time to 
sit around and talk about how we may adjust our¬ 
selves to this tremendous increase in the demand 
for medical serv'ices.of all kinds. I think Parsons 
has pointed out ver}' ndsely that die institutional 
changes tliat null result from the impact of this de¬ 
mand are likely to be quite substantial and tliat tlie 
role of the practitioner in this field may also change 
substantially. 

I nish it were possible for us to devise tech¬ 
niques and methods by which tlie effectiveness of 
professional activity could be enlarged oh a basis 
somewhat comparable to the application of tech¬ 
nology to production. I realize that the ideal of tlie 
teacher is one man on one end of the log and tlie 
teacher on the other, and the ideal in medical prac¬ 
tice is the pracdtioner who knows all about his pa¬ 
tient and who serves him as an indhddual. And yet 
e\'en a ver\' rapid calculation would suggest that it 
would not be possible to proinde enough doctors 
in our country' to give this ^ind of sersdce to our 
entire population and that it will not be possible 
to provide enough teachers to give tliis kind of 
teaching to all who need to be educated. 

Mdien we add some of the other services which 
are considered necessary and desirable in our so¬ 
ciety, it is clear that the ideal wliich we seek would 
be reached if tliere were two or three persons avail¬ 
able in our society to seiA'e every individual mem¬ 
ber of dur society. If you can figure that out, we 
\vill have achieved the ideal. 

Echtcafion.—On the subject of education there 
have been some ideas—tlie use of television, the ex¬ 
tension of the effectiveness of tlie teacher in other 
ways. There are devices that iwll be found useful, 
and it is conceivable also'tliat to some e.xtent our 
people will teach one another. But it is difficult to 
see the counterpart of that process in the field of 
medical serv'ices. It may be that the day vdll come 
when the American family \vill be sufficiently well 
educated so that most of the most elementary healtli 
problems can be dealt 'wdth at tlie family level. 
This may happen. There is very little to indicate 
that it will happen in the near future. 

Some suggestions have already been made as to 
the role of the practitioner who has to deal \vitli 
the verj' simple needs of a family, many of which 
might have been avoided if that family had had a 
larger store of education. I have no doubt that 
many of the neuropsychiatric problems that have 
been referred to may possibly be dealt uath on a 
group basis, or at least with some sense of group 
understanding at the schoql level and at the in¬ 
dustrial level if we get to know more about the 
nature of these problems and can learn something 
-about the preventive possibilities. I think this is 
conceivable, although I shudder to think of tlie kind 
of therapy that would be available in the tj-pical 
industrial establishment today. 


Conclusions 

Perhaps I can best emphasize what I am trj’ing 
to say by pointing out tliat if tliese needs are -as 
great as appears to be indicated, it ^^'ill be neces¬ 
sary, if we are to avoid complete organization of 
the profession under some kind of a state or organ¬ 
izational institutional arrangement, to find ways of 
using doctors more effectii'ely, using die institu¬ 
tions more effectively, and getting a larger degree 
of help from the other institutions in our society, 
notably the family, die school, the church, and our 
industrial establishments. 

It is vety easy to state diis problem, or 'at least 
to indicate how it might be stated. It is somewhat 
more difficult to propose how it might be dealt 
with; but it does seem to me that it becomes a 
major chaDenge to the medical profession and diat 
die changes that are required ought to be en¬ 
couraged rather than resisted. 

On this point I speak now of the point of view, 
not of the great institudons of learning or of the 
leaders of the profession but of many practitioners, 
who occasionally develop an attitude that is com¬ 
parable to that which is to be found in odier or¬ 
ganizations that feel that the best contribution diey 
can make to our society is to see to it that die 
present institutional arrangements are changed as 
littie as possible, ^^^e find this point of wew in man\’ 
of our large groups, and in diis connection I do not ■ 
except business management. Business management 
has been just as guilty of this attitude as any of 
our other groups. Some of the trade imions have 
exhibited the same tendency. 

The central problem of the society in wliich we 
live, as I see it, is to accommodate ourselves to die 
ver}' rapid changes that are taking place largely be¬ 
cause we have a productive society which permits 
rapid changes. A static society does not generate 
these problems because it does not hai'e the pro¬ 
ductive capacity that would permit diese social 
changes. 

■Writing parenthetically again only as a laimian, I 
should say that one of the problems which we face 
in remote sections of the world is that unrest and 
dissatisfaction have been commimicated to large 
numbers of people without die means by which 
these dissatisfactions can be relieved. In otiier 
words, they have shared our discontent uathout 
being able to share our great productive capaciti' 
and the fle.xibility that we have somehow developed 
in our social organization. 

In this same connection it would be highly useful, 

I believe, if, in examining these problems, we also 
had a somewhat more realistic understanding of 
what is involved. I have aheady suggested that 
there seems to be an assumption that any sendees 
rendered by government are free—that is to say, 
that we do not pay for them—and that the solution 
to problems which we cannot meet at the local 
level is obviously to be found at the national lei'el. 
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TJie American people have a remarhablc interest 
in the solving of problems. We are a problem-solv¬ 
ing people. Unliappily most of tlie great problems 
vnth which we are confronted are not soluble. We 
must deal witl) problems which cannot be solved. I 
suspect that this is ti'ue in tlie general area of 
health. "We may find a cure for a particular disease, 
but the problem of health as a whole I suspect, will 
never be soh'ed as long as men are human and 
mortal. 

The problem is also ti’ue of tlie body politic. I 
Siiealc now of the distinguished professional men 
who are also citizens and who have views on this 
subject of political and social change. Tlierefore, I 
would like to conclude these remarks in a most 


elementary kind of summary by saying that as a 
result of a rather remarkable industiial system and 
a highly adaptive kind of society, we have tire 
means for the advancement of our lives to an 
extraordinary degree. This is’ a process which must 
proceed in an oi'derly fashion, because many of our 
problems are still beyond our capacity. 

The central problem in tin's whole field of health, 
it seems, to me, lies in a wise determination of what 
portion of our resources should be devoted to 
health in relation to the other needs of our society 
and to find ways of meeting these needs most 
effectively in terms that will recognize tire many 
other claims on our society. 

36 S, Franklin St. 




CHANGING DIMENSIONS OF MEDICAL KNOWLEDGE 

THEIP IMPLICATIONS FOR MEDICAL EDUCATION, RESEARCH, AND PRACTICE 
Hugh H. Hussey, M.D., Washington, D. C. 


It is evident to everyone that dimensions of med¬ 
ical knowledge have changed. Wood gave tire di¬ 
mensions and described tire changes at die 53rd 
Annual Congress.' However, one thought from his 
talk must be repeated. The change in dimensions— 


forth (fig, 1). As it is, fact A leads to new facts 
Bi, Bs, Bs . . . Bn. Each new fact, in turn, leads to 
a similar expansion (fig. 2). So, medical knowledge 
has grown enormously in recent years, and there 
have been exciting and sometimes frightening ef- 



Eig. l.-Life would be so simple if fact A led to fact B and so forth. 


the growtlr of knowledge-is in a phase of rapid 
geometric progression. Life would be so simple ir 
fact A led to fact B, to fact G, to- fact D, and so 


V/,f/.tsor l^eflicine, GeorgelQwiv University School of Medicin^ 
lead before the 54flr Annual Congress on Medical Education ond 
ensure, Chicago, Feb. 9,1958. 


fects upon medical education, research, and medi¬ 
cal practice. Those tirree items will he considered 
somewhat separately (fig. 3', top), but you must 
remember that they are all part of a larger pattern 
(fig. 3, bottom). 
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Enlargement of tine body of medical knowledge 
naturally means an increase in the work for teach¬ 
ers and students. For the teachers, there is more 
information to impart; for the students, more infor- 





Fig. 3.—Top, the three element* in medical scheme. 
Bottom, the three elements as part of larger pattern. 


mation to receive. One other corollary effect de¬ 
serves brief mention because it has created prob¬ 
lems all its own. The growth spurt of medical and 
all scientific knowledge has overtaxed methods for 
storing that knowledge and of bringing it out of 


storage on demand. The sheer volume of medical 
literature has tlie libraries bulging at their seams 
(fig. 4). 

Growdh of Faculties 

To return to tlie proper thread of thought, an 
early result of the growth of knowledge was spe¬ 
cialization. This has affected techniques of teaching 



Fig. 4.—The growth of medical knowledge has overtaxed 
tire libraries. 



Fig. 5.—Twenty-fiVe years ago a department of medicine 
often had only one full-time man—the director. 


as well as those of practice. The chief development 
in the medical schools has been an increase in the 
number of “full-time" clinical teachers. For e.xam- 
ple, 25 3 'ears ago, in a medical school of modest 
resources and reputation, it was not surprising to 
find a department of medicine in which the direc¬ 
tor was the only full-time man (fig. 5). Today the 
picture is quite different. In that same school, the 
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director is likely to have quite a large group of 
full-time people, representing areas of special clin¬ 
ical interest (fig. 6). 


the problem of “soft” money has arisen (fig. 8). 
You will hear about that term at almost any medi¬ 
cal school nowadays. It refers to money tliat may 
melt away at any moment, at the whim 
of a Congress or the directors of a 
drug company. It contrasts with “liard” 
money that is derived from the school’s 
own resources. Unfortunately, “soft” 
money has necessarily become an im¬ 
portant element in faulty support. 

Division in the Ranks,—There has 
been a growing tendency to division 
' between physicians who teach and phy¬ 
sicians who practice medicine. To those 
of you who are familiar with Roger 
Price’s “droodles,” figure 9 may suggest 
the picture of -a nude searching for a 
collar button, or a croquet wdcket for 
Siamese twins. Tt is presented to em¬ 
phasize the need for unity witlhn tire 
medical profession. Unfortunately, doc¬ 
tors of tire town and doctors of the 
gown are divided~they have stopped 



Fig. 6.—Today, the department director is likely to have quite a large 
group of full-time people. 


Such growth of medical faculties had many good 
effects, but my assignment demands tliat I write 
about some tliat are not so good. 

Teachers.-Few of the full-time teachers have 
received training in educational methods. At some 
schools, methodology of teaching receives consid¬ 
erable attention from faculty; at others it is still 
largely neglected. 

Teacher Shortage.—There is a shortage of teach¬ 
ers of all kinds, and it is likely to increase (fig. ’7)- 
The shortage was demonsti-ated in the 57th Annual 
Report of the Council on Medical Education and 
Hospitals of die American Medical Association. 

Money.— Faculty expansion and otlier necessaiy 
changes within medical schools have cost a lot of 
money. The resources of the schools have been 
strained to die utmost, even with substantial help 
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Fig. 7.-Serious shortage of teachers in medical schools, 
ifilled full-time faculty positions in U. b. 



communicating 

The teachers need to be close y ^'Apr 

S p”ners, all the more so when you cons,aer 
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that tlhs small segment of tine medical profession— 
the teachers—is the one which has earliest and strong¬ 
est influence upon the next generation of physicians 
(fig. 11). At the 1956 Congress, Dr. Harvey Stone 
had some good suggestions for “filling 
the gap between academic medicine 
and medical practice.” “ 

A Premium on Research—An extraor- 
dinarx' premium has been placed upon 
research by facultx' members. This is 
not solely a result of changes within the 
medical school. Otlier factors have had 
an important influence—public interest 


Effects on Students 

Expansion of medical knowledge has also had 
important effects upon medical students. Curricu- 
lums have been altered and techniques of teaching 
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Fig. 9.—Roger Price’s “droodle” of 
“a nude looking for a collar button" 
suggests tlie need for unity between 
doctors of the town and doctors of 
the gown. 


in research as something glamorous, the 
generosit}' of the government and of 
drug companies and private health 
agencies, and man’s natural curiosit}’ 
about the unknoxxm. 

In any event, research is big busi¬ 
ness in medical schools today. It is hav¬ 
ing a considerable influence upon their 
■ faculties. One effect, “hydridism,” was described by 
Dr. Charles L. Dunham in a speech to the Amer¬ 
ican Chemical Society last fall (fig. 12). He recalled 
that when he was a medical student each depart¬ 
mental discipline was self-contained. Then he made 
this observation; 

What we see today is department names gmng a clear 
indication of the teaching responsibilities of that depart¬ 
ment, but very little by way of a clue as to the nature of 
the research being done in that department. Biochemistry 
and physiology were the first to become inextricably mixed, 
then biochemistry' and microbiology. , . . Hybridism is on 
the rampage today and the sdll undefined biophysicist is one 
of the most potent examples of this breed. 

Please understand that I believe in medical re¬ 
search as an integral part of medical education. 
Hoxvever, there are tlireats of danger xx'hen medical 
'schools make a fetish of research, xx'hen it derix'es 
much of its financial support from sources that in 
turn influence its direction, xx’hen - it outxveighs 
other considerations for academic adx’ancement, 
and xx’hen it becomes the province of untrained or 
half-trained xx’orkers. 



Fig. 10.—Unfortunately, physicians who teach and physicians who practice 
are sometimes dix’ided. 



hax'e changed. For e.\'ample, principles are empha¬ 
sized ox’er facts,"* learning by e.vperience has as¬ 
sumed paramount importance in the clinical years, 
and correlation and integration hax'e become fash¬ 
ionable in rexfised curriculums. 
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Accordingly, tile medical students burden has 
increased enormously. Not only is he expected to 
leam more in four years than his predecessors of 



Fig. 12.—The "hybrid scientist” is a product of present- 
day research tendencies. 

a short time ago but he is called upon to accept 
more and more responsibility for his own educa¬ 
tion. His teachers less often act as guides for his 
educational e.xplorations (fig. 13). They give him 
a map and point the way (fig. 14). 



Fig. 13.—Medical school teachers less often act as guides 
for Uieir students’ education. 

f 


Tlie principle of this change is in the best Amer¬ 
ican tradition of pioneers and self-made men. How¬ 
ever, there are risks-not die least being the hetero¬ 


geneity of students, the comparative isolation of 
medical education from all diat has preceded it, 
and the differences of opinion among medical 
teachers about teaching methods (fig. 15).® 

More than ever, in the new educational environ¬ 
ment, it becomes important for teachers to consider 
the fourth R that Darley wrote about in 1954.® He 
represented medical education as a simple formula: 

where C is the students intellectual capac¬ 
ity and M is his, motivation; TP is the medical 
school program; R represents the factors tiiat inter¬ 
fere xvith the student’s learning and distract his 
attention (fig. 16). Some of R is produced by 
teachers and their methods. But a large part of R 
is a result of the student’s anxiety about other 
things, and this brings me to the subject of money 
again. 

Like the cost of everything else, tuition in medi¬ 
cal schools is more expensive today than it was 20 
or 25 years ago. However, this is only a small part 



Fig, 14.-The teacher simply points tlie way. 


•of tlie price tliat is currently paid for a medical 
education. In comparing costs today with those of 
the past, you must consider the reduction in in¬ 
come-producing years that has resulted in part 
from the growth of medical knowledge (fig. 17). 
The diagram contrasts the experience of two grad¬ 
uates, both internists. Tire 1957 graduate will be 
six years later in launching his career in practice 
tlian was the case for his 1934 counterpart.' 

Medicine has always required arduous and long 
preparation. However, something needs to be done 
about the picture in figure 18 if medicine is to 
attract its share of bright young people. In that 
connection, GP recently commented, “Perhaps the 
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time has come to stop talking about approaches 
and to get busy with making some definite plans- 
Certainly the planning stage would require tlie 


interest and participation of many different groups 
—college educators, medical educators, other scien¬ 
tists, organized medicine, government, licensing 

1 C = intellectual capacity of student 
M = motivation 

TP= MEDICAL SCHOOL PROGRAM 
R = FACTORS THAT INTERFERE 

Fig. 16.—Dr, M^ard Darley’s formula for medical educa¬ 
tion. 

agencies, and otliers.”' It is indeed hopeful that 
this congress is devoted to such plan¬ 
ning. 

The Practice of Medicine 

Hospitals.-^The growth of medical 
knowledge has led to a larger use of hos¬ 
pitals, has added greatly to the intri¬ 
cacies of hospital care, and has raised 
the costs of hospital operation. One of 
the most important side-effects is an ex- 
traordinarj’’ increase in house staff posi¬ 
tions (fig. 19).® The increase is out of 
all proportion to the number of grad¬ 
uates from United States medical schools. 
Consequently, many internships and res¬ 
idency positions are vacant, and a large 
number are filled by alien physicians (fig. 20).® 
Tlie unfilled positions and the increasing number 
of alien physicians are problems that desen'e care¬ 


ful iissay and thoughtfid planning. Otherwise, there 
is risk of deterioration of tlie educational value of 
the internship and of the qualit}' of hospital care. 

The Practicing Physician.—The en¬ 
larged dimensions of medical knowl¬ 
edge have created many troubles in 
medical practice. For tlie physician per¬ 
sonally, the most serious difficult)' is in 
staying abreast of medical knowledge. 
Better means must be devised for his 
postgraduate education if he is to as¬ 
similate all he should of the new infor¬ 
mation diat pertains to his practice 
(fig. 21). This is true for specialist 
and general practitioner alike. 

In the whole field of medical practice 
many changes ha\'e taken place, and 
others are coming fast. Some of the 
more important are entr%’ of the “tliird 
party’’ into tlie economic scheme of med¬ 
icine, group practice, increasing special¬ 
ization, and tlie changed pattern of the 
jiractice of internal medicine so that in¬ 
ternists’ and general pracLtioners have a mutual 
interest in being knoira as family physicians. 

The Public.—Ycu might suppose that the public 
—die consumers of medical care—would be grateful 
for all the wonderful medical ad\'ances of this cen- 
tuity, and indeed they are. They like their own doc¬ 
tors. However, they think other doctors leave a lot 
to be desired. Also the consumers are beset by 
troubles with costs and sometimes with getting a 
physician when diey need him. And, to some e.x- 
tent, tliey have been led away from affiliation wth 
a single “family physician” and into the bad habit 
of self-diagnosis for the purpose of picking the 
right specialist. 


In this connection, one segment of public opinion 
—the opinion of the physicians themselves—pro- 
rfdes a thought-prov'oldng note upon which to con- 



Fig. 1.5.—Student assumes more responsibility for own education. 


YEARS SPENT AFTER HIGH SCHOOL FOR EDUCATION OF PHYSICIANS 
I 2 3 4 5 6 7 8 9 10 II 12 13 14 

1 -j- 1 -,-,-,-1-1^-j-i-,-,-j-j 


1934 

GRADUATE 


ICOLIEGE 


MEDICAL 

SCHOOL 


P-G 


1957 

GRADUATE 


- w ...v~- 


- V- 

COLLEGE 

P-G 

MILITARY 

SCHOOL 

.An, -... X...., 




Fig. 17.—The physician’s income-producing years have been reduced. 



CHANGING DIMENSIONS-HUSSEY 


dude this essay. Curiously, physicians have a worse 
opinion of tiiemseh'es than their patients do. This 
was brought out in a nationwide survey ” summar¬ 
ized in'THE Journal'" (fig. 22). 
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. But the second part of tliat verse from the seventli 
chapter of Matthew adjures, "then shalt thou see- 
clearly to cast out the mote out of thy brother’s 


YEARS OF EDUCATION AFTER HIGH SCHOOL IN VARIOUS PROFESSIONS 



Fig. 18.—Something may need to be done about this pic¬ 
ture if-medicine is to attract its share of bright young 
people. 



Fig. 20.—Unfilled internships and positions filled by alien 
physicians present problems that deserve careful study. 


Tliat summary concluded; “It seems evident diat 


tire individual doctor needs to form a better opinion 
of his colleagues and to convey that opinion to his 
patients. If he himself helps create derogatory im¬ 
pressions of other doctors, he tliwarts die public 
relations eflForts of his profession,” 

That statement seems to imply tliat impressions 
can be turned on or ofi^, or made hot or cold, like 
water from a shower faucet. It implies that phy¬ 
sicians are privileged to form only good opinions 


INTERNSHIPS AND RESIDENCIES 



Fig. 19 .—There has been an extraordinary increase in 
house staff positions. 



Fig. 21.—Better means must be devised for postgraduate 
education of physicians. 


about tlieir fellow physicians. Probably those impli¬ 
cations were not intended. It seems more likely that 
the writer's of the survey summary meant only to 
urge upon all physicians a critical self-examination. 
Tliat’s a sound intention, based undoubtedly on 
“first cast out the beam out of thine own eye. 


eye.” So, in physicians’ problems with their impres¬ 
sions about their colleagues, a similar venture in 
group therapy may be indicated. Perhaps mutual 
examinations will be more productive of mutual 
understanding and respect. Wlien they can thm' 
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and speak well of each other, they may hope for an 
improvement in public attitude toward their pro¬ 
fession. 
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OPINION ABOUT OTHER DOCTORS- 

- NUMBER OF M.D.’s HOLDING IT 


NOT AS OEDICATfO TO SERVING MANKIND AS THEY SHOULD BE.23 % 

HARD TO REACH FOR EMERGENCY CALLS..32 % 

HAVE THE IDEA THEY ARE ALWAYS RIGHT.3,6 % 

KEEP PEOPLE WITH APPOINTMENTS WAITING LONGER THAN NECESSARY..27 % 

NOT ENOUGH PERSONAL INTEREST IN THEIR PATIENTS)..21 % J. Med. 

DON'T GIVE THE PATIENT AS MUCH TIME AS THE PATIENT WOULD LIKE .80 % 

NOT FRANK ENOUGH IN TALKING TO PATIENTS ABOUT THEIR ILLNESSES.46 % 

THEY THINK THEY ARE BETTER THAN MOST PEOPLE..28 7o 

MOST DOCTORS TRY TO HIDE OTHER DOCTORS’ MISTAKES ..58 ®/o 


Fig. 22.—Physicians have a poor opinion of themselves. 
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John Z. Bowers, M.D., Madison, Wis. 


Vice-Chairman, Board of Trustees, American Medical Association 
(Dr. Larson), and Dean, University of Wisconsin Medical School 
(Dr. Bowers). 

Members of the Workshop-Conference on Changing Characteristics 
of Our Economy and Their Implications in Medical Education included 
in addition to the Chairman (Dr. Larson) and the Happorteur (Dr. 
Bowers) the following individuals: Warde B. Allan, M.D., associate 
professor of medicine, Johns Hopkins University School of Medicine, 
member. Council on Medical Education and Hospitals, A. M. A.; 
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Research Department, American Farm Bureau Federation; Lyle Saun¬ 
ders, associate professor of preventive medicine and public health. 
University of Colorado School of Medicine; Herman B. Wells, LL.D., 
president, Indiana University. 


The workshop conference on Changing Charac¬ 
teristics of Our Economy and Their Implications in 
< Medical Education first studied the economic trends 
considered most significant. The standard of li\dng 
doubles every 2.5 to 30 years. There has been a 
leveling process in regard to the financial status of 
the individual, and the “underprivileged” class is 
disappearing. As more people have more money, 
they demand more medical services, more physi¬ 
cians, more paramedical workers, and more hos¬ 
pitals, Increased demand by the consumer is a most 
significant implication of the changing characteristic 
of the economy. The steady shift from farm to in¬ 
dustry is associated \vith a sharp increase in income 
and doubling of per capita income. 
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How Can the Cost of Medical Education Be Met? 


Xl)e state of chronic inflation which we have lived 
in, and seem destined to continue to live in, raises 
problems for educational institutions, including 
teaching hospitals. Educational institutions cannot 
pass on the increased costs to the consumer as 
rapidly as can an operation like the steel industry. 
As government is the fastest growing business in 
society, it has great potential effect in medicine. 
Fifteen per cent of all hospital beds belong to fed¬ 
eral agencies. Are they put to the best use for 
medical education? Tlie workshop doubted it. 

The increased consumer demand for health 
services is accentuated by the increasing prevalence 
of insurance programs. As a result, people can 
afford to demand more medical care. With in¬ 
creased pre\'^alence of insurance programs, teaching 
material, especially for residency training, de¬ 
creases. As industrialization increases, the avail- 
abilit)' of individuals to render service decreases, 
including individuals in tlie health services. 

Tlie present tax structure, which still does not 
give suflBcient recognition to tlie problems of re¬ 
tirement and health protection for tlie self- 
employed (i. e., the physician), may lessen tlie 
apiieal of medicine as a career. Tlie trend toward 
the shorter work iveek places increasing pressure 
for productivity on the individual while he is ac¬ 
tually employed. As a result, diseases relating to 
tension and anxiety are of growing importance in 
occupational medicine. 

The prevalence of tlie burden of short-term debt 
makes individuals reluctant to spend money for 
healtli care and for education. Electronic devices 
seem more important than support of educational 
institutions. Ninety-five per cent of the national 
income is spent in the montli that it is earned. Com¬ 
plete prepayment, comprehensive medical care, 
offered preferably through group practice, and con¬ 
sumer concern about quality are die basic tenets 
of organized labor’s attitude on health programs. 
Each of these raises economic problems. 

What Do Economic Trends Mean 
to Medical Education? 

Tliere is a need for greater financial support for 
all of our medical schools. Confusion exists as to 
the actual costs of medical education, and efforts 
at cost accounting should be applied in a number 
of medical schools. Tuition, of course, only repre¬ 
sents a small fraction (10-25%) of die total cost. 
Tlie balance is made up from private philandiropy 
(including contributions from physicians), corpor¬ 
ate giving, indirect federal subsidy, and tax money 
for stat< 3 -supported medical schools. 


Rapid expansion of scholarship programs from 
private sources, industry, and labor should be en¬ 
couraged. The workshop suggested that tuition 
should be increased to more realistic figures to 
cover a larger percentage of the total cost. It was 
agreed diat higher tuition figures would not impose 
an undue burden on many families and students. 
However, scholarships should be sufiicient in num¬ 
ber and amount to cover higher tuition for those 
students who are in need of help. 

Probably many well-qualified young people are 
diverted to other careers because of the high cost of 
medical education, die long period of training, and 
erroneous reports on tlie difficulty of gaining ad¬ 
mission to medical school. These comments em¬ 
phasized to die workshop die need for more 
intensive efforts at informing the public of the ac¬ 
tual opportunities in medicine and the cost of 
medical education. Such efforts would encourage 
individual and corporate giving. The geographical 
restrictions imposed on many state-supported 
schools were considered to be serious deterrents to 
affording opportunities to well-qualified students. 
Diere was agreement that a large share of die cost 
of medical education today is born by indirect fed¬ 
eral subsidy. Extension of federal programs to 
direct, continuing subsidy v’ould be unwise because 
of the inherent dangers of “federal control.” 

Economic trends, especially consumer demand, 
and population increases wll undoubtedly result in 
a need for more physicians. Part of tin's need will 
be met by new schools now under construction or 
in planning stages. The American Medical Asso¬ 
ciation and the Association of American Medical 
Colleges should counsel ividi representative uni¬ 
versity administrators to objectively appraise the 
desirability of indicated expansion of enrollment in 
existing schools. Expansion of enrollment to maxi¬ 
mum desirable levels might actually lower unit 
costs. Obviously, tins could only be accomplished 
through die availability of more money and more 
teachers. Reasonable expansion of existing schools 
would be preferable to indiscriminate development 
of costly new schools. - 

Recurrently, the need for a more positive ap¬ 
proach toward communication between medicine 
and individuals representing die other groups 
concerned mth our economy was emphasized. 
The need for action in this respect is obviously 
urgent, 

221 Fifth St, N. (Dr. Larson). 
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Julian P. Price, M.D., Florence, S. C., Russell A. Nelson, M.D., Baltimore 

and 

W. Clarke Wescoe, M.D., Kansas City, Kan. 


This workshop conference on “Changing Char¬ 
acteristics of Societ}'” is indebted in great measure 
to Parsons’ magnificent presentation earlier in the 
day. The members had before tliem a preliminary 
agenda but exercised their prerogatives as free 
American citizens to dispense xvith such a formal 
and restraining document. However, the report as 
finally assembled does bear some relationship to 
the items of the agenda, a tribute, perhaps, to the 
flexibility of phrasing of the original notes. 

Sociological Trends 

The first question to which the members ad¬ 
dressed themselves was, “^^^lat are the most sig¬ 
nificant sociological trends?” We were agreed that 
most prominent among these trends was a continu¬ 
ing emphasis on industrialization in American 
society. Of equal importance was considered to be 
the continuing trend toward suburbanization, a 
trend away from both relatively isolated rural life 
and relatively compact “big citj^” life. The third 
sociological trend of importance was considered to 
be the more or less migratory manner of modern 
life, perhaps a symbolization of the restlessness of 
the day but more probably a result of the indus¬ 
trialization (with its consequent transfers and 
attraction of personnel) and the press toward sub¬ 
urbanization. The fourth impressive sociological 
trend was thought to be a continuing emphasis on 
early marriage. 
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Results of Trends 

The trends toward continuing industrialization 
and suburbanization have already reflected them¬ 
selves in part on medical education. They seem not 
to impose great needs on medical education for 
change; rather they seem to have wrought a change 
themselves. Coincident mth these trends and in 
part a result of them has come the increase in 
third-party pajonent in medicine and a decrease in 
ward or charity services in hospitals. 

The importance of health insurance programs 
and their increasing magnitude has been one result 
of our changing society. The concept of “insurance” 
in these programs appears to differ from the usual 
one. If these are to survive we believe they need to 
be reevaluated, that casualty t>q)e polices may need 
to replace prepajnnent plans. If they do not, costs 
will continue to soar. Presumably the answer here, 
too, lies in public education. There are very few 
determined to die just to cash in on their life insur¬ 
ance premiums; there are ver>’ few who deliberately 
seek accidents to cash in on their automobile colli¬ 
sion policies; there are very few who bum down 
their homes in order to "get their money’s worth” 
out of fire insurance. Yet the majority of policy 
holders appear determined to cash in every year 
on their health insurance. 

In many schools today, clinical teaching is carried 
on with the cooperation of “paying” and "private” 
patients. Indeed in some schools today the clinical 
teaching could not be carried on without such 
patients, and tomorrow it may be tme in all schools. 
It is our feeling that quality medical education xwll 
not suffer because of this. There is nothing educa¬ 
tionally unsound in the use of intelligent, paying, 
private patients for teaching purposes. They have 
common ills, and they are the obvious h'pe of 
patient for whom the student will be largely re¬ 
sponsible in his active professional career. The 
implications of these patients as the predominant 
source of teaching material pose real problems, 
however, in graduate medical education. These 
problems were discussed in another program tliis 
morning and need not be repeated here. 

Although it was our feeling that quality medical 
education would not suffer with the increasing 
utilization of pa%dng and private patients as teach- 
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mg cases, it was recognized that t)je public as well 
as the practicing profession would have to be edu¬ 
cated to this necessity so that the cooperation of 
both tliese groups might be gained. It was recog¬ 
nized tliat many groups (industrial and labor) would 
be useful in'helping medical education gain this 
cooperation. 

With the continuing increase in industrialization 
there will be a continuing need for higher quality 
industrial health programs. The medical student 
should be made aware of tliese problems and 
should be made aware, as n^ell, of the career possi¬ 
bilities of industi'ial health. 

Expectation by Society of Health Resources 

The workshop group next addressed itself, to the 
question, "What kind of health resources will 
society e.xpect to be available?” We were in unani¬ 
mous agreement that the movement to suburbaniza¬ 
tion and the increasing number of young families 
will lead to a greater need for family physicians in 
contrast to specialists in narrow fields. Granted that 
there will be an iucreasing need for well-trained 
family physicians, it was not our opinion that this 
family physician would be entirely akin to the 
family doctor of bygone days. The very mobility of 
the family, the migratory trend, may well make 
family practice extremely frusb-ating. The ability 
to learn all of the family's problems in an industrial 
society will be seriously restricted and the family’s 
counselor in health matters may change frequently 
in tire course of a few years. 

The workshop members were agreed that much 
of medical practice in the future would be in groups 
and that, in turn, the group would be based on 
several family physicians. The role of these physi¬ 
cians in our changing society was pictured as dif¬ 
fering from the role of today's physician in an urban 
community. We pictured this family physician as 
being less hospital-centered and less oriented 
toward acting in a consultant capacity; we pictured 
him as clinic oriented, calling upon consultants in 
urban medical centers when such consultation was 
necessary. 

We felt, in addition, that this physician would be 
community-related, that is to say one who played a 
prominent role in community life. We look upon 
him as a well-rounded physician aware as well of 
social change as of medical progress. This social 
awareness will result from greater emphasis on the 
behavioral sciences in medical education, an em¬ 
phasis already apparent and continually increasing. 

What about personal characteristics of physicians 
as considered essential by society? None of us was 
able to define, these characteristics, but we agreed 
that essentially they came close to being those 
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assigned to the deity. Society, we feel, will want 

1 ® professional man of great 

skill, intelligent and wise, forebearing and forgiv- 
gentle and kind, a family man, but willing to 
leave his home at another’s call, as well as to be a 
civic leader and a force for progress in the commu- 
' nity. Probably no other group is expected to have 
these characteristics. The medical student’s motiva¬ 
tion, therefore, is all-important, and his every day 
in forma] schooling must stress continually the 
philosophy of dedication to service. 

Relationship of Physician to Public 

The workshop group felt that there needed to be 
community education toward the role of the physi¬ 
cian. We are convinced that no other profession is 
as profoundly introspective as medicine, a profes¬ 
sion that has given so much and promises to give 
even more. There appears to be general agreement 
that American medicine has reached a point never 
before approached by any system, that American 
medical education has reached a pinnacle.- Yet in¬ 
tensive soul-searching and thought of necessity 
continue. We are not convinced that the general 
public is aware of this. We are not convinced that 
the public appreciates that medical schools decry 
so-called premedical curriculums; - that medical 
schools prefer those preparing themselves for ad¬ 
mission not to segregate themselves from their fel¬ 
lows at an early period in college. We are not 
convinced that the general public appreciates that 
medical schools encourage a broad liberal arts 
education, that they have places for majors in his¬ 
tory and sociology as well as in chemistry, that they 
have reduced their specific reqvrirements in order 
to allow for this broadened collegiate education. 
We are not convinced, further, that the general 
public is aware of the fact that medical schools are 
stressing the behavioral sciences and social aspects 
of illness. We believe that the general public must 
be made aware of these matters. 

Furdrer we believe that in some way the public 
must be educated to know better the role of tire 
physician in order that his energies may best be 
conserved and his abilities most efficiently used. In 
many areas the public has come to know that the 
time the doctor has to spend in his car is wasted as 
medical service; further it has come to appreciate 
the fact that the physician can operate more effi¬ 
ciently in his office or clinic facility than at tire 
bedside in a home. If this educational process can 
contirrue, our medical talents will be put to better 
use-more will be served by fewer physicians. 

And this brings us finally to what for want of a 
better name we can call a discussion of the num¬ 
bers game,” As the law frowns upon the “numbers 
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rackets” so we think medicine should frown upon 
engaging in a similar pastime. Admittedly there are 
those who find great security in reducing all terms 
to numerical designations; there are even those who 
make their living by it—and stupefy us in the bar¬ 
gain. We are not convinced that anyone knows (or 
ever will) if there is an optimal ratio of physicians 
to population. We are convinced that a reporting of 
such a finite figure can be harmful to medicine. It 
is fairly obvious that this figure must vary with 
types of population as well as with availability of 
paramedical personnel. We suggest that some 
agency set about a proper evaluation of this matter. 
We suggest, with all the advances that have been 
made in preventive medicine and rehabilitative 
medicine, tliat one physician today may properly 
care for twice as many patients as his predecessor 
did 23 years ago—and we suspect that the ratio 


may become even higher in the futiu-e. Indeed with 
more physicians practicing as generalists and with 
a redistribution of specialist -skills, we think tliat 
the numbers we cling to today may have but little 
meaning tomorrow. It was our consensus that mere 
addition and multiplication of present numbers ma\' 
lead to figures with no meaning and, at best, figures 
that are highly inflated. 

We regret, but feel we must mentiSn, the fact 
that we live today in a period of international ten¬ 
sion that beclouds our national problems. Howe%'er, 
we feel that we can keep pace with our changing 
needs if we thoughtfully give attention to our prob¬ 
lems, as we are in these few days. We suggest tlie 
need for furtlrer conferences such as these—and for 
die wide dissemination of the results of these delib¬ 
erations. 

117 W. Cheves St. (Dr. Price). 
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About a year ago I participated in a conference 
here in Chicago which was organized by the Na¬ 
tional Fund for Medical Education. The task as¬ 
signed to me was to summarize the financial status 
of American medical education and, in broad 
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strokes, to anticipate its future financial needs. The 
time allotted was 15 minutes, in the last one of 
which I estimated that if the population of the 
United States rose from the present 170 million to 
220 million by 1975, as predicted, and the current 
physician-population ratio was to be maintained, 
the rate of production would have to be increased 
proportionally. The simple algebraic equation used 
was 170:200=7,000:X. (Current graduating classes 
number about 7,000.) X equaled about 9,000, so I 
said that we should probably have to produce 
about 2,000 more physicians a year, unless w'e are 
to depend largely on importation, and that would 
require the establishment of about 20 more medical 
schools. This statement reached the newspapers 
promptly and thereby I became an expert! 

Now I do not pretend to be either a mathemari- 
dan or a sodologist, and I am not so naive as to 
believe that such a complex social problem can be 
solved that easily. Consequently, I am very- glad to 
have had an opportunity in the past day to take 
part in a program which would analv'ze it more 
rationally. 
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The demographic facts, as presented by Kirk, are 
obvious. Each year v'e add about 3 million people 
to our population. ^Redistribution is taking place 
and major growth occurring in the West. More 
people are living in suburbia and exurbia. Tlie 
population is more mobile. The number and pro¬ 
portion of older citizens will advance steadily. 
TJiere is a^ persistent decline in the proportion of 
unskilled and agricultural workers and a corre¬ 
sponding upgrading of the population in terms of 
income, occupation, and education. Tliese were the 
facts presented to us, and the challenge was to 
interpret them in terms of the future need for 
physicians. 

Demographic Facts 

Members of the workshop on population char¬ 
acteristics and trends interpreted our assignment 
to indicate tliat we were to be more concerned 
witli numbers than the other groups, but some 
invasion of tlieir territories v'as unavoidable. We 
also soon became aware tliat, significant as the 
demographic facts which I have cited may be, 
there are statistical considerations peculiar to the 
ph)'sician population which must also be taken into 
account. 

Hisforiccil Trends.~We decided very early in our 
discussion that a problem of this sort must be con¬ 
sidered in historical perspective. The social, eco¬ 
nomic, and scientific trends witli which we are 
concerned are not new ones which start today, but 
rather they have been in progress for a long time. 
Improved transportation and communication re¬ 
sulting from the automobile and the telephone have 
been with us with gradually increasing effective¬ 
ness for over half a century. The conquest of in¬ 
fectious diseases resulting from improved sanitation 
was under way at the turn of the century. Immun¬ 
ological methods, such as those for prevention of 
diphtheria, had come into common usage by tlie 
1920s. Sulfonamides have been available for 20 
years and the antibiotics for 15, But the remarkable 
fact is that the number of physicians per 100,000 
population has remained fairly constant over this 
entire period. By 1920 it was 137, in 1940 it was 
133, and it was still 133 in 1955. In other words, al- 
tiiough the number of physicians licensed each year 
has been greater than the number who died, the 
difference has been just great enough to maintain 
pace with the increase in total population. 

It has been conjectured that as ancillary health 
workers become available the need for physicians 
will be diminished, but that trend has also been 
established for 50 years. In the period 1900-1950, 
the number of physicians increased by 58%, while 
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over the same period the total number of trained 
health, personnel, including dentists, nurses and 
pharmacists, increased by 370%. If this remarkable 
increase has diminished the need for physicians’ 
services, it is not yet apparent. 

Some of the physician members of the panel were 
of the opinion that doctors could carry larger pa¬ 
tient loads than tlrey do today and thus fewer may 
be needed. It was pointed out, however, that the 
average number of hours tliey work per week ex¬ 
ceeds that in practically every other occupation. 
We also noted that tliere is a strong trend toward 
group practice which may result in providing better 
sei-vice around tlie clock yet fewer work hours per 
week by tlie average member of the group. One of 
the lay members of the panel asked whether doctors 
considered it immoral to share responsibilities, en¬ 
gage in actual practice fewer hours per week, and 
spend more time in study, thereby keeping up with 
advances in medical science. 

Distribution.—It was inevitable that the question 
of distribution should arise, and it did. It was gen¬ 
erally conceded tliat tliere is a shortage of physi¬ 
cians in some rural areas, but tliat this deficiency 
is being overcome gradually and that in a few 
large cities where several medical schools are 
located there may be an oversupply in terms of 
current demands for medical service. 

Demand Versus Need 

The question of demand versus need occupied a 
good deal of our attention. Demand was interpreted 
to mean tlie amount of medical service tliat people 
ask for ivithout prodding and can afford to pay for. 
Need was defined as the amount of medical service, 
preventive and curative, necessary to provide opti¬ 
mal health for all the people. Now diese are two 
quite different considerations. It is quite conceiv¬ 
able diat in time these two curves may merge. 
There are many recognizable influences, such as 
improved social and economic conditions, more 
education, and medical care insurance, which tend 
to increase demand. On tlie otlier hand, such fac¬ 
tors as improved living conditions and better diet 
may diminish tlie need. . ^ 

A good deal of evidence was produced to indicate 
that the two curves are still apart and will continue 
to be for many years' to come. An example was 
cited of an area of the United States in which there 
were a million people and no pediatrician, obste¬ 
trician, or psychiatrist. Infant and maternal, mor¬ 
tality were at a level several times the national 
average. Die local doctors were busy but meeting 
die demand. They were, however, .obviously not 
meeting'tlie need. Hospitals were built and 40 full- 
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time physicians brought in to staff them. They soon 
became busy; the doctors who were there previous¬ 
ly continued to be busy. Thus, when the service 
was made available, the demand increased and 
more nearly approached the need. 

We reached the conclusion that the demand has 
been about in equilibrium vath the supply, but we 
really have no reliable data on which to base an 
estimate of the need. This led to discussion of 
techniques for obtaining such information. The 
very' few studies which have been conducted have 
not been entirely satisfactory, but new epidemi¬ 
ological techniques are being developed which 
could be applied to this problem. For e.vample, a 
sample of the population could be examined and 
the difference between the amount of medical care 
they are demanding and receiving and the actual 
need for service to restore and maintain optimal 
health, uitliin the limitations of our knowledge and 
skills, could be determined. These data balanced 
against the capacity of various ty'pes of health 
workers to provide tlie needed service could pro¬ 
duce significant data. Such a study would be exten¬ 
sive and difficult but no more so tlian our effort to 
understand the chemical processes which control 
multiplication of cells and may lead to the chemo¬ 
therapeutic control of cancer. 

Physician-Population Ratio 

With all this discussion as a background, the 
chairman asked this question: “Is the physician- 
population ratio which has existed over the past 
50 years a reasonable basis on which to estimate 
production of physicians for the future?” He 
recognized that all he was asking for was an “edu¬ 
cated guess” but also that there would seldom be 
an opportunity to obtain such a guess from a group 
of experts representing such a broad spectrum of 
interests as there were around that table at the 
moment—practicing physicians, medical educators, 
sociologists, labor executives, hospital administra¬ 
tors, university presidents, business leaders, econo¬ 
mists. Only 2 of the 20 were of tire opinion that a 
lower ratio would be satisfactory. The remaining 
18 thought that the ratio should be equal or greater 
or were unrvilling to venture an opinion. 

The chairman summarized this informal “opinion 
poll” as follows: 

1. Although the physician-population ratio may 
not be the best measure for future planning for 
medical care, it does constitute the best measure 
which can be brought to bear on the problem at 
this time. 2. Since tire level of medical care pro¬ 
vided by the existing ratio is reasonably satisfac¬ 
tory, although by no means ideal, rmtil we have a 
better measure of future needs it would be prudent 


to pursue that ratio in planning for the production 
of physicians over the next several y'ears. (One of 
tire representatives of business made an interesting 
comment in this regard. He said that we are dealing 
■wdth a problem of continuing and variable opposing 
forces and that it is a general pohcy in business 
organizations not to change course rmtil ratlrer 
definite indications are perceh'ed.) 3. Under no 
circumstances should we advise or plan a course of 
action which would do anything to cause a de¬ 
terioration in the quality of medical education, but 
rather we should resort to every measure at our 
command to improve it. 

Haring reached these conclusions, we turned to 
the question of supply of college students available 
for increased medical school enrollment. Although 
the attraction of engineering and other scientific 
endeavors was recognized, we were consoled by' 
the fact that while we may be considering an in¬ 
creased demand for 2,000 students per y'ear by 1975, 
college enrollment rwll double, that is, there rwll 
be 3 milhon more students in college in 1975 than 
there were in 1950. We should be able to squeeze 
2,000 out of that number. 

Estimate of Foreign-Trained Physicians.—We 
also considered die extent to which we should 
plan on importation of physicians trained in foreign 
schools. The most reliable index appears to be the 
number licensed each year rather dian the number 
engaged in internships and residences in the United 
States. This number has ranged from 700 to 900 in 
recent y'ears. A conservative estimate is that there 
ivill continue to be 750 physicians per year trained 
in foreign schook, including Canada, introduced 
into the American medical profession annually'. If 
this is true, the proposed increase in enrollment by 
1975 may' be decreased to 1,250. 

Other Questions 

Establishment of New Schools.—In planning die 
establishment of new schools, trends in distribudon 
of population should be considered. It would ap¬ 
pear logical that emphasis be given to establish¬ 
ment of schools in areas of rapidly increasing 
population. Although the mobihty of recent grad¬ 
uates is recognized, diis appears to be less true of 
the graduates of the western state universities tiian 
of the private schools located in large eastern and 
midwestem cities. There was general agreement 
that the most important factor in determining the 
location of new schools is the desirable climate 
which results from intimate association irith a 
good and stable university'. 

Ejects of Social and Economic Factors on Cur¬ 
riculum.—There was litde time for consideration of 
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the effect of such social and economic factors as 

curricuium Al- 

fror to suffer 

horn tlie same diseases as people living elsewhere 

sucli communities may offer a fertile field for group 
practice and tliis, in' turn, may lead us to sb'ucture 
our curriculums witli that type of practice in view. 

1 10 importance of creating a sensitivity or empathy 
for the way of life of the prospective patients of our 
graduates V'as emphasized. 
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Conclusions 

In summary, we concluded that we do not know 
all the answers but that tlie problem of incr^sei 
pioduction of physicians, at least sufficient to main 

rgent one. Tins will require tlie establishment of 
additional medical schools. In planning dieir Jo- 
cation and curriculums, sociological and scientific 
tiends, not just chance and tradition, must receive 
major consideration. 
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In assessing tlie influence of changing dimensions 
of medical knowledge upon medical education, the 
worksliop participants considered their assignment 
to be the formulation of questions without neces¬ 
sarily providing answers or solutions to tlie ques¬ 
tions in the limited time available for tliis 
discussion. The thinking of tlie group was directed 
not only toward the influence of the extensive new 
knowledge and discoveries of recent years but also 
to the anticipated influences of possible future 
expansions and new dimensions of medical 
knowledge. 

\Vliile certain general aspects of the education of 
the phj^sician were considered, the main problem 
ivas felt to be the content of the basic medical 
school curriculum supplemented with internship and 
residency training. The group was primarily con¬ 
cerned with the specific definitive training of the 
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physician ratlier tlian the general education of any 
citizen or any member of a learned profession. The 
essentiality of a sound general education for every¬ 
one was agreed upon but was considered not to be 
a primary concern of this group. 

Premedical Education 

However, the preliminary education of tlie'phy¬ 
sician prior to his medical education was discussed 
as regards tlie apparent discrepancies between 
jpresent theory on the one hand and practice on the 
otlier hand witli regard to requirements for entrance 
into medical school. Lip service is given by medical 
schools to tlie desirability of a broad general edu¬ 
cation and an avoidance of tlie requirement of 
excessive scientific premedical preparation. Yet it is 
common knowledge or general belief tliat medical 
school admissions committees are inclined to pay 
a great deal of attention to tlie specifically scientific 
preparation of the medical school applicant and to 
tlie level of liis performance in tliese scientific sub¬ 
jects. The question which poses itself here is as 
follows: How can tlie theory and desirability of 
variability in premedical preparation be translated 
into practice in planning premedical education and - 
in the evaluation of applicants by medical school 
admissions committees? 

It is deplored that tliere is a monotonous uni¬ 
formity in die kind of educated individual who 
enters medical school. How can a greater diversity 
of education of premedical students be effected, so 
that students entering medical school Avill be en¬ 
dowed with a variety of educational backgrounds? 
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Diversity in Medical Education 

One of the major problems to wliich tlie work¬ 
shop addressed itself was that of tlie quantitative 
content of tlie undergraduate medical curriculum, 
which now requires a tremendous effort at learning 
vast quantities of detail in all the varied disciplines 
of basic medical sciences and the special fields of 
clinical medicine. It is becoming increasingly ap¬ 
parent that it is impossible for students and facul¬ 
ties to attempt to incorporate all the new knowledge, 
discovered at a rapid rate, unth the older, well- 
established information traditionally a part of die 
medical curriculum. A major question to be solved 
is this: How can the total content of the medical 
curriculum be modified to reduce die great quan¬ 
tity of detailed information now apparently deemed 
essential? 

Not only should there be drastic reductions in 
the quantity of learning of detail required for all 
medical students, but perhaps diere might also be a 
considerable degree of fie.xibihty in content of the 
curriculum for students of varj’ing interests. For 
e.vample, we might ask: should it be possible for a 
student who may be especially interested in bio¬ 
chemistry to take extra work in this area at the ex¬ 
pense of time and quantitative learning require¬ 
ments in otiier basic science disciplines? Again, we 
might ask: Should not the curriculum be modified 
on die basis not^necessarily of the plans of the 
student for his future practice and life work but 
rather on the basis of his immediate interests, in¬ 
clinations, and curiosities? 

Perhaps, in addition, there should be considered 
the possibility of other sequences in the medical 
curriculum which are definitely determined by die 
future plans of the student. Should his experience 
in medical school be modified somewhat if it ap¬ 
pears reasonably certain to him that he -will engage 
in a career of teaching and research rather than of 
private or group practice? Everyone recognizes that 
students should not prematurely be encouraged to 
determine the specialty in which diey will perma¬ 
nently engage, yet perhaps there should be con¬ 
siderable flexibility determined in part by the 
possible future plans of the student. 

Perhaps the concept should be abandoned of 
seeking to produce a single uniform product at the 
end of the medical school training. Is it essential 
that every medical school graduate should be able 
to cope ivith virtually every common medical prob¬ 
lem? Perhaps this concept should be discarded, 
because physicians no longer are likely to encounter 
all types of medical problems alone and unaided by 
associates. Because medical practice wll become 
more and more an enterprise of teams of physicians, 
might it not be feasible and desirable to eliminate 
significant masses of knowledge now required of all 
medical students? 

In the light of the vast increases in medical 
knowledge in the immediate past and anticipated 
in the future, we mil probably have to settle for a 


considerable degree of ignorance in specific areas 
by medical students and beginning physicians. We 
■null have to determine how much ignorance we 
shall accept and in what fields we are wiling to 
accept it in medical school graduates. 

It is a commonly accepted general principle 
among medical school graduates and physicians 
drat completion of the present medical curriculum 
does not in actuality prepare the physician for train¬ 
ing in all fields of medicine as defined by licensure 
laws. Further training is dictated by die conscience 
of the individual physician .and the profession 
rather than by law. 

To what extent can medical education profit from 
the educational practices m odier professional dis¬ 
ciplines, such as law? In die field of law, the educa¬ 
tional prhcess is devoted primarily to broad prin¬ 
ciples and to ways and means of seeking solutions 
to specific legal problems. In legal education, drere 
is no effort to teach the future lawj^er how he 
should manage all the great array of legal problems 
which will confront him in his practice of law. 

To what extent is this educational principle ap¬ 
plicable in medical education? To what extent can 
we safely depart from the present theory diat 
medical students must be educated to cope with all 
the various specific common medical problems con¬ 
fronting the general practitioner of medicine? 

The question presented may be formulated in 
another way: To what extent are we now over¬ 
educating physicians in medical school? To what 
extent should we abandon the hopeless effort at 
complete coverage of all that might seem necessary 
for die physician to learn? In a ver>' real sense the 
posing of such questions is academic, because die 
rapid expansion of medical knowledge is forcing us 
to abandon the concept of complete coverage and 
the principle of overeducation. Should not our 
policy in this regard be developed in a planned, 
orderly fashion rather dian by the unplanned dic¬ 
tates of immediate necessity? 

Nonmedical Influences on Medical Education 

There is an expanding sphere of influence upon 
medical schools and medical education by interests 
outside medical schools and even outside tlie medi¬ 
cal profession. These influences have not come into 
being through studied decisions but rather as a 
by-product of various factors influencing medical 
schools. Grants made for research by private foun¬ 
dations and government agencies greatly affect the 
research directions of medical schools and con¬ 
sequently the composition of the medical school 
faculties. This, in turn, influences the constitution 
of the medical curriculum. 

The traditional pattern of the organized medical 
profession and the various specialties likewise 
makes its imprint on the emphasis and composition 
of the medical curriculum. The demands of local 
governmental agencies for various ri'pes of medical 
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service also colors the curriculum. Tlie imi^ortant 
problem of how noiimeciical factors influence edu¬ 
cation deserves intensive study so that these in¬ 
fluences might not operate bj'^ fortuitous circum¬ 
stance despite possible violence done to sound 
principles of medical education, 

A great deal of study should be given to what 
should be the appropriate balance between such 
^'aried functions and responsibilities of a medical 
school as teaching, research, and medical service. 
This balance is now often determined not by a 
rational analysis of educationally desirable ends but 
rather by the e.vigencies of immediate circum¬ 
stances. A tremendous weighting of emphasis upon 
research may be dictated by the ready availabilit)' 
of research funds rather than a considered determi¬ 
nation -of the relative effort tliat should be e.vpended 
upon research and education in medical schools. 
Similarly, the real or fancied necessit)'^ for medical 
school faculties to provide service in tlie care of the 
sick in charit}' hospitals may determine tlie size of 
the medical school hospital and may result in an 
unduly e.xcessive demand for the care of patients 
by faculties at the expense of ti'aining of physicians. 

In some schools tliis is reflected in tlie policy of 
assigning to medical students all patients admitted 
to the hospital regardless of total numbers assigned 
or appropriate variety in kinds of cases assigned. 
Intensive study is indicated upon tlie extent to 
which such influences, not essentially medical or 
educational in themselves, determine medical edu- 
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How can devices be evolved for capturing tlie 
imagination of the public to support the training of 
physicians in a measure comparable to tlie appeal 
which can be made to the public for the support 
of programs for crippled children or for such a 
disease as cancer? Tremendous effort is now being 
made in this area by the National Fund for Medical 
Education and the American iMedical Education 
Foundation in cooperation witli the medical schools 
themselves. How can such effort be intensified and 
made more effective? 

Supply of Physicians 

The adequacy of the supply of physicians to care 
for the public needs is in considerable measure a 
population problem. As the population of the world, 
and of tlie United States, increases at its present 
accelerating rate, the need to provide medical 
services likewise accelerates tremendously. Even 
though the control in certain areas of such diseases 
as sniallpo.v, venereal disease, and tuberculosis de¬ 
creases the demand for health and physician serv¬ 
ices, the widened frontiers of medicine open 
possibilities for medical attack upon conditions form¬ 
erly tliought not to be amenable to medical inter¬ 
ference. Tlie advent of intrathoracic and intracardiac 
surgery, new approaches to mental health, and the 
increasingly insistent demand for effective control 
of degenerative disease impose new requirements 
for augmentation of health personnel. 

In the face of constantly increasing demands for 


cational policies. 

Dissemination of Knowledge 
About Medical Education 

Because of these indirect influences on medical 
education, it becomes essential tliat the sources of 
such influence be informed about the aims and 
needs of medical education. Even within tlie medi¬ 
cal school jiroper, such education appears necessary. 
Although die dean and odier administrative officers 
may plead tlie case for funds available for general 
educational purposes, it is not uncommon to have 
members of the faculty of die medical school urge 
granting bodies diat money be given not for general 
educational purposes but for some specific research 
area or project. 

Tlie necessity for a broader appreciation of 
medical school aims and needs extends to legisla¬ 
tors, public officers responsible for the operation of 
government hospitals, the administrators of medical 
insurance plans, and the general public. It is partic¬ 
ularly essential that people generally be made in¬ 
creasingly aware of tlie necessity to support medical 
education as such in addition to supporting research 
in cancer, heart disease, or poliomyelitis. It is 
axiomatic that research and progress in those im¬ 
portant areas of medicine depends upon sound 
programs of medical education which produce the 
investigators and practitioners involved. 


medical services, should not consideration be given 
to an increasing employment of health personnel 
trained at levels somewhat less than diose of die 


physician? Considerable progress has been made 
already in this area. Nurses, social service workers, 
physical tlierapists, clinical laboratory technicians, 
and many otlier groups provide invaluable ancillary 
sendees. Should not efforts be made to determine 
other areas, not presently employed, where medical 
functions might be provided by personnel trained 
less extensively and less expensively than is die 


case widi physicians? 

The effort to meet such problems is fraught widi 
difficulty. The clinical psychologist or social worker 
may function admirably in collaboration with the 
psychiatrist but may be dangerous if he is diag¬ 
nosing and advising independently regarding mar¬ 
riage or a career. The technician in physical tiierapy 
likewise is sorely tempted to enter what is virtually 
the practice of medicine by detennining the natiire 
of die therapy to be employed. Too often this 
assumption of independence by the physical thera¬ 
pist is fostered by die physician who may be in¬ 
adequately informed about physical therapy or 
unwilling to assume responsibility for management 
of that aspect of die care of the patient. 

We are all familiar with die manner in which this 
principle of using ancillary medical Pf 
employed in the emergency of warfame. Well 
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trained hospital corpsmen carried out functions 
• often thought to lie e.xclusively %vithin the realm of 
the physician. In some countries, such as China, 
and in some of tlie Pacific Islands, medical tech¬ 
nologists were trained to care for patients essential¬ 
ly as physicians. Such developments were common¬ 
ly dictated -by necessity. Should we not explore 
intensively tlie possibilities for an orderly and 
studied development of ancillary services of this 
land to supplement the more highly skilled services 
required of a physician? 

Adaptability of Curriculum to Changing 
Medical Needs 

The medical school curriculum should be suffi¬ 
ciently fle.xible so that changes in the medical 
climate of a countrj' or the world can be readil}' 
reflected in medical school teaching and policies. 
For example, tlie recent developments in medicine 
have made practice in otolaryngology and gynecol- 
og>' less surgical and more medical in nature. To 
what extent has the medical curriculum adjusted to 
these changing needs and to what extent is the 
remainder of the curriculum sufficiently flexible to 
adjust to even more drastic changes in the medical 
climate of the immediate future? The surgical 
management of cancer at pr^ent occupies a tre¬ 
mendous share of medical school training and the 
education of die surgeon. How ready is the medical 
school to shift its curricular emphasis if the problem 
of cancer management should be drastically modi¬ 
fied by medical discoveries in the immediate future? 

Postgraduate Education 

The workshop group could have devoted its en¬ 
tire discussion to the vastly important field of con¬ 
tinuation education to keep the physician abreast 
of developments. A renewed vigor has characterized 
efforts in this area in recent years, by organized 
medicine and medical schools. Excellent examples 
are evident in Kansas, Colorado, Minnesota, and 
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California. The tlieme of tlie Second World Con¬ 
ference on Medical Education is-“Medicine, a Life 
Long Study.” In its plans for this conference next 
year, the World Medical Association xrill devote 
much of its program to the subject of continuation 
of medical education. 

Conclusions 

Numerous questions other than those already 
developed in this report were deemed worthy of 
inquiry' and answers. How can teachers and in¬ 
vestigators be more effectively recruited in greater 
numbers? By what means might prorisions be made 
to finance more satisfactorily the period of study of 
a medical student? How can we reduce the total 
period devoted to medical education? How can the 
supply of family physicians be increased? 

Tlie problem.now confronting us is the imple¬ 
mentation of these initial studies. We have posed 
questions and must now assiduously seek to find 
answers. Perhaps this should be done by continuing 
committees, by more extended workshops devoted 
to selected questions, or by tlie appointment of an 
organized commission to study these problems in 
detail. Implementation of furtlier study is tlie 
responsibility of the agencies sponsoring this meet¬ 
ing. 

Throughout tlie discussion of all these questions, 
the necessiri' was plain for medical schools to be 
integral parts of universities. The solution of die 
problems posed promises greater success in a uni- 
versiri’-affiliated medical school. Means of closer 
integration of faculties of medical schools irith 
faculties of other divisions of the university are 
necessary even in institutions where medical schools 
are now located on university campuses. 

Tliese are some of die challenges posed by die 
changing dimensions of medical knowledge upon 
medical education, with a focus upon future needs. 
Perhaps we wdll never answer these questions or 
solve these problems, but we must persistently seek 
the answers and attempt to cope ivith the problems. 
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I NFECTIOUS MONONUCLEOSIS.—Although infectious mononucleosis has been 
recognized as a clinical entity for at least 67 years, following the clinical descrip¬ 
tion by Pfeiffer in 1889, and even though the hematologic picture was accurate¬ 
ly characterized 23 years ago by Downey and McKinley and Tidy and Daniel simul¬ 
taneously, identifying the lymphocyte as the cell form involved, the causative agent 
of this disease has not yet been identified. It is axiomatic that specific treatment of a 
disease is rarely possible without first identifying the causative agent. It is therefore 
likely that treatment of infectious mononucleosis tvill remain on a simptomatic basis 
imtil the etiologic factor is identified. Although there is rather uniform agreement 
among workers in this field that the causative agent is a lymphotropic virus, this has 
by no means been proved. Under the limitations of these circumstances, therefore, 
the important advances in treatment have been confined to management of the com¬ 
plications.—B. K. Wiseman, M.D., The Treatment of Infectious Mononucleosis, 
Journal of Chronic Diseases, October, 1957. 
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CLINICAL NOTES 


TRIAMCINOLONE (ARISTOCORT), NEW CORTICOSTEROID HORMONE 


ITS USE IN TREATMENT OF ALLERGIC DISEASE 

Samuel M. Feinberg, M.D., Alan R. Feinberg, M.D. 

and 

Elmer W. Fisherman, M.D., Chicago 


For the 10 months prior to the time of writing 
we have been observing the effects of a new anti¬ 
inflammatory steroid hormone in allergic condi¬ 
tions. Its high iDotency and the faet that we noted 
other actions not customarily encountered with the 
other anti-inflammatory hormones prompt us to re¬ 
port our findings. 

Tliis drug, triamcinolone (9a-fluoro-16a-hydroxy- 
A’-hydrocortisone; Aristocort) was synthesized by 
Bernstein.’ Tlie structural formula is as follows: 



The major features of the drug, as determined 
at Lederle Laboratories,"- are the following; Its glu¬ 
cocorticoid activity is 3 to 12 times that of predni¬ 
solone in fasting adrenalectomized rats. Its ai^i- 
inflammatory activity, as, measui^d by 
formation around asbestos pellets inserted in the 
backs of rats, is about equal to that _ 

and 10 times that of hydrocortisone. T^ie most m 
triguing action of this drug is the marked diur®sis 
aXodium removal obtained in adrenalectomized 
rats loaded with salt, as well as in nomal rats an 
dogs No abnormal removal of potassium • 

basis for our clinical study. 

Therapeutic Results 

' _' _ . -c X/fo/1iMne. 




plaint die total number exceeds the number of pa¬ 
tients. The age of die patients varied from 7 to 74 
years, 10 of the patients' being under age 14. The 
duration of treatment with this drug ranged from 
% week to 40 weeks, 24 patients being on treat¬ 
ment for 20 weeks or longer. The patients with 
asdima numbered 52. Most of them had the chronic 
intractable type of unknowm etiology, but a few 
received treatment during special acute episodes 
of a seasonal or other unavoidable etiology. Thir¬ 
teen patients had dermatitis: atopic, contact, or of 
unknown etiology. Included among the treated pa¬ 
tients were 5 widi seasonal hay fever and 12 with 
perennial vasomotor rhinitis. There were four pa¬ 
tients with urticaria-or angioneurotic edema. 

It was obvious from the start that virtaally all 
patients ivitii these conditions would receive relief 
just as diey would witii other anti-inflammatory 
hormones. The major questions at issue were the 
relative potency of this drug and whether it 
possessed advantages or disadvantages as com¬ 
pared wifli others. The initial 24-hour dose varied 
usually from 8 to 16 mg., although from our ex¬ 
perience one cannot definitely say what minimal 
initial dose was actually necessary. Hoiyever, witii 
regard to maintenance dosages, our observations 
give us more accurate information In the vast 
Lajority of patients tlie dose ranged from to 8 
although sometimes larger amounts xyere re- 

qvfired for nasal allergies and 

erage daily maintenance dose for the entire series 
w^e mg Tlhrty-eight of tlie patients also had 
prednisone previously or subsequently, and 18 had 
both triamcinolone and metiiylprednisolone at di 

ferent times. The average daily f^ 
in tliese groups was as follows; for prednisone, 1- 
for methylprednisolone, 10.6 mg.; and for tri¬ 
amcinolone, 6 mg. 

Other Observations 

Triamcinolone ^etaved “e *e 

aTSerire/| 
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the difference was not strildng. Epigastric distress, 
relieved by antacids, was-noted in three patients. 
One patient who had h)'perglyceniia and glycosu¬ 
ria from prednisone and metfaylprednisolone had 
similar effects from triamcinolone. 

The diuretic effect of this drug was ewdent in 
sev'cral patients who had obvious edema from other 
steroid therapy. Several patients who had no obw- 
ous edema when on therapy vnth another steroid 
e.vperienced increased urinary output and rapid 
moderate loss of weight, which could only be at¬ 
tributed to v'ater loss, when switched to triamcin¬ 
olone therapy. Of two patients vutli edema, prob¬ 
ably of cardiac origin, one lost his swelling and tlie 
other failed to do so. On the other hand, hvo pa¬ 
tients who had ankle edema apparently on a local 
circulatory basis retained their swellings. 

A unique feature of triamcinolone therapy oc¬ 
curring in some patients was a syndrome consisting 
of one or several of the follomng symptoms: head¬ 
aches, dizziness, drowsiness, and weakness. Some¬ 
times this occurred after the first day or two of 
medication. At other times the patient failed to 
note these effects until he had been recehung the 
drug for several weeks. To a varying degree this 
syndrome was observ’ed in 12 patients in this series. 
In some the effects were moderate or disappeared 
with time. Four patients discontinued the use of the 
drug because the symptoms were so prostrating 
that they considered their severe allergies the lesser 
evil. These symptoms disappear in one to three 
days after another steroid hormone is substituted. 
In these patients as well as in those without side- 
effects the usual laboratory findings were as ex¬ 
pected with steroid hormones. The total white 
blood cell count was elevated, with increase in neu¬ 
trophils. The usual eosinopenia was noted. The 
urine did not show ewdence of kidney irritation. 
The blood pressure was decreased slightly but not 
e.vcessively. The general physical examination failed 
to show any gross abnormalities. In three patients 
the addition of supplementary sodium or potassium 
failed to refieve these particular symptoms. 

Loss of weight was common but not universal. 
In several it was the small loss from the initial di¬ 
uresis. In others it was a ffesh loss as a result of a 
change-over from an appetite-stimulating hormone 
to triamcinolone, which has virtually no appetite- 
stimulating effect In a few patients there was 
weight loss even though they had not been receiv¬ 
ing other steroids previously. In two nonobese pa¬ 
tients the weight loss was alarming, in that both 
lost about 20 lb. (9.1 kg.) in a matter of several 
weeks. 

Comment 

In allergic syndromes the potency of triamcino¬ 
lone was about two times that of prednisone. This 
agrees pretty much udth our observations in the 


astlimatic guinea pig. However, when compared 
with assays of other hormones, the guinea pig assay 
does not appear reliable. On the other hand tire 
rat assay gives this .drug a potency similar to tliat 
of prednisone or prednisolone. Black and his asso¬ 
ciates ■' as well as Heilman and his group ® have 
noted that the maintenance dose of'triamcinolone 
in rheumatoid artlrritis is about die same as that of 
prednisone or prednisolone. 

The lack of sodium retention is ah advantage, 
particularly in treating allergic patients who also 
have cardiac disease or hj'pertension. On the other 
hand, one cannot help but wonder whether sodi¬ 
um depletion may not reach a handicapping stage. 
The peculiar syndrome of headache, sleepiness, 
dizziness, and weakness, occurring in a minoritj^ of 
patients, has not yet been adequately e.xplained. 

Summary 

Triamcinolone (9a-fluoro-16a-hydroxy-A '-hydro¬ 
cortisone; Aristocort) is a potent antiallergic hor¬ 
mone, producing therapeutic effects with about 
one-half the dosage required for prednisone. It pro¬ 
duces most of the usual steroid hormone side-ef¬ 
fects, such as moon facies, hyperglycemia, muscle 
cramps, and epigastric distress. Unlike some of the 
other anti-inflammatory hormones it is diuretic and 
sodium depleting, which may be advantageous in 
some cases and perhaps disadvantageous in other 
circumstances. In a minority of patients a peculiar 
effect is a combination of headache, dizziness, 
sleepiness, and weakness. In some cases these ef¬ 
fects may necessitate m’thdrawal of the drug. It 
does not stimulate the appetite and may even de¬ 
press it. 

303 E. Chicago Ave. (11) (Dr. Feinberg). 

This investigation was supported by a Research Grant 
from the National Institutes of Health, United States Public 
Healtli Service. 

The triamcinolone used in this study was supplied as 
Aristocort by Lederle Laboratories Division, American Cyan- 
amid Company, Pearl River, N. Y. 
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COMPARATIVE STUDY OF OPHTHALMIC DECONGESTANTS IN ALLERGIC 

CONJUNCTIVITIS 


Louis Tuft, M.D, 
and 

Donald D. Neish Jr,, B.S., Philadelphia 


During the past four years, various members of 
the staff of tire Allergy Clinic at Temple University 
Hospital have been investigating the value and 
possible usefulness of eye tests with inhalant aller¬ 
gens in the diagnosis of allergic conditions. During 
tlie course of these studies, an opportunity was 
afforded us to compare tlie effect of different oph- 
tlialmic solutions, or decongestants, which are used 
for instillation into the conjunctival sac in patients 
with allergic reactions affecting this membrane. It 
is the purpose of the present paper to report the 
significant findings of this study. 

Introduction of a specific allergen into a sensi¬ 
tized conjunctival sac in the performance of oph¬ 
thalmic or eye tests produces a positive reaction 
with the following signs; hyperemia, lacrimation, 
and chemosis. The patient complains of varying 
degrees of itching or similar discomfort. When the 
patient is markedly allergic to the test substance, 
the reaction is rapid in onset, extensive, and long 
lasting. Depending on the degree of involvement 
and the amount of hyperemia, the positive reac¬ 
tions can be graded as strongly positive (3-f), mod¬ 
erately positive (2-j-), or slightly positive The 
latter designation was reserved for those reactions 
with local and sharply bordered bands of hyperemia 
extending upward on the eyeball toward the pupil. 
They often are slow in onset and may require as 
much as 10 minutes to become apparent. Introduc¬ 
tion into the conjunctival sac of a siihilar allergen, 
but to which the patient is not sensitive, produces 
no reaction and is considered negative. 

If left alone, the hyperemia induced by a positive 
reaction will go away after a varying interval of 
one to two hours or longer. However, its disap¬ 
pearance can be hastened by the removal of all 
remaining particles of the test allergen by means 
of a cotton-tipped applicator and/or by flushing of 
the sac with a few drops of sterile saline solution. 
This will keep the reaction from progressing but 
will not clear up the congestion. The latter can be 
lessened by the instillation of one or two drops of 
an ophthalmic decongestant solution. 

Method 


' Many ophthalmic solutions containing ingredi¬ 
ents in varying combinations have been used for 
instillation in patients with allergic conjunctivitis. 


From the Clinic o£ Allergy and Applied Immunology, Temple Uni- 
versitv Hospitnl find Scliool of Mcdicinct ^ -nt *1 j » 

Reid before the Philadelphia Allergy Society, Philadelphia. Oct. 

30, 1957. 


Most of them have included the following drugs, 
either singly or in combination: epinephrine, phe- 
nacaine (Holocaine) hydrochloride, ephedrine sul¬ 
fate, cortisone acetate, and hydrocortisone acetate 
usually prepared in solutions of boric acid, rose 
water, saline solution, or Estivin (aqueous infusion 
of rosa gallica L). 

These were the drugs which were tested in the 
present study. For many years in pab'ents witli 
allergic reacbons in the ophthalmic membrane, 
such as seasonal hay fever, we have been using an 
ophthalmic solubon containing the following drugs: 
phenacaine (0.2%) and epinephrine (4 cc. of a 1:1,000 
aqueous solubon) in equal parts of rose water and 
boric acid sufficient to make 30 cc. of solution. 
This solution nearly always brought about prompt 
and sabsfactory relief of the itching and congesbon, 
but we never were certain as to which of the in¬ 
gredients was mainly responsible. Our present 
investigation afforded this opportunity since we 
were able to test the ingredients of this mixture 
singly and in combinabon. This was true also of 
tlie corbsone solutions, which are now being em¬ 
ployed so frequently in these pabents almost to the 
exclusion of older decongestants. All solubons were 
tested in their original strength as prescribed for 
the patient. 

The patients used in the present invesbgabon 
were those in whom eye tests'wibi various inhalant 
allergens (both pollen and nonpollen) were being 
carried out. After the complebon of the eye tests, 
tliose subjects who gave slight or 1-j- positive reac¬ 
bons to a specific allergen were selected for the 
comparabve study of the ophthalmic solutions. 
Whenever possible, these solubons were bded on 
the same patient at different bmes or on different 
days. When not possible, the comparison was made 
on different subjects but always on those showing 
1-f reacbons. Two drops of tiie solubon being 
tested were instilled into the conjuncbval sac, and 
the effect was noted over a period of 10 minutes, 
Particular attenbon was paid to any change in the 
color of the membrane which might indicate lessen¬ 
ing of die congestion, to the speed of its occurrence 
and, finally, -to any subjective sensations noted by 
the pabent, such as burning or itching or the relief 
of these symptoms. These were noted and utilized 
in the final evaluabon of the results. 
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Results 

A total of 130 comparative tests were carried out 
on patients showing positive reactions. This total 
is subdivided as follows: epinephrine (1:1,000, in a 
proportion of 4 cc. to 30 cc. of solution) and phena- 
caine (0.2%) in a solution of equal parts of boHc 
acid and rose water, 8 tests; epinephrine in boric 
acid and rose water, 10; epinephrine in rose water, 
25 ; phenacaine in boric acid and rose water, 7 ; 
phenacaine in rose u’ater, 15; phenacaine in boric 
acid, 9; Esbvin, 10; hydrocordsone acetate (0.5%), 
12; cortisone acetate (0.5%), 11; cortisone acetate 
and chlorprophenpyridamine maleate (Chlor-Tri- 
meton), 5; and ephedrine (0.5%) in isotonic sodium 
chloride solution, 8. 

The results obtained with the testing of each 
solution were fairly uniform and enabled us to 
determine their efficacy regardless of the number 
tested. Thus, for e.\ample, the instillation of 0.5% 
ephedrine solution uniformly prorided little or no 
relief, and it was considered so ineffective com¬ 
pared to the other agents that further tests with it 
were abandoned. 

The most effective drug of all unquestionably 
was epinephrine. Since the allergic reaction con¬ 
sists largely of congestion, the vasoconstrictive ac¬ 
tion of epinephrine was readily evident. Almost 
immediately after its instillation, there was rapid 
blanching and obliteration of the congestion; and, 
e-xcept in patients with marked positive reactions, 
all symptoms and signs were relieved in less than 
five minutes. In fact, epinephrine was the only drug 
which produced lessening or obliteration of the 
vascular congestion. In the concentration em¬ 
ployed, no mydriasis was observed in any of the 
patients tested. Some patients complained of a 
slight burning sensation immediately after the in¬ 
stillation of the drops, but this feeling could be 
minimized by careful administration and by in¬ 
structing the patient to keep the eye closed for a 
short time. Rose water seemed to provide the best 
vehicle. Most patients found the combination of 
epinephrine and rose water more soothing than 
epinephrine in boric acid. The latter did not seem 
to offer any particular advantage over rose water 
as a vehicle. 

Phenacaine, like epinephrine, long has been used 
in ophthalmic solutions. It was tried alone and in 
combination with epinephrine. Although no re¬ 
duction in the congestion was noted, most patients 
noted lessening of the burning and itching sensa¬ 
tion. However, since this and other local anesthetics 
are potential sensitizers, it is questionable whether 
the additional use of these agents is warranted, 
especially if relief can be obtained without it. 

The effect of the corticoid preparations tested 
was difficult to evaluate under the test conditions 
utilized. After instillation of them into the con¬ 


junctival sac, no blanching or lessening of the con¬ 
gestion was noted, nor did any of the patients e.x- 
perience sx^iptomatic relief. It was possible that 
the beneficial action of these agents is delayed in 
onset, but evaluation of the latter would have to 
depend on information obtained at a later \isit of 
the patient—such information would be unreliable. 
Furthermore, since most positive reactions, even 
marked ones, subside within a few hours, it would 
be difficult to determine whether the improvement 
was spontaneous or the result of the solution used. 
Mdiile the value of the corticoid solutions in chronic 
inflammatory' ocular disorders of varied etiology 
seems definitely established, our studies have failed 
to show them to be useful in the acute, self-limited 
form of allergy reaction, 

Estmn is a proprietary product which has been 
popular with persons irith hay fever for many 
years. Its exact composition is not known, although 
it is believed to contain an extract of roses. It was 
included in our studies because of the claim both 
by the company and by some patients that it pro¬ 
vided relief of both eye and nasal symptoms as¬ 
sociated with hay fever. The results of the tests 
with the product were not .impressive. Most pa¬ 
tients, especially when tested ivith a pollen aller¬ 
gen, reported slight relief of the itching sensation 
and a mildly soothing effect. However, inspection 
of the conjuctiva in these patients failed to show 
any change in the vascular congestion. From these 
observations, it seemed to us that Esti\'in did not 
have any more beneficial effect than could be ob¬ 
tained from the use of a simple diluent, such as 
rose water. 

Various combinations of the' active ingredients 
and their diluents were tested in a comparative 
way to determine if there was any synnergistic 
effect. It was found that no combination that did 
not include epinephrine offered any special ad¬ 
vantage over epinephrine when it was used alone. 
Of the three vehicles used, rose water seemed to 
be better and more soothing than were boric acid 
or saline solution. 

During the course of our studies, we had an op¬ 
portunity to determine the effect of aging on tlie 
potency of the solutions being studied, particularly 
those containing epinephrine. We did this by' com¬ 
paring solutions which were six months to one year 
old mth fresh solutions prepared just before our 
study was begun. Although all solutions were kept 
in dark-colored, tightly-closed dropper bottles, de¬ 
terioration occurred in all of the solutions con¬ 
taining epinephrine, indicated by a slight brou'nish 
discoloration. Such solutions definitely had less 
potency than a freshly prepared solub'on contain¬ 
ing .epinephrine. It was evident, therefore, that for 
maximum effect ophthalmic solutions containing 
epinephrine should be prepared in small amounts 
and used for only a relatively short period of time. 
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For intravenous use in support of anesthesia, tlie 
drug should be well diluted and administered 
slowly. For adults, 50 to 100 mg. is diluted witli 500 
cc. of 5% dextrose in water for injection. Enough of 
this diluted solution to provide 5 to 10 mg. is then 
infused slowl 3 ^ Analgesia is maintained by slow in- 
tra\'enous dri23 at a rate adjusted to provide about 
0,6 mg, j5er minute, dejjending on individual need 
and response. Direct inti*avenous, injection of tire 
concentrated commercial solution should not be 
attempted except under grave emergency situations 
when time or facilities do not permit dilution of tlie 
drug. If used under these conditions, the rate of in¬ 
jection should be extremely slow, so tliat die injec¬ 
tion takes at least several minutes. It should be 
borne in mind that the sudden intravenous injection 
of an amount greater dian 10 mg. may cause apnea. 

Preparations: solution (injection) 25 mg. in 1 ec., 50 mg. 
in 2 cc., 750 mg. in 30 cc. 

Applicable commercial name; Leritinc Phosphate. 

Merck Sharp & Dohme, Division of Merck & Co., Inc., 
cooperated by furnishing scientific data to aid in die evalua¬ 
tion of anileridine phosphate. 

Protamine Sulfate, N. F.—The sulfate salt of a 
strongly basic substance which is protein-like in 
nature and which is derived from die sperm of die 
salmon and odier species of fish. Protamine is 
essentially a large polypeptide which, on hydrolysis, 
yields arginine or arginine in combination witii 
histidine, lysine, or both. 

Actions and Uses.—Protamine sulfate is a heparin 
antagonist. Paradoxically, the drug itself is an anti¬ 
coagulant and will cause a prolongation of tire 
clotting time. Altiiough not nearly as active as 
heparin, protamine may be considered a true anti- 
tiiromboplastin. However, when protamine is given 
in the presence of heparin, tlie attraction of tlie two 
substances for each otiier is much greater than tiieir 
individual attraction to tlie blood elements, Tlius, 
in a sense, each neutralizes die anticoagulant ac¬ 
tivity of die other. The quantitative relationship of 
diis interaction, which proceeds both in vitro and in 
vivo, is that of approximate direct ratios; i. e., about 
1 mg. of protamine is required to overcome die 
anticoagulant effect of 1 mg. of heparin. When 
given intravenously to a heparinized patient, pro¬ 
tamine appears to act almost instantaneously, and 
its effects persist for about two hours. 

Protamine sulfate is well established as an effec¬ 
tive agent for combating the bleeding tendency 
that results from overdosage of heparin. Its intra¬ 
venous administration results in rapid control of 
heparin-induced hemorrhage and, if given in suffi- 
^cient dosage, a restoration of clotting time to nor- 


J.A.M.A., May 3,19SS 

mal. The availability of protamine sulfate is there¬ 
fore essential for die safe management of patients 
undergoing anticoagulant therapy with heparin. 

Protamine has also been used for the treatment 
of certain nonspecific hemorrhagic states which are 
believed to be characterized, in part, by increased 
amounts of heparin or heparin-like substances in 
the circulation. The rationale for such dierapy is 
based upon the observation that die blood of cer¬ 
tain patients, notably those with menorrhagia, post¬ 
partum hemonbage, or postirradiation hemorrhagic 
diadiesis, shows an increased protamine titration. 
Tliis test is one in which identical aliquots of hepa¬ 
rinized blood are added to increasing concentra¬ 
tions of protamine, die end-point being the amount 
of protamine required for clot formation. Some pa¬ 
tients in tiiis diagnostic category have shown de¬ 
cided improvement after the administration of pro¬ 
tamine, but there is insufficient evidence at present 
to prove conclusively that the cessation of hemor¬ 
rhage in these conditions can be attributed to the 
action of the drug. Thus, the me of protamine in 
the treatment of acquired hemorrhagic diseases is 
considered experimental. 

In clinical use, protamine sulfate a^ipears to be 
well tolerated, and large intravenous doses (up to 
200 mg. in two hours) have been administered 
ivitliout any untoward effects. Since it is tlie addi¬ 
tive used in the preparation of protamine zinc in¬ 
sulin, protamine has often been suggested as tlie 
causative agent in die hypersensitivity reactions tliat 
sometimes occur in diabetic patients receiving tiiat 
form of insulin. However, axperiments have demon¬ 
strated tliat such reactions are due to sensitivity to 
die insulin rather dian to the protamine, and it 
appears doubtful diat allergy to protamine exists 
to any significant degree. 

Dosage.—Protamine sulfate is administered intra¬ 
venously and, occasionally, intramuscularly. For the 
treatment of heparin overdosage, a 1% solution is 
injected slowly (in one to diree minutes) by the 
intravenous route. Since heparin is counteracted 
approximately milligram for milligram, the total 
dosage of protamine can be determined from the 
amount of heparin given over the previous three to 
four hours. The dosage should not exceed 50 mg. 
of protamine at any one time. 

In die treatment of spontaneous hemorrhagic 
disorders, tire proposed total daily dosage is 5 to 
8 mg. per kilogram of body weight, injected in two 
equal portions six hours apart; tire calculated dose 
is diluted in 300 to 500 cc. of isotonic sodium 
chloride solution and slowly infused intravenously. 
Therapy should not be continued for longer th® 
three days. 



Vol. 167, No. 1 


COUNCIL ON FOODS AND NUTRITION 


a triad of clinical signs—disturbance of conscious¬ 
ness, paralysis of eye movements, and an ata.’dc 
gait. Since tvvo of his three patients were alcoholics 
and all of them died, the presence of alcoholism 
and a fatal outcome came to be regarded as essen¬ 
tial parts of the clinical picture. Pathologically, he 
described focal vascular lesions that primarily af¬ 
fected the gray matter around the third and fourth 
ventricles and the aqueduct of Syhdus. He re¬ 
garded the disease as inflammatory in nature and 
suggested the name “acute superior hemorrhagic 
polioencephalitis.” Wernicke’s views have been con¬ 
siderably modified in recent years, although his 
clinical triad is still useful in diagnosis. The follow¬ 
ing description is based on our experience with 160 
cases of this disease. 

'The crux of the clinical picture is ocular disturb¬ 
ance, and the diagnosis of Wernickes disease, at 
least during life, cannot be made udthout it. This 
consists of (1) horizontal and vertical nystagmus, 
(2) paralysis of the external recti, and (3) paralysis 
of conjugate gaze. Ptosis, retinal hemorrhages, and 
pupillary abnormalities are occasionally encoun¬ 
tered, but we have never obsen'ed papilledema in 
this disease. 

Some degree of ataxia is found in almost every 
patient; however, severe poljmeuropathy precludes 
testing of some patients. Stance and gait are mainly 
affected, and in its severest form the patient is un¬ 
able to stand or walk rvithout support. In contrast 
to the gross disorder of locomotion is the relative 
infrequency of a clear-cut intention tremor. Ataxia 
is most likely cerebellar in origin but is often mis¬ 
takenly attributed to a peripheral neuropathy. 

Mental aberrations were detected in all but 10% 
of our patients. Of the various Wernicke symptoms, 
these are the most difficult to define, but at least 
three different types can be recognized. 1. About 
20% of patients show the mental symptoms charac¬ 
teristic of delirium tremens or its variants. These 
symptoms are evanescent and may clear without 
any specific treatment. 2. A large number of pa¬ 
tients, when first seen, are in a state of apathy and 
severe confusion. Unconsciousness as part of the 
initial episode is distinctly rare, and drowsiness is 
not common; the patient’s state is better described 
as one of disinterest and indifference. Under the 
influence of thiamine or simply an adequate diet, 
the patient rapidly becomes more alert, attentive, 
responsive, and more capable of taking a mental 
test. Then the most prominent abnormality is one 
of retentive memory, that is, Korsakoff’s psychosis. 
3^ Some patients are alert and responsive from the 
polar regions; seen, and they already show the 
tay particles in adja^^ Korsakoff’s psychosis, 
siderable variatioi^^ 
present no informe > 
gard to the ionization 


Wernicke’s disease has an abrupt, almost apop' 
tic, onset. All the symptoms may appear togetl. 
but more frequently ophtlialmoplegia and ata 
precede the mental signs by several days or a we- 
Varying degrees of poljmeuropathy occur in o} 
half the cases, and occasionally retrobulbar nc 
ropathy and spinal spastic ataxia may be prese 
The incidence of mortality in our patients was 16 
most of whom had other serious illnesses, such x.. 
cirrhosis of the liver or tuberculosis. ' t 

The pathological changes in Wernicke’s diseas;- 
are clearly not inflammatory', nor are they limitec. 
to the gray matter. The lesions are destructive m 
nature and affect both nerve cells and fibers. They 
are symmetrically located in the mammiUarj' bodies 
and less consistently are located in the paraventric¬ 
ular regions of the thalamus and hy’pothalamus, 
the periaqueductal region of the midbrain, and the 
floor of die fourth ventricle. Hemorrhages are not 
found in all patients, and when present they do 
not appear to represent the significant pathological 
change. 

Korsakoff’s Psychosis.—Korsakoffs psychosis is 
generally defined as a state of “memory defect with 
confabulation.” This designation fails to character¬ 
ize adequately this psychosis. It is apparent from,., 
Korsakoff’s writings that his patients displayed a 
much wider range of symptoms, including those of 
delirium, confusion, and what he termed "irritable 
weakness” (anxiety', fear, and depression). Our 
patients showed, in addition to these important 
features, a wide range of intellectual impairment. 
On formal psychological testing, they were found ' 
defective in concentration, in verbal and visual 
abstraction, in visual-motor coordination, and in 
learning ability. Although such a pattern is prob¬ 
ably not specific for Korsakoff’s psychosis, it em¬ 
phasizes the fact that there are a number of 
abnormalities in cognitive function, apart from 
memory defect, in this disease. 

Nevertheless, the unique feature of Korsakoff’s 
psy'chosis is the disturbance of memory' out of pro¬ 
portion to the other cognitive functions. Thus, a 
few minutes after completing a standard intelb> 
gence test, a patient may be unable to recall the 
examiner or having taken the test Although recent 
memory suffers most, this is a relative matter, and 
remote memory may be defective in severe cases. 

Of the various abnormalities related to memory 
function, two are particularly characteristic. Fiist, 
the patient has a persistent inability' to learn newly 
presented material, that is, to make new memories. 
Since adaptation to every new situation requires* 
the formation of new memories, or at least the corr' 
bining of new and old ones, it is this defect "'f 
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common and are ver>f much the same as those of 
neuritic beriberi. Many of the neurological abnor¬ 
malities seen in pellagra may be due to deficiency 
of vitamins other than niacin. 

Nutrition in Alcoholic Disorders of the 
Nervous System 

In two major classes of alcoholic disease, namely, 
acute intoxication and the abstinence sjTidrome, 
nutritional factors are of little or no importance. 
This is at first surprising, since many patients in 
this category^ particularly the spree or periodic 
drinkers, give a history of poor diet, and a small 
number may show signs of malnutrition. However, 
withdrawal symptoms may develop in patients who 
are adequately nourished. Furthermore, w'e have 
observed the subsidence of these symptoms in a 
group of patients who w'ere denied food or wtamins 
throughout the course of the withdrawal illness, 
and in a group who were given water, glucose and 
w’ater, or glucose-rvater and minerals as the only 
nutrients. 

The eridence is now' overrvhelming that poly- 
neiu-opathy', the M^emicke-Korsakoff symdrome, am¬ 
blyopia, and pellagra are nutritional in origin and 
that the role of alcohol is purely secondary'. A sys¬ 
tematic reWew of the evidence is beyond the scope 
of this article, and only the major landmarks in the 
development of this concept w'ill be mentioned. 
Brief reference will also be made to the specific 
factor or factors concerned in the genesis of the 
nutritional diseases and the mechanism of their 
action. 

Polijneuropathy.—The close association of alco¬ 
holism and poly'neuropathy' has long been appre¬ 
ciated. The articles of Lettsom in 1787 and of Jack- 
son in 1822 are usually quoted in this connection; 
they do indeed contain accurate clinical accounts, 
albeit of only the most advanced form of the dis¬ 
ease. The concept that polyneuropathy in alcoholics 
is the result of nutritional deficiency is relatively 
recent. Only after beriberi became established as a 
nutritional disorder was the alcoholic etiology' 
questioned. The similarity of neuritic beriberi to 
alcoholic neuritis was commented on by several 
authors, but it was Shattuck,® in 1928, w'ho first 
seriously discussed their relationship. He suggested 
that the “poly'neuritis of chronic alcoholism was 
caused chiefly by failure to take or assimilate food 
containing a sufficient quantity of wtamin B . . . 
and might properly be regarded as true beriberi.” 
The most convincing evidence that alcoholic poly¬ 
neuritis does not result from the neurotoxic effect 
polar regioils. -'-<nolied by Strauss.® He allowed 10 
ray particles in adja^, their daily consumption of 
siderable variations- 
present no informd 
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whisky w'hile they w'cre given a w'ell-balanced t 
supplemented with y'east and %itamin B cone 
trates. Improvement occurred m all the patiei 

The precise nutritional factors concerned in ' 
neuropathy of alcoholism and beriberi are not: 
fully defined. For a number of y'ears after the d 
covery' of thiamine, a debate centered around t 
question of w'hether this w’as the antineuritic \i 
min. Only a small proportion of the e.xperimen.. 
undertaken to settle this point satisfies die strict ^ 
criteria of the nutritionist; how'ever, there is accept¬ 
able evidence that, in the rat, dog, and pigeon 
thiamine deficiency' brings about a degeneration of 
the peripheral ner\'es. Sw'ank’s" e.xperiments on 
pigeons are particularly' comincing since the ners'es 
regenerated w'hen thiamine alone w'as added to , 
the diet that had produced the neuropathy'. Tlie 
necessity' of either accepting or rejecting the spe¬ 
cific role of thiamine became less urgent w’hen it 
W'as shoNvn that a deficiency of py’rido.xine or of 
pantothenic acid caused degeneration of the pe- ' 
ripheral ners'es. In humans, there is a small but con- > 
\incing body of data w'hich show' that the clinical 
signs of neuropathy' can be produced by' a de¬ 
ficiency of thiamine® and, under some circum- . 
stances, by a deficiency of py'rido.xine ® or paiito-,'„ 
thenic acid.’® 

Wernickes Encephalopathy and Korsakoff’s Psy¬ 
chosis.—The identification of Wernicke’s disease as 
a nutritional disorder closely follow'ed the changing 
ideas in regard to poly'neuropathy. The first step in 
this direction w'as taken w'hen it w-as recognized j 
that Wernicke’s disease could occur ajjart from 
alcoholism, as, for example, in hyperemesis grax’i- 
darum or as a terminal ev'ent in various cachectic 
states. Shortly after the appearance of tiiese re- ” 
ports, Alexander and his colleagues drew'" attention 
to the similarity' of tlie pathological changes in 
Wernicke’s disease and those w'hich resulted from 
thiamine deficiency in pigeons.” Lesions w'hich 
are similar to those of Wernicke’s disease in their' 
topical and histological character ha\'e been re¬ 
peatedly produced in a large number of species 
rendered thiamine deficient; the lesions produced 
in monkeys bear the closest histological resem¬ 
blance to the human disease.” - - 

The specific nutritional factor concerned in most, 
if not aU, of the symptomatology' of Wernicke’s 
disease is thiamine. This idea has received confirma¬ 
tion through a number of clinical observations, in¬ 
cluding our ow'n.” We have noted the effects of 
thiamine and other vitamins on the various com-; 
ponents of the Wernicke sy'ndrome; throughout *''• 
experimental period the patients were kept 
s-ynthetic diet composed of glucose, min.., ’ 
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TAKING THE HEALTH MESSAGE 
TO THE PUBLIC 

s the ancient Chinese dictum says, one 
picture is worth 10,000 words. Man has 
always communicated most effectively 
through grapliic presentations, and the 
health exhibit or healtli museum is a natural expres- 
‘on of man’s visual-mindedness. 

Tlie health museum and modern exhibit tech- 
ae first came into their own about the time of 
great fairs which were lield in the United 
States, beginning witli the Century of Progress 
ilxposition in Chicago in 1933-1934 and followed 
by major expositions at San Diego, Calif.; Dallas, 
Texas; San Francisco; and Cleveland. At about this 
same time, the museum idea was being promoted 
. in Germany, through the Dresden Health Museum. 

Despite the outbreak of World War 11, the New 
York World's Fair plans for 1939 and 1940 were 
carried through and included an ambitious and im¬ 
pressive Hall of Man, which was in effect a health 
museum established on a temporary basis for the 
duration of the fair. It was expected that out of 
this Hall of Man would grow an American Museum 
of Health. These plans failed to materialize, but 
other plans did. 

In Cleveland, the Academy of Medicine led a 
\ movement to establish a Cleveland Health Museum, 
^^uncorporated December 7, 1936, and opened to the 
public on November 13, 1940. This was the first 
actual health museum in America, although there 
•had been health exhibits in connection wth other 
' oiiseums at Bochester, Minn.; Buffalo; and Toledo, 

' iWo and, as early as 1916, in th e American Ma- 

' ”^1 CleveUml Muwim of Hosltb, pditorinl, J.A.M.A. 115:1457- 

\ • '’•'•►‘>.0) 1940. . . ' ' ' 
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seunri of Natural History in New York The use of 
exlnbits for caring the health message to the pub¬ 
lic at county fairs and such occasions was also fairly 
well established in the United States. Several medi¬ 
cal societies had held such exhibits and so had de¬ 
partments of health, as well as the voluntary health 
agencies. 

In 1940, the House of Delegates of the American 
Medical Association passed a resolution approving 
the American Museum of Health and expressing the 
hope that other health museums would be estab¬ 
lished as a result of this pioneer action.' The Cleve¬ 
land Health Museum became, in fact, the actual 
pioneer. The health museum at Dallas was incor¬ 
porated and opened to the public on October 5, 
1946. 

A new idea was introduced into the health mu¬ 
seum concept by the Lankenau Hospital of Phila¬ 
delphia, which opened to the public on December 
7, 1953, a wing of the hospital itself, conceived as a 
part of tlie original plan and dedicated and en¬ 
dowed as an educational device for the enlighten¬ 
ment of patients and visitors. This was the first in¬ 
clusion of a health museum on a permanent basis 
in a hospital, although previous efforts had been 
made to utilize hospital waiting rooms for educa¬ 
tional purposes by the use of exhibits, and the Amer¬ 
ican Public Health Association had for some years 
a committee on the use of health exliibits in hospi¬ 
tals. On November 2, 1957, the Smithsonian Insti¬ 
tution opened a new hall of health. 

The latest addition to the ranks of health mu¬ 
seums and the newest idea in connection with such 
institutions will be the Hinsdale Health Museum 
at Hinsdale, Ill., to be opened in May, 1958. This 
will be the first healtli museum in die world to 
be built in conjunction with a professional oiffice 
building housing physicians, dentists, and alh'ed pro¬ 
fessional persons. 

Each of these steps has been logical, bringing the 
healtli message to the place where people are in¬ 
stead of expecting them to go where it is to be found. 

All of these health museums came into bein^ 
on a local level to fill a local need. Their influence 
has extended beyond their borders, and they have 
all become statewide and nation-wide assets. 

The growth of specialized health museums has 
stimulated museums of science and even museums 
of natural history to establish “galleries of health,” as 
at the Nebraska State Museum (1954), or halls of 
public health, as at the Boston Science Museum 
(1956). Many of these museums took the medical 
exhibits of the Museum of Science and Industry in 
Chicago, established in 1935, as their prototyp^ 

The A. M. A. through its Bureau of Exhibits has 
furnished materials to a number of health museums, 
including those in Cleveland and Dallas 
Museum of Science and Indu^-'^'J for huger than 
traveling health e* ^(ts, folk?^ 
fished by the ’■ 
county fairs 
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°ls. By extension, these exhibits have appeared 
;ele\'ision in connection with many such meet- 

he modem concept of a health museum is ex- 
sed by Dr, Bruno Gebhard, director of the 
v'eland Museum and pioneer in the health mu- 
n field, in the striking phrase, “A museum, not 
ausoleum.” On this principle, it has now become 
t of accepted health museum technique to use 

• hums other than the fixed e.xhibit, such as 
/eling exhibits, motion pictures, films, radio pro- 

•ums, lectures, newspaper stories and features, and 
•deed every technique in health education. The 
idem health museum is a center for health edu- 
ion and promises to be one of the most potent 
ces available for this purpose. 

The medical profession welcomes the Hinsdale 
luseum to the growing ranks of American health 
luseiuns and looks to a future in which other com¬ 
munities xvill follow suit with projects best suited 
their individual local needs. 

AERO MEDICINE 

Tlie rapid progress in rocketry and the possibility 

• flight into far distant space have brought forth 
lany new problems of a medical nature and 
pened up a still udder field for research. The chal- 
snge thus imposed has already been accepted, as 
vas shown in March at the 29th annual meeting of 
the Aero Medical Association. On the three-day 
program were reports of studies on human be¬ 
havior in flight, protection at extreme altitude, 
aviation physiology', aviation psychology', accidents 
and flight safety, hypothermic stress, sensory prob¬ 
lems, acceleration, deceleration, and space medi¬ 
cine. Leading space investigators believe that the 
medical challenge of space flights can be met and 
that the difficulties involved in flights to the moon 
and some of the nearer planets mvill eventually be 
overcome. 

The problems associated with sustaining life in 
a space-like environment include consideration of 
protection from the effects of cosmic radiation, un¬ 
filtered solar ultraviolet and x-ray radiation, me¬ 
teorite collision, and the breathing, cooling, and 
heating requirements. Certain statements from vari¬ 
ous presentations at this meeting are of general 
interest to physicians. 

The concept of the composition of the true extra- 
atmospheric cosmic ray beam has considerably 
changed recently. Next to the atmosphere, the most 
powerful shielding force preventing low-energy 
cosmic ray particles from reaching the earth is &e 
geomagnetic field. The magnetic field of the earth 
strongly influences the influx of corpuscular rays of 
solar and cosmic origin by channeling them into the 
polar regions. The density of distribution of these 
ray particles in adjacent space, in fact, shows con¬ 
siderable variations xvith the earths latitudes. At 
present no informed guess seems possible u-ith re¬ 
gard to the ionization dosage in interplanetary space. 


It is knoum that aircraft collision with birds can 
occur up to 20,000 ft. and that bird-uindshield col¬ 
lision can impose a serious hazard to tlie pilot per¬ 
sonally and as an aircraft operator. 

Analysis of the accidents experienced in a num¬ 
ber of the latest high-performance aircraft indi¬ 
cated that, althou^ the margin for error has de¬ 
creased, Air Force pilots can successfully operate 
this high-performance equipment. Material failure 
was the predominant accident cause. The greatest 
operator difficulty was e.xperienced during the land¬ 
ing process. This analysis indicated that engineer¬ 
ing and materiel, rather than crew limitations, may 
be the critical factors in future flight. 

A stud}' was reported of 144 aircrew members in 
B-52, F-lOO, and T-3.3 types of aircraft mth regard 
to the effect of flight on their blood sugar levels. 
Glucose tolerance tests were performed on these 
crews and the results evaluated as to the change in 
blood sugar level as well as the absolute basic level.' 
Glucose tolerance tests revealed an incidence of 
about 10% “flat” cun'es, which was thought to be 
consistent with the emotional stress encoimtered. 

A medical officer participated in an 11,000-mile- 
nonstop flight of six B-52 aircraft. Samples of urine 
collected from four crew members during the flight 
were evaluated for die l7-hydroxycorticosteroids. 
The subjects showed a mean average during the 
flight of 15.2 mg. compared with 8.9 mg, per 100 
cc. the control day over 24 hours. There was, as 
has been shoxvn in other studies, an increase in 
adrenal cortical acUvity' in subjects emoh'onally dis¬ 
turbed and in stressful situations. Quantitatively, 
the 17-hydroxycorticosteroids in the urinary' output 
of flying personnel was believed to be a favorable 
index for evaluating stress. 

In the session on space medicine, there were dis¬ 
cussions on the techniques now available for the 
reconstitution of human urine in the form of potable 
water and on a closed food cy'cle atomic conserva¬ 
tion for space flight. One of the most difficult medi¬ 
cal problems in space medicine was said to be the 
development of closed food and air systems. It was 
said that phy'sical and chemical recycling methods 
could be used “for short hops” but that for longer 
voyages a photosy'nthetic system, such as one pro¬ 
ducing o.xygen through the use of algae, would be 
required. Another speaker said that urine would be 
the main somce of water and tliat for recy'cling this 
product electro-osmosis appeared to be the most 
practical possibility at present. An experimental 
space diet was said to be in preparation for a 
clinical trial. 

Radio transmission and electrical recording have 
made it possible to monitor the physiological con¬ 
dition of crew men during stratosphere flights. 
Data obtained in two balloon ascents and in sex'eral 
stratosphere flights in high-performance aircraft 
indicated that in some subjects the pulse”rate be¬ 
came as high as 165 and 180 per min 
respiratory' rate as high as 60 per m'- • 
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tlieir blood and urine constituents generally were 
found to be within norma] limits, wtli little if any 
indication of the effects of stress. 

Realizing tliat a considerable part of the research 
necessary to the solution of these problems will be 
conducted by in\'estigators other than doctors of 
medicine, tlie Aero Medical Association voted to 
amend its constitution and by-laws so tliat physiolo¬ 
gists, psychologists, antliropologists, and some other 
scientists would be eligible to become full-fledged 
members of the association. 

At the business meeting the association voted to 
sh-ongly recommend that an adequate medical de¬ 
partment be established in die Civil Aeronautics 
Administi-ation directly responsible to the CAA 
administrator and diat Congress be petitioned to 
enact legislation to accomplish this purpose. 

THE RECALCITRANT TUBERCULOUS 
PATIENT 

Widi few e.Kceptions, patients having tuberculo¬ 
sis present no social problem to die private physi¬ 
cian or to die local healdi department. There is, 
however, die occasional patient who will not assist 
in caring for himself and who, in addition, has no 
concern for the welfare of others. This individual 
goes his way s^ireading tubercle bacilli in his home, 
his neighbor’s home, and in public places. Un¬ 
fortunately, it seems this type of individual is also 
often afflicted with alcoholism, and the tivo dis¬ 
eases produce a danger diat is proportionately far 
greater to the community dian just the sum of 
both conditions. 

What can the practicing physician do about such 
a patient, besides worry? Actually very little be¬ 
yond trying to persuade him to "see the light” and 
have some concern for his own welfare and diat 
of others. But when that attempt has failed, tlie 
physician’s only recourse is to work with die local 
health officer, who is vested with strong legal pow- 
rs where communicable diseases are involved. 

What can a health officer do? First, he too will 
try persuasion, usually direcdy and through his 
nursing staff. Sometimes the health officer will suc¬ 
ceed where the private doctor has failed because 
the patient is angry at the doctor who told him he 
has tuberculosis and is purposely resisting that doc¬ 
tor’s recommendations. This may seem like an un¬ 
usual situation, but it occurs with too much regu¬ 
larity to be discounted. More often, however, the 
recalcitrant patient widi tuberculosis retains his 
unreasonable attitude. In diese circumstances the 
health officer next discusses the legal measures at 
his command. Mere impartment of such knowledge 
to most stubborn patients will be the convincing 
factor that causes the sick man to follow faithfully 
the recommended therapeutic regime. 

In a small perccntag© of instances, thoogn, xiei- 
ther the private physician nor the health department 
is able to communicate with an obstinate patient. 
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In such cases it is then necessary to resort to avail- 
able legal measures. While official procedures may 
differ from state to state, the principle behind en¬ 
forced isolation of the patient with a dangerously 
communicable disease is fairly consistent—to pre¬ 
vent, where possible, the spread of infection. 

To be sure, advances in drug therapy have al¬ 
tered many ideas as to which illnesses should be 
isolated. But there still remain several diseases 
(e. g., smallpox, cholera) whose infectivity demands 
the patient s immediate separation {win a suscep¬ 
tible population. Isolation, of course, need not al¬ 
ways be limited to a hospital or institution, and 
in^ the majority of such cases removal from contact 
with susceptible persons can be quite adequately 
carried out at liome. 

Where tlie tuberculous patient has no visible 
means of taking care of himself at home, it is not 
uncommon to place him in some preselected loca¬ 
tion diat can provide not only isolation but, of 
greater importance, treatment. Many health depart¬ 
ments have routine arrangements, and the use of 
legal powers is not actually invoked unless and 
until tlie patient violates his “friendly” isolation 
order. At this point, when all else has failed, it be¬ 
comes necessary to isolate the patient under lock 
and key. But there is always the cry tiiat a jail is 
no place {or a sick person. Fortunately, many states 
have therapeutic lock and key facilities, called cor¬ 
rectional institutions, where treatment and guidance 
are administered simultaneously, with the ultimate 
hope that the patient can be cured mentally as well 
as physically. 

It is interesting to note a recent opinion of the 
California Attorney General concerning recalci¬ 
trancy and isolation. A recalcitrant patient with 
tuberculosis was defined as “one who by his pres¬ 
ent or past statements and conduct has demon¬ 
strated ffiat he will not obey the current quarantine 
and isolation order.” In supporting his belief that 
the patient’s tuberculosis is contagious, the healdi 
officer was advised to include two certificates of 
physicians who specialize in tuberculosis, showing 
that the patient has active, contagious tuberculosis 
and is still a public health menace. Isolation of any 
person with a disease, even in a local jail, is per¬ 
missible if such action becomes necessary to employ 
reasonable security measures. 

Enforced isolation of a person with any disease is 
an extremely controversial procedure. Interestingly 
enough, many health officials do not require, but 
only desire, the isolation of a patient with tubercu¬ 
losis. There is a growing feeling that, with proper 
medical supervision, the tuberculous patient is 
more apt to cooperate in the confines of his accus¬ 
tomed environment. Education of the public to 
better understand the present-day treatment of this 
disease, plus a community awareness of all the 
methods available to care for those who resist 
proper medical care, will serve as the best deter¬ 
rents to potentially recalcitrant patients. 
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A. M. A. SESSION ON LEGISLATION 

How do representative doctors fee] about specific 
governmental activities in hospital construction, 
medical school aid, and the medical aspects of air 
travel operations, social security, veterans’ affairs, 
vocational rehabilitation, and workmen’s compensa¬ 
tion? ^^^lat is the “climate” in Washington, D. C., 
today—what wU it be tomorrow—in regard to legis¬ 
lative matters relating to federal involvement or 
noninvolvement in the health of individual Ameri¬ 
cans? And what about the individual physician— 
where does he fit into the Washington scene? 

For six straight hours (even a sandwich luncheon 
did not intrude on its flow of work) the American 
Medical Association’s only group concerned exclu¬ 
sively nuth a study of federal agencies and law¬ 
making tackled these questions late in March. 
The group is the eight-year-old Committee on 
Legislation, whose 11 members come from every 
region of the nation. It is sometimes described as 
the most sensitive committee of the A. M. A.—most 
sensitive to the same “typical U. S. doctor” opinion 
which ultimately lies behind every action of the 
policy-making A. M. A. House of Delegates. But 
while sensitiveness may be there, final decision is 
not. Each committee recommendation is subject to 
action of the Board of Trustees. 

Committee discussions in Washington on March 
29 dealt largely with “on the scene” reports from 
the A. M. A. Washington office, which monitors 
the many legislative and administrative activities 
in the capital as they relate to health. The com¬ 
mittee also listened to progress reports of a staff 
group which has been informing both medical and 
nonmedical leaders across the nation of the risk and 
expense of proposed free hospitalization and nurs¬ 
ing home care for the aged under social security. 
The staff group told committee members it has 
been able to show these leaders that e.xpanded 
health insurance coverage and other free-enterprise 
mechanisms offer a better solution to the problem 
of improved health care for the aged. One of these 
positive mechanisms has been established volun¬ 
tarily within the health professions. It is the Joint 
Council to Improve Health Care for the Aged, 
comprised of representatives of the A. M. A., the 
American Dental Association, the American Hos¬ 
pital Association, and the American Nursing Home 
Association. 

Chairman of the Committee on Legislation is Dr. 
George M. Fister of Ogden, Utah, who is also a 
member of the A. M. A. Board of Trustees. Other 
committee members are Drs. McKinnie L. Phelps 


of Denver; C. Byron Blaisdell of Asbur>' Park, N. J.; 
R. B. Chrisman Jr. of Coral Gables, Fla.; Frank C. 
Coleman of Des Moines; Harlan English of Dan- 
viUe, III.; Frank J. Holroyd of Princeton, W. Va.; 
J. Lafe Ludwig of Los Angeles; John E. McDonald 
of Tulsa; D. Olan Meeker of Riverside, Conn.; and 
George E. Twente of Jackson, Miss. Committee 
secretary is Mr. Warren Whyte of the A. M. A. 
headquarters staff. 


REPORT OF JOINT COMMISSION ON 
ACCREDITATION OF HOSPITALS 

The following items from the March, 1958, issue 
of the bulletin of the Joint Commission on Accredi¬ 
tation of Hospitals (660 N. Rush St., Chicago; Ken¬ 
neth B. Babcock, M.D., director) are reproduced 
here for the information they contain that will be 
of interest to many physicians.—Eo. 

Hospital Consent Forms 

The question of medical professional liabilitj' 
was discussed at the Board of Commissioners’ meet¬ 
ing and it was decided that hospitals should be ad¬ 
vised that many consent forms presently in use are 
inadequate and should be re-evaluated. The com¬ 
missioners did not and will not endorse any specific 
form. They recommended that the hospital obtain 
local legal counsel in its preparation. In principle 
the form should be an informed consent which 
means that the signer knows what he is signing, 
knows what is to be done, and understands the 
risk involved to the patient. It should include such 
information as the following: name of the hospital 
in which the operation or procedure is to be per¬ 
formed, and date consent is signed; name of the 
patient on whom the operation or procedure is to be 
performed; statement of the nature of the operation 
or procedure to be performed; authorization for ad¬ 
ministration of anesthesia, if necessary; authoriza¬ 
tion to perform such additional operations or pro¬ 
cedures as are considered necessary or desirable in 
the judgment of the surgeon or physician; consent 
to dispose of tissues or parts removed at operation; 
statement that the signer is aware of the contents 
of the form he is signing; signature of patient or 
person legally authorized to give consent on pa¬ 
tient’s behalf; and signature of witness. 

Progress Report—1957 

During the five years the Joint Commission on 
Accreditation of Hospitals has been functioning, 
there has been a steady gain in the number of ac- 
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credited hospitals. Tliis is shown in table 1. The 

1952 figures indicate the number of hospitals ac¬ 
credited by the American College of Surgeons when 
the Commission came into existence. 

During the five-year period 1953-1957, die total 
number of hospitals which took part in the accred¬ 
itation program was 4,521. Of diis number 3,857 
(85.4%) are accredited and 664 (14,6%) are not 
accredited. It is encouraging to note that die hos¬ 
pitals not accredited are working diligendy to 
achieve accreditation and many have requested re- 
survey. Experience has shown that progress toward 
accreditation is accelerated after a survey and im¬ 
provement in patient care has resulted. Even though 
a hospital does not achieve accreditation on the first 
visit, a survey is of considerable value. Table 2 
shows die number of surveys that have been done 
by the Commission. 

Of die total number of surveys done, 6,390 
(89.3%) resulted in accreditation and 765 (10.7%) 
in no accreditadon. The propordon of diose result¬ 
ing in no accreditation has dropped from 11% in 

1953 to 8.2% in 1957. The Commission finds this 

Table l.-~Numbcr of Hospitals Accredited 


19,'12 193.2 10.31 1933 19.30 1937 

Total . .2,203 2,393 3,613 .2,020 3,770 3,857 

U. S. and posscs.'ions. 3,08.3 3,111 3,219 3,319 3,nl 8,523 

Onnndiv . 209 273 28.3 302 318 321 

rorclgn . 8 9 9 9 11 II 


Table 2.—Number of Surveys Conducted 

Total 19.33 1931 1935 1950 1957 


Total . 7,13.5 1,300 l,3a3 1,378 1,421 1,065 

tr. S. and possessions. 6,494 1,213 1,233 1,234 1,299 1,616 

Canada . 649 92 161 130 120 160 

Forelfrn . 12 1 1 8 2 


trend encouraging. It supports the theory diat a 
large number of hospitals which have been sur¬ 
veyed and not accredited have die potential to be¬ 
come accredited. It is estimated diat there are 7,000 
hospitals in the United States and Canada eligible 
for accreditation. Of this number 55.1% are accred¬ 
ited. This indicates that we all have a long pull 
ahead. 

A. M. A. SUPPORTS BILL FOR AIR SURGEON, 
RESEARCH LABORATORY IN CAA 

'Increasing air traflSc and the jet age, accompanied 
by increased physical demand on pilots, require a 
substantial revision in the present metiiod of han¬ 
dling many aspects of aviation medicine.' 

Tims does Dr. F. J. L. Blasingame, General Man¬ 
ager of the American Medical Association, sum 
up official A. M. A. support for pending legislation 
to strengthen die medical department of die Civil 
Aeronautics Administration. (His letter to U. S. 
Senator Warren G. Magnuson, whose Committee 
on Interstate and Foreign Commerce has been con¬ 


sidering such a bill, appeared in the Organization 
Section of the April 26di issue of The Journal 
pages 2189-2190.) ^ ’ 

Also supporting the Senate bill is the Aero Med¬ 
ical Association, which late in March adopted a 
resolution identical to one voted last December by 
the A. M, A. House of Delegates. This resolu¬ 
tion, in calling for “a completely adequate and 
competent medical department in the CAA,” 
noted that “the safety of the flying American public 
(28 million passengers in 1957) is dependent upon 
the health, fitness to fly, and productive efficiency 
of pilots and air control personnel.” 

Urged by Committee 

In asking passage of the legislation (Senate Bill 
1045) the A. M. A. drew upon recommendations of 
its new Committee on Aviation Medicine, headed 
by Dr. Jan H. Tillisch of Rochester, Minn. That 
committee, meeting in Washington, D. C., on March 
27, pointed out that the Civil Aeronautics Board, 
which now has imle-making authority for medical 
standards, does not have a single qualified person 
in the medical field. Tlie proposed bill would 
transfer diis autiiority to die CAA, which now has 
some medical specialists who could function more 
effectively under a Civil Air Surgeon. 

Under present regulations a conflict of audiority 
exists wherein die CAB has the right to review and 
overrule CAA disqualifications or denials of pilot 
certification. Not long ago, for example, the CAA 
refused to grant certification to tiiree applicants 
because medical investigation showed they had 
histories of mental illness. Yet, early last mondi the 
CAB rejected diis medical opinion, and later it 
was revealed diat one of the apphcants had since 
died—in effect, had won the right to fly after his 
death. 

Civil Aeronautics Administrator James T. Pyle 
has praised the A. M. A. Committee (of die Coun¬ 
cil on Industrial Health) for its help in attempting 
to solve CAA medical problems. The office proposed 
in his agency would set minimum standards of 
mental and physical fitness for civil airmen, make 
regulations for safety inspection of aircraft, investi¬ 
gate possible medical causes of aircraft accidents, 
and conduct medical research leading toward safer 
civilian air travel. 

Hazard to Safety 

In discussing die need for Senate Bill 1045, the 
A. M. A. Committee reported; "Airmen are permit¬ 
ted to fly today under circumstances which create 
a distinct hazard to the safety of die flying public. 
If we do not correct diese conditions through 
major changes, we are defaulting to die American 
public. If the proposed biU is what it takes to 
establish a medical organization which could be 
effective, then we ought to support dns legislation. 
We should not sit back on generalizations of med¬ 
ical practice but very specifically point out what i 
need.” 
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The A. M. A. Committee on Avdation Medicine 
heard testimony that persons suffering from cor¬ 
onary and other cardiac conditions, epilepsy, dia¬ 
betes, psychoneurosis, and psychosis have been 
granted permission to pilot aircraft after appealing 
to the CAB—and that medical certification has been 
denied to less tlian 1% of applicants, whereas 25% 
of a comparable group in the general population 
would not have met the same physical standards. 
The Committee is studying proposals which would 
demand even closer medical surveillance of air 
crews assigned to passenger-carrying jet and 
rocket-powered aircraft—to assure proper human 
functioning in such special emironmental conditions 
as extreme high altitude, greater speed of flight, 
and fuel limitations which may require irreversible 
decisions for landings. 

There are approximately 827,000 civilian airmen 
in the U. S., of whom 13,341 are certified to carry 
passengers on a regular basis. 

CIVIL DEFENSE MEETINGS PRECEDING 
SAN FRANCISCO SESSION 

Two medical civil defense meetings will be held 
in San Francisco preceding the 107th Annual Meet¬ 
ing of the A. M. A. On June 19-20, the 12th Naval 
District will sponsor a symposium on "Medical 
Problems of Modem Warfare and Civil Defense” at 
the Naval Radiological Defense Laboratory, and on 
June 21 the A. M. A. Council on National Defense 
will sponsor its Annual National Medical Civil 
Defense Conference in the Sheraton-Palace Hotel. 
Dr. David B. Allman, A. M. A. President, and 
Frank W. Barton, Secretary, A. M. A. Council on 
National Defense, will speak at the naval sympo¬ 
sium on the plan and activities of organized medi¬ 
cine for medical preparedness in disasters or in the 
event of all-out war. 

Dr. Gunnar Gundersen, A. M. A. President-elect, 
will welcome participants to the A. M, A. civil 


defense meeting on June 21. The current federal 
civil defense program, including the national plan 
for mobilization of resources vnll be outlined dur¬ 
ing the morning session by officials of federal gov¬ 
ernment agencies. Also at the morning session vill 
be a discussion of the tihreat and impact of newer 
weapons and delivery systems, and a report on the 
legislative program now pending before Congress 
for a national survival plan by the Hon. Chet Holi- 
field, U. S. congressman, 19th district of California. 

During the afternoon, the surgeons-general of the 
Army, Navy, Air Force, and Public Health Service 
wll discuss the civil defense role and responsibili¬ 
ties of civilian physicians; other subjects include 
the radioactive fall-out problem and the feasibility 
of a national shelter program. All physicians inter¬ 
ested in civil defense planning are urged to attend 
both meetings. 

MEETING ON LABELING OF CHEhHCALS 

The A. M. A. Committee on Toxicology has 
drafted a model law requiring precautionary label¬ 
ing of hazardous substances in commercial, house¬ 
hold, and industrial chemicals. The bill is intended 
as a model for uniform laws to require the declara¬ 
tion of hazardous ingredients and warning state¬ 
ments on the label and in the accompanying liter¬ 
ature of chemical products. 

The first of two or more conferences with repre¬ 
sentatives of health departments, regulatory' agen¬ 
cies, medical societies, and allied health organiza¬ 
tions to discuss this and other tentative legislation 
will be held May 9 at A. M. A. headquarters, Chi¬ 
cago. The Conference on Labeling Hazardous Sub¬ 
stances \viU focus attention on the nature of the 
problem as seen by the public, the medical profes¬ 
sion, regulatory officials, and trade associations, and 
rvill provide discussion on both local and federal 
labeling laws. 
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NEW STUDY IN MICHIGAN-HEALTH 
FACILITIES AND INSURANCE 

A comprehensive two-year study of Michigan’s 
hospital and medical economics, imder the direc¬ 
tion of the University of Michigan, began in March, 
according to a recent annotmcement. 

The study was requested by the Governor’s Com¬ 
mission on Prepaid and Medical Care Programs 
and will be financed by a $325,760 grant from the 
Kellogg Foundation. 

The study wll include the following: 


1. A survey of hospitals, allied institutions, and 
agents in terms of services offered, general pro¬ 
gram, effectiveness of organization, and cost ele¬ 
ments wll be conducted to determine what health 
facilities and programs exist in Michigan which 
might logically fall within the realm of health in¬ 
surance and prepayment, either on a service or 
indemm'ty basis. 

2. Hospital and medical prepayment and insur¬ 
ance plans will be examined xvith specific reference 
to internal operation, costs, benefits, and contract 
limitations. 
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relationships between contract benefits 
availability of services, and use of benefits and 
services by patients will be studied, 

4. The effectiveness of various proposals to con¬ 
trol hospital and medical costs will be examined. 

5. Hospital efficiency in terms of use of available 
facilities, timing of services, accounting, automation 
and substitute skills, medicjil staff organization, and 
regional planning will be investigated. 

6. The problem of additional charges by physi¬ 
cians in respect to service contracts and tlie rela¬ 
tionship, if any, between physician e.\penses to the 
patient and the extent of insurance coverage will 
be e.vplored through interviews Avith patients and 
physicians. 

7. A sample of the population Avith emphasis on 
tlie aged, retired, and disabled Avill be surveyed to 
determine its health e.xperience, charges incurred, 
amount of insurance coverage, and current dis¬ 
ability. 

8. A study of Michigan Hospital Service and 
Michigan Medical Service (Blue Cross-Blue Shield) 
AAall be made specifically because of tiieir size and 
breadth of program. This study Avill cover such fac¬ 
tors as administration, accounting, benefits, enroll¬ 
ment and underAvriting policies, rating principles, 
hospital relations, research and planning, reserves, 
service concept, and use of services. In Michigan 
Medical Service only, fee schedules and the charac¬ 
teristics of participating and nonparticipating phy¬ 
sicians Avill also be analyzed. 

TIac following associations have pledged tlieir 
cooperation to the university in die study: the 
Michigan State Medical Society, Michigan Hospital 
Association, Michigan Association of Osteopathic 
Physicians and Surgeons, Michigan Osteopathic 
Hospital Association, Michigan Chiropodists Asso¬ 
ciation, Michigan Hospital Service, and Michigan 
Medical Service (Blue Cross-Blue Shield). 

Director of the Study Avill be Walter j. McNer- 
ney, head of the Bureau of Hospital Administration 
in the university school of business administration. 

Dean Russell A. Stevenson of the School of Busi¬ 
ness Administration wiU be chairman of the Univer¬ 
sity’s Policy Committee for the project. Members 
will include Marvin L. Niehaus, vice-president and 
dean of faculties; Albert C. Furstenberg, M.D., 
dean of the IS^Iedical School; Henry F. Vaughan, 
dean of the School of Public .Health; Albert C. 
Kerlikowske, M.D., director of the University Hos¬ 
pital; Rensis Likert, director of the Institute for 
Social Research, and McNemey. 

The total report is expected to be available two 
years after the start of the study in March. Interim 
reports will possibly be made at the end of 9,12 and 
15 month periods. The university will report its 
findings and “constructive interpretations” to the 
public. 
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MEDICARE INDEMNITY PLAN CONFERENCE 

Ways and means to secure an indemnity type 
Medicare plan for those states preferring it were 
explored by representatives of 11 state medical 
associations at a Medicare Indemnity Plan Confer¬ 
ence in Atlanta, Ga., Jan. 10-11, 

Tlie meeting was called by the Medical Associa¬ 
tion of Georgia, which had previously conducted a 
survey of state associations to ascertain, among 
otlier things, the changes each Avould like in its 
program for providing medical service to eligible 
dependents of active duty armed forces personnel. 

In a “conference recommendation” adopted at the 
meeting, it Avas stated that the representatives pres¬ 
ent “take exception to the imposition of a service- 
type program because of tlieir convictions that un¬ 
der P. L. 569 an indemnity-type plan is permissible. 
Further, they express their sincere belief that an 
imposed service-type program interferes in prin¬ 
ciple and in practice with the doctor-patient rela¬ 
tionship and contributes to deterioration of good 
medical practice. 

“Hiey consider it imperative for these and other 
state associations jointly to petition the appropriate 
congressional committees and the Secretary of De¬ 
fense to permit negotiation of an indemnity pro¬ 
gram at the time of renewal of Medicare contracts. 

“Tliey therefore agree to request their associa¬ 
tions to petition tire appropriate congressional com¬ 
mittees and the Secretary of Defense in this regard, 
in a concerted action, at the earliest moment per¬ 
mitted by approval of tire associations concerned.” 

The state associations represented at the confer¬ 
ence Avere Alabama, Arizona, Florida, Georgia, 
Kentucky, Ohio, Pennsylvania, Rhode Island, Ten¬ 
nessee, Texas, and Virginia. Dr. Chris J. McLough- 
lin, secretary-treasurer of tire Medical Association 
of Georgia, served as conference chairman. In addi¬ 
tion to tire state representatives, Dr. Hugh H. Hus¬ 
sey, member of the A. M. A. Task Force on De¬ 
pendent Medical Care, and Mr. George W. Cooley, 
secretary of the A. M. A, Council on Medical Serv¬ 
ice, attended the meeting. 

The conference recommendation Avas to be sub¬ 
mitted by the representatives of the 11 states to the 
appropriate bodies of their own associations. These 
representatives agreed that if unity of action could 
be obtained, the states approving the recommenda¬ 
tion could act jointly in presenting requests to the 
Secretary of Defense and appropriate Congressional 
committees for the purpose of effecting progress in 
having the Department of Defense consider indem¬ 
nity type Medicare plans for states desiring to 
negotiate that type of contract. 

The conference further recommended that in¬ 
formation on the conference action be circulated 
among other state medical associations so that they, 
too, might give consideration to it. 
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CALIFORNIA 

Clifford Sweet Annual Seminar.—The seventh an¬ 
nual Clifford D. Sweet Seminar, sponsored by Chil¬ 
dren’s Hospital of the East Bay, Oakland, uill be 
held on May 16-17 at the Claremont Hotel in 
Berkeley. Tlie guest speakers will be Dr. James G. 
Huglies, chairman, department of pediatrics. Uni¬ 
versity of Tennessee College of Medicine, Memphis, 
and Dr. Paul H. Holinger, professor of broncho- 
esophagolog}', University of Illinois and Children’s 
Memorial Hospital, Chicago. 

COLORADO 

Children’s Hospital Summer Clinics.—The 10th 
annual Summer Clinics of The Children’s Hospital 
in Denver uill be held June 18-20. Designed for all 
physicians concerned with the care of infants and 
children, the clinics wall present recent advances 
appropriate to practice, uiU emphasize early recog¬ 
nition of disease, common problems in the manage¬ 
ment of children’s diseases, and wall outline 
successful programs of therapy. Guest faculty this 
year will be Dr. Lee Forrest Hill, chief of staff, 
Raymond Blank Memorial Hospital, Des Moines; 
Dr. Meyer A. Perlstein, professor of pediatrics. 
Cook County Hospital, Chicago; and Dr. William 
B. Kiesewetter, associate professor of surger}'. Uni¬ 
versity of Pittsburgh School of Medicine. Informa¬ 
tion can be secured by waiting the Chairman, 
Summer Clinics Committee, Children’s Hospital, 
Denver 18. 

ILLINOIS 

Hospital News.—The eighth lecture in the eiglith 
annual North Shore Hospital Lecture Series on 
“The Emotional Problems of Childhood” wall be 
held May 7, 8:00 p. m. “Management of the Neuro¬ 
ses of Adolescence” wall be discussed by Dr. Eu¬ 
gene I. Falstein, clinical professor of psychiatr>% 
Chicago Medical School, fflie Commission on Edu¬ 
cation of the American Academy of General Prac¬ 
tice has appror'ed these lectures for category' 11 
credit. Physicians and allied professional personnel 
are invited. 

Chicago 

Professor Coulter Dies.—Merle C. Coulter, Ph.D., 
professor of botany and associate dean of tiie di¬ 
vision of the biological sciences. University' of 

Physicians are invited ko send to this department items of new* of 
general interest, for example, those relating to society activities, nw 
hospitals, education, and public health. Programs should be received 
at least three weelcs before the dale of meeting. 


Chicago, died March 17 in Billings Hospital. Dr. 
Coulter was appointed instructor in botany at Chi¬ 
cago in 1921, and he became professor in 1931. 
His research w'as in plant genetics. HTien the gen¬ 
eral education program of the college of the Uni¬ 
versity' of Chicago w'as being developed he was 
chairman and principal organizer of the general 
courses in the biological sciences. He served as dean 
of the college in 1930 and 1931 and as adraer to 
premedical students from 192.5 to 1948, when he 
was appointed associate dean of the dh'ision of the 
biological sciences in charge of nonclinical depart¬ 
ments. In 1945 he taught at the Army’s University' 
Study Center, at Shrievenham, England. He also 
ser\'ed on the Committee of Ten, of the Association 
of American Medical Colleges, w'hich conducted a 
three-year surv'ey of preprofessional training of 
medical students in the United States. 

Hospital Planning Coimcil Formed.—Formation of 
the Hospital Planning Council for Metropolitan 
Chicago has been announced by Mr. Edw'ard L. 
Ryerson, president of the council. Problems as to 
what new' facilities will best meet the hospital re¬ 
quirements of commimities, w'here.,new:. facilities 
should be located, what ty'pe improvements should 
be made, how' duph’cation of expensive resources 
can be minimized, and how' old hospitals can be 
adapted for future use will he studied and recom¬ 
mendations made to all area hospitals and medical 
agencies. Objectives of the new council are (1) to 
plan the development of hospitals and other fa¬ 
cilities for the care of the sick in accordance with 
measmed needs; (2) to coordinate the ser\’ices of 
the hospitals, the public health and welfare agen¬ 
cies and to bring about a closer interrelation of 
hospitals w'ith other facilities for the care of the 
sick; (3) to study, develop, and make recommenda¬ 
tions concerning standards and methods to improve 
the services and financial economy of hospitals and 
related facilities; (4) to prowde a means whereby 
the interests of the hospitals and the medical pro¬ 
fessions may' be more closely correlated; (5) to 
advise the public and the cooperative fund-raising 
agencies, concerning the financial needs of hospitals 
and related facilities; and (6) to interpret to the 
citizens of the community’ the services available 
for the care of the sick. 

INDIANA 

Annual Pathology Seminar.—The Indiana Associa¬ 
tion of Pathologists, together w’ith the U. S. Veterans 
Administration Hospital, the Indiana Cancer Society', 
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nnd Indiana University School of Medicine, is spon¬ 
soring its 10th annual seminar May 25 at the VA 
Hospital in Indianapolis. Tl^e subject will be "Dis¬ 
eases of the Uterus (Including Cytologic Aspects),'’ 
piesented by Dr. James W. Reagan, professor of 
pathology, 'iVestern Reserve University, Cleveland. 
A number of, slide sets and protocols will be avail¬ 
able for pathologists who are not members of the 
state association but who wish to atend, Tliese sets 
unll be issued to those who apply, in the order of 
their applications, as long as they last. A fee of $5 
will be charged, and this should be sent togedier 
with the request for the set to Dr. Lester H. Hoyt, 
Secretary, I. A. P., Methodist Hospital, Indianapolis 
/. It will not be necessary to bring microscopes or 
slides to the meeting. Members of the medical 
profession are cordially invited. 

KANSAS 

State Medical Meeting in Kansas City.—The 99th 
annual session of tlie Kansas Medical Society will 
be held May 4-7 at the Kansas National Guard 
Armory, Kansas City. Dr. William F. Rotli Jr., 
president, W3'andotte County Medical Society, 
unll present an address May 5. Guest speakers in¬ 
clude Drs. John J. Bonica, Tacoma, Wash.; Francis 
W. Carrutlrers, Little Bock, Ark.; George Crile Jr., 
Cleveland; Benjamin Felson, Cincinnati; Artlrur 
Grpllman, Dallas, Texas; Abe Matheson and Walter 

J. Reich, Chicago; William H. Re Mine Jr., Roches¬ 
ter,-Minn.;-Alfred R. Sugg, Ada, Okla.; and Bruce 

K. Wiseman, Columbus, Ohio. Two panel discus¬ 
sions, "Advances in Management of Disorders of 
die Stomach and Duodenum” and “Medicolegal 
Problems,” will be moderated by Drs. Ardiur P. 
Klotz, Kansas City, and Thomas P. Butcher, Em¬ 
poria, respectively. Luncheon question-and-answer 
sessions, hospital tours, e.xhibits, and specialty 
meetings die afternoon of May 5 are planned. 
Speaker at the annual banquet of the Kansas Chap¬ 
ter, American Academy of General Practice (May 
5) will be columnist Drew Pearson, Washington, 
D. C. For information write Mr. Oliver E. Ebel, 
315 W. Fourdi St., Topeka, Kan. 

MARYLAND 

General Practice Meeting in Baltimore.-The 1958 
spring scientific assembly of the Maryland Academy 
of General Practice will be held at the University 
of Maryland School of Medicine, Baltimore, May 
8. The program includes the following members of 
the university faculty: 

Convulsive Disorders: Detection and Management, Dr. 

Charles Van Buskirk, head, division of neurology. 
Pharmacologic Horizons—An Avalanche of New Drugs, John 
C. Krantz Jr., Ph.D., head, department of pharmacology. 
Industrial Medicine, Dr.vCharles R. Edwards, professor of 
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Ptelfc Suissy ftiliDipIes in Office Suiseiy, Dr. Clarence P 
Scarborough Jr., assistant professor of surgery (plastic) 


A special luncheon ($2.50) program is arranged 
For information write the Maryland Academy o: 
General Practice, 3722 Greenmount Ave Balti 
more 18. ’ 


MICHIGAN 

Eye Screening of Children.-Michigans first masi 
eye screening program for preschool children wa« 
recently conducted by the Macomb County Healtl 
Department at the Seminole School in Mt. Clemens: 
the Michigan Department of Health has announced 
The Mt. Clemens pilot project was an extension ol 
vision screening programs conducted routinely ir 
Mt. Clemens schools and in the schools of mosi 
other state communities. Children in the Mt. Cle¬ 
mens program were 3 and 4 years old. The screen¬ 
ing was done by a technician of die Macomb 
County Health Department. Parents of preschoolers 
unable to pass the screening are being advised. Oi 
383 eligible children, 321 took part in the program, 
Tlie second preschool vision screening program in 
Michigan was conducted in Grand Traverse Count)' 
April 21-25 and, reportedly, similar programs \vill 
he held in other areas of the state. 


NEW HAMPSHIRE 

Informal Conferences on Research.—The Gordon 
Research Conferences for 1958 will be held from 
June 9 to Aug. 29 at Colby Junior College, New 
London, New Hampton School, New Hampton, and 
Kimball Union Academy, Meriden. The conferences 
were established “to stimulate research in univer¬ 
sities, research foundations and industi'ial labora¬ 
tories.” This purpose, achieved by an informal type 
of meeting consisting of scheduled and free dis¬ 
cussion groups, is primarily to bring experts up to 
date as to tlie latest developments, analyze the 
significance of these developments, and to provoke 
suggestions as to underlying theories and methods 
of approach for making new progress. The three 
conferences will have as tlieir themes Cancer, 
“Toxicology and Safety Evaluations,” and “Vita¬ 
mins and Metabolism.” Persons interested in at¬ 
tending are requested to send applications to W. 
George Parks, Ph.D., Director, Department of 
Chemistry, University of Rhode Island, Kingston, 
R. I. Each applicant must state the institution or 
company with which he is connected and the type 
of work in which he is most interested. Attendance 
at each conference is limited to 100. Information 
presented is not to be used witliout specific authori¬ 
zation of the individual making tlie contribution, 
whetlier in formal presentation or in discussion. No 
publications are prepared as emanating from the 
conferences. 
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NEW YORK 

Annual State Medical Meeting.—The 152nd annual 
meeting of the Medical Society of the State of New 
York will be held May 12-16 at the Hotel Stader, 
New York City. Tlie general sessions will be pre¬ 
sented as a group of symposiums and panel discus¬ 
sions under tlie follouing headings and moderators: 

Advances in Special Fields of Surgerj': Part I, Dr. John 
M. Chamberlain, New York Cit>’; Part 11. Dr. E. Jefferson 
Browder, Brooklyn; Part III, Dr. Frank Glenn, New York 
City. 

Functional Disorders of the Esophagus, Dr. Abraham H. 
Aaron, Buffalo. 

Advances in Antimicrobial Therapy: Part I, Dr. Perrin H. 
Long, Brookljai; Part 11, Dr. Carl Muschenheim, New Y'ork 
City. 

Medical and Surgical Complications of Pregnancy, Dr. 
Morris Glass, Brooklyn. 

Secreting Tumors: Clinical RecogniUon and Management, 
Dr. Martin Perlrautter, Brookljm. 

Coma and Unconsciousness, Dr. Linn J. Boyd, New Y'ork Cit>’. 
Rehabilitative Measures in Clinical Practice, Dr. Donald A. 
Covalt, New Y'ork Cit)'. 

Present Concepts of Carcinogenesis. Dr. Comeh'us P. Rhoads, 
New Y'ork City. 

The A. Walter Suiter Lecture, “Medical Aspects of 
Functional Disorders of the Esophagus,” unll be 
presented by Dr. Charles A. Flood, New York City. 
Sessions on legal medicine and tire historj' of med¬ 
icine, with a sj'mposium on “A History of Tubercu¬ 
losis,” are scheduled. Scientific and industrial 
exhibits and motion pictures udll be showm. A 
dinner dance \rill be held May 14, 7 p. m. For in¬ 
formation rwite the Medical Society of tire State 
of New York, 386 Fourth Ave., New York 16. 

Institute on Workmen’s Compensation.—A two-day 
institute on the purposes and administration of 
workmen s compensation \rill be conducted at the 
Hotel Syracuse in S>Tacuse May 7-8 to provide a 
discussion of the philosophy and intent of YY'^ork- 
men’s compensation by specialists in the field for 
the benefit of those who work with the YVorkmen s 
Compensation Law in the nine counties sen'ed by 
the S^’racuse District Office. Other institutes w'ill 
be held in May and June at district offices at Roch¬ 
ester, Buffalo, and Binghamton, and in October at 
New' York City. The nine counties in the area of the 
Syracuse District Office include: CaYoiga, Onon¬ 
daga, Madison, Herkimer, Oneida, Osw'ego, Lewis, 
Jefferson, and St. LawTence. 

New York City 

English Doctors Serve as Visiting Professors.— 
Three doctors from England w'ere appointed visit¬ 
ing professors at the State University of New' York 
Dow'nstate Medical Center in Brooklj'n this spring. 
Dr. Leslie John YY^itts, Nuffield professor of medi¬ 
cine at Oxford University, w'as visiting professor of 
medicine during March. In the department of en¬ 
vironmental medicine and community health, Dr. 
Hiomas McKeown, professor of social medicine at 


the University of Birmingham England w'ill be rnsit- 
ing professor for one month beginning April 23. 
Dr, McKeow’n is senior editor of die British Journal 
of Preventive and Social Medicine. Dr. Arnold A. 
Miles, director, Lister Institute of Preventive Medi¬ 
cine and professor of e.xperimental pathology at 
the University of London, w'ill be risiting professor 
of microbiology' and immunology' from April 15 to 
July 15. Dr. Miles is co-editor of Principles of Bac¬ 
teriology and Immunology. Prior to his present posi¬ 
tion he W'as deputy director of tlie National 
Institute for Medical Research in London. 

Dr. Marti-Ibanez Honored.—Three aw’ards from 
history of medicine societies have been bestow'ed 
on Dr. FeEx Marti-Ibanez, director, department of 
the history' of medicine. New' York Medical College, 
Flow'er and Fifth Avenue Hospitals, and editor-in- 
chief of tlie medical new'smagazine, MD. At tlie 
annual congress of the Turkish Society for the 
History' of Medicine in Istanbul, Dr. Marti-Ibanez 
W'as made an honorary' member in recognition of 
his “sen'ice and dedication to the History' of Medi¬ 
cine diroughout the w'orld, sy'mpathy and under¬ 
standing of tlie Turkish History of Medicine, and 
for the originality of his contributions to Medicine 
and culture.” Dr. Marti-Ibanez w’as also appointed 
honorary' member of the Society of the History’ of 
Medicine in Brazil, of w’hich he w'as corresponding 
member. He will be awarded a diploma at the next 
meeting of the society, to be held in Rio de Janeiro. 
The Cuban Society of the History of Medicine also 
nominated Dr. Marti-Ibanez as a member of honor 
at their last meeting. 

Symposium on Basal Ganglia Surgery.—The New’ 
York University'-Bellevue Medical Center and St. 
Barnabas Hospital ivill present a three-day sy'm- 
posium on “Basal Ganglia Surgery' For Involuntary 
Movement Disorders,” sponsored by the American 
Rehabilitation Foundation and tlie Sister Elizabetli 
Kenny Foundation, May 15-17 in the Alumni Hall 
Auditorium. Panel speakers include Dr. T. Reichert, 
professor, Neurochirurgische Klinik der Universitat, 
Freiberg, Germany'. The Symposium chairman is 
Dr. In'ing S. Cooper, professor of research surgery, 
department of surgery', NYU Post-Graduate Med¬ 
ical School. Panel topics and moderators include: 

Neuroanatomical and Physiological Consideration Related to 
Basal Ganglia Surgery in Humans, Ray S. Snider, Ph.D., 
Chicago. 

Technical Aspects of Surgery' of tlie Basal Ganglia in Humans, 
Dr. A. Earl Walker, Baltimore. 

Results and Effects of Basal Ganglia Surgery’ in Humans, Dr. 
Percival Bailey, Cliicago. 

Neurologic and Physiologic Implications of Current Investi¬ 
gations Concerned with Basal Ganglia Operations in 
Humans, Dr. Irving S. Cooper. 

For information wTite Miss Dorotliy P. Frome. 
Office of Public Relations, 550 First Ave., New’ 
York 16. 
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State Medical Meeting in Asheville.-The 104th 
annual session of tlie Medical Society of tlie State 
of North Carolina \\4ll be held May 4-7 in Asheville, 
with headquarters at the Battery Park and George 
Vandeibilt hotels. The presidential address will be 
gi\'en May 6 by Dr. Edward W. Schoenheit, of 
Asheville. The follo\^^ng out-of-state speakers are 
listed: Drs. Francis B. Berry, Assistant Secretarj^ of 
Defense, Washington, D. C.; David A. Cooper, 
Philadelphia; Marcus M. Ravitch, Baltimore; Wil¬ 
fred Bloomberg and Howard F. Root, Boston; 
Charles M. Nice Jr., Minneapolis; James Watt, 
Bethesda, Md.; and Joseph F. Artusio Jr., New York 
City. A panel discussion, “Alternative Viewpoints 
on Controversial Surgical Problems,” will be mod¬ 
erated by Dr. Vhlliam W. Kitchin, Clinton, May 5. 
S}Tnposiums, audiovisual sessions, and scientific and 
technical exhibits are planned. Tlie presidential din¬ 
ner will be held May 6. A skeet shoot and ladies’ 
lirogram are arranged. For information i\Trite Mr. 
James T. Barnes, E,\'ecutive Secretarj', Medical So¬ 
ciety of tlie State of North Carolina, 203 Capitol 
Club Bldg., Raleigh, N. C. 

PENNSYLVANIA 

Public Health Week May 11-17,—This year’s ob¬ 
servance of Pennsylvania Public Health Week 
May 11-17 will again emphasize the need of “More 
Hands for Health,” calling attention to die many 
careers tliat are open in the health field to high 
school and junior college sudents. Co-sponsors of 
tlie week’s activities are the following agencies: 
Pennsylvania State Departments of Health and 
Public Instruction; Pennsjdvania League for Nurs¬ 
ing; Pennsylvania Health Council; Tlie Medical So¬ 
ciety of the State of Pennsylvania; Pennsylvania 
Nurses Association; Pennsylvania Hospital Associa¬ 
tion; Pennsylvania Public Healtli Association; Penn¬ 
sylvania Tuberculosis and Health Society; and 
Pennsylvania Association of Sanitations. Programs 
planned for the week will include school health 
assemblies devoted to health careers, field trips 
conducted by public health workers, panel discus¬ 
sions, visits to hospitals and local health depart¬ 
ments, distribution of literature, and feature articles 
in newspapers. 

Philadelphia 

Program for Study of Uterine Cancer.—A broader 
program for the study and treatment of uterine 
cancer has been made available at the Temple 
University Medical Center, financed by a $20,000 
grant from the National Advisory Council of tire 
U. S. Public Health Services. Dr. Clayton T. 
Beecham, chnical professor of obstetrics and gyne¬ 
cology, to whom the grant was awarded, announced 
that patients to be included in tlie study will be 
seen first at the regular Gynecology Clinic in the 
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hospital’s outpatient department. The 
include all diagnostic and therapeutic 
lems at the center. 


program viU 
cancer prob- 


University News.-A grant of $150,000 to the Wom¬ 
an s Medical College of Pennsylvania from the Ava¬ 
lon Foundation has been received, Mr. John B 
Prizer, chairman of the college’s Board of Corpora¬ 
tors, has announced. This gift is for the construction 
of the new Research Wing, which will be built at 
a cost of more than two million dollars, contracts 
for which are to be let by July 1.—The election of 
Dr. Wynne Sharpies, president, National Cystic 
Fibrosis Research Foundation, and Dr. Richard A. 
Kern, emeritus professor of medicine, to the Temple 
University Board of Trustees was announced in 
February. Both physicians will serve on the Com¬ 
mittee on Hospital Affairs. 

SOUTH DAKOTA 

State Medical Meeting in Huron.—The 77th an¬ 
nual meeting of the South Dakota State Medical 
Association ^vill be held May 17-20 at the Marvin- 
Hughitt Hotel, Huron, Guest speakers include Drs. 
Ormond S. Culp, John S. Welch, and Paul R. Lips¬ 
comb, Rochester, Minn.; C. Paul Winchell and 
Richard G. Lester, Minneapolis; Charles L. Schnei¬ 
der, Dearborn, Mich.; Franz Altmann and Milton 
Friedman, New York City; Ralph V. Platou, New 
Orleans; Russell B. Roth, Erie, Pa,; Thomas J. E. 
O’Neill, Philadelphia; John A. Rowe, Ph.D,, Kansas 
City, Mo.; and Benjamin M. Gasul, Chicago. The 
fourth general session will be a joint meeting witli 
the Soutli Dakota Heart Association. Two films 
are scheduled: “Curare” and ‘Tatent Ductus Ar¬ 
teriosus.” Hie annual banquet will be held May 
19, 7 p. m., with Dr. Rotli as speaker. Luncheon 
meetings, panel discussions, and exhibits are 
planned. Arrangements for golf and a ladies’ pro¬ 
gram have been made. Registration fee is $5, For 
information write the South Dakota Sate Medical 
Association, 300 First National Bank Building, Sioux 
Falls, S. D. 

VIRGINIA 

Appoint Department Chairman.—Dr. Wfilliam S. 
Jordan Jr. has been appointed professor of preven¬ 
tive medicine and chairman of tire department of 
preventive medicine and professor of internal med¬ 
icine at the University of Virginia School of 
Medicine, Charlottesville, Dr. Thomas H. Hunter, 
dean of the School of Medicine, has announced. 
His appointment is effective May 1. Dr. Jordan, 
who has done research in epidemiology, immun¬ 
ology, and virology, was a member of the depart¬ 
ment of preventive medicine at at Westem Reserve 
University School of Medicine, participated in an 
intensive 10-year investigation of illnesses in a 
group of Cleveland families. He spent fcee years 
in the Navy, after which he became assistant resr- 
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dent on the medical service at Boston City Hospital 
and the foUowng year went to Western Reserve 
School of Medicine as a teaching fellow in internal 
medicine and preventive medicine, 

GENERAL 

Prizes for Observations in General Practice.—The 
1958 Benger Prizes for Original Obsen'ations in 
General Practice, presented by Benger Laboratories 
Limited, of Toronto, Canada and Cheshire, Eng¬ 
land, and adjudicated by the British College of 
General Practitioners, have been announced. Tlieir 
aim is “to bring into the light the unpublished dis¬ 
coveries or ideas of individual general practitioners 
so that they may be considered and explored by 
all.” Entry is open to any family doctor in any part 
of the world. Nearly 100 entries for the 1957 prizes 
were received, coming from 12 different countries. 
The winner of the first prize $700 is Dr. Evan H. 
Evans of Rockingham Station, Nova Scotia, whose 
subject was “The Susceptible State to Viral Infec¬ 
tions.” Entries for the 1958 awards must be received 
by the Chairman of the Awards Committee, The 
College of General Practitioners, 54 Sloane St., 
London, S. W. 1, England, by July 31. 

Annual Meeting on Neoplastic Diseases.—The 
American Association for tlie Study of Neoplastic 
Diseases will hold its annual meeting May 22-24 
with headquarters the Greystone Hotel, Gatlinburg, 
Tenn. The program will cover newer techniques 
in cancer diagnosis, including autoradiography and 
cj'todiagnosis. Presentations of microscopic speci¬ 
mens and radiologic studies relative to the cases 
under discussion will be made May 22 and 23. 
May 24 %vill be spent at Oak Ridge, where tlie 
staff of the Oak Ridge Institute of Nuclear Studies 
will present unpublished material on neoplasia. 
There will also be a tour of the facilities of Oak 
Ridge. Presentations and discussions are informal 
and microscopes are used. Those ha\dng cases of 
interest to present should write to Dr. Victor Le¬ 
vine, Chairman of the Program Committee, 30 N. 
Michigan Ave., Chicago. For reservations wite the 
Executive Secretary, American Association for the 
Study of Neoplastic Diseases, P. O. Box 268, Gat¬ 
linburg, Tenn. 

Annual Meeting of Psychoanalysts.—Tlie American 
Psychoanalytic Association Mill hold its annual 
meeting May 9-11 at the Hotel Fairmont, San 
Francisco. Over 30 papers are scheduled with dis¬ 
cussions to follow, including “Creative Ego Con¬ 
flict” by Dr. Anton Ehrenzweig, London, England. 
Four panel discussions will be presented wth the 
following moderators: 

Psychological Consequences of Physical Illnesses in Child¬ 
hood, Edith Bu.\bauni, Ph.D., Seattle. 

Isolation, Dr. Victor H. Rosen, New York City. 


The Theory of the Conversion Process, Dr. Feli.\ Deiitsch, 
Cambridge, Mass. 

Phobias and Their Vicissitudes, Anna ^taenchen, Ph.D., 
Berkeley, Calif. 

Fees for the meeting will be $5 for members and 
$10 for professional guests. A supper dance ($8.50) 
is planned for May 9. For information WTite Mr. 
John N. McVeigh, Executive Secretar)% The Amer¬ 
ican Psychoanalvtic Association, 36 W. 44th St., 
New York 36. 

Meeting of English-Speaking Ortliopedic Associa¬ 
tions.—A joint meeting of tlie Orthopaedic Asso¬ 
ciations of die English-Speaking World Mull be held 
May 11-16 at the Shoreham Hotel, 'Washington, 
D. C. British, Canadian, Australian, New Zealand, 
South Afriean, and American associations will be 
represented. The program ineludes the followang 
symposium topics and chairman: 

Ortliopaedic Problems in Children, Dr.' Nonnan Capener, 
president, British Orthopaedic Association. 

Arthritis, Dr. Ardmr J. Helfet, president. South African 
Orthopaedic Association. 

Fractures, Dr. George W. Armstrong, pre.sident, Canadian 
Ortliopaedic Association. 

Surgical Implants in Modern Surgery, Dr. Capener and 
Dr. Joseph S. Barr, Boston. 

Bone Tumors, Dr. John B. Colquhoun, president, Australian 
Ortliopaedic Association, and Dr. Henr>' W. Fitzgerald, 
president. New Zealand Orthopaedic Association. 

A program of ladies’ activities is arranged. The 
American and Canadian associations will hold re¬ 
ceptions May 12 and 13, respectively. For informa¬ 
tion wite Dr. Harold A. Sofield, Secretary, 715 
Lake St., Oak Park, Ill. 

Pediatricians Meet in Atlantic City.—The 68th an¬ 
nual meeting of the American Pediatric Society wall 
be held May 8-9 at the Traymore Hotel, Atlantic 
City, N. J. Dr. Alexander A. Weech, Cincinnati, will 
present the president’s address to open tlie scientific 
sessions. Of the 24 papers presented at tire four 
sessions (81 papers will be read by title) tlie fol¬ 
lowing will include foreign participants: 

A Study of the Spectrum and Genetics of Nephrogenic Dia¬ 
betes Insipidus. Drs. Seymour R. Kaplan and Ayse M. 
Y'uceoglu, New York City, and J. Strauss, Buenos Aries, 
Argentina. 

Erytlrrocyte Phosphate Metabolism in Infancy, Dr. Ahin 
Zipursky, Winnipeg, Manitoba, Canada. 

Aldosteronism and Hypertension: The Influence of Complete 
Adrenalectomy Upon Essential Hypertension in a Child, 
Dr. Robert J. Slater, Dr. Douglas Geiger, Dr. Helen J. 
Leeson, and A. G. Gomall, Ph.D., Trononto, Ontario, 
Canada. 

Adaptations of the Newborn Infant’s Cardiovascular and 
Pulmonary Systems to Extrauterine Life, Drs. Forrest H. 
Adams, Los Angeles, and Jonas P. Karlberg and John 
Lind, Stocklrolm, Sweden. 

For information write Dr. Aims C. McGuinness, 
Secretary, American Pediatric Society, 2800 Quebec 
St., N. W., Washington 8, D. C. 
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State Medical Meeting in Asheville.—Tlie 104th 
annual session of the Medical Society of the State 
of North Carolina will be held May 4-7 in Asheville, 
with headquarters at the Battery Park and George 
Vanderbilt hotels. The presidential address will be 
gi\'en May 6 by Dr. Edw^ard W. Schoenheit, of 
Asheville. The following out-of-state speakers are 
listed: Drs. Francis B. Berry, Assistant Secretary of 
Defense, ^Vashington, D. C.; David A. Cooper, 
Philadelphia; Marcus M. Ravitch, Baltimore; Wil¬ 
fred Bloomberg and Plow'ard F. Root, Boston; 
Charles M. Nice Jr., Minneapolis; James Watt, 
Bethesda, Md.; and Joseph F. Artusio Jr., New York 
City. A panel discussion, “Alternative Viewpoints 
on Controversial Surgical Problems,” will be mod¬ 
erated by Dr, William W. Kitchin, Clinton, May 5. 
Swnposiums, audiovisual sessions, and scientific and 
technical exhibits are planned. Tlie presidential din¬ 
ner will be held May 6. A skeet shoot and ladies’ 
program are arranged. For information wiite Mr. 
James T. Barnes, Executive Secretary', Medical So¬ 
ciety’ of the State of North Carolina, 203 Capitol 
Club Bldg., Raleigh, N. C. 

PENNSYLVANIA 

Public Health Week May Il-17.-This years ob¬ 
servance of Pennsjdvania Public Health Week 
May 11-17 will again emphasize the need of “More 
Hands for Health,” calling attention to the many 
careers tliat are open in the health field to high 
school and junior college sudents. Co-sponsors of 
the week’s activities are tlie following agencies; 
Pennsylvania State Departments of Healtli and 
Public Instruction; Pennsylvania League for Nurs¬ 
ing; Pennsylvania Health Council; Tlie Medical So¬ 
ciety of the State of Pennsylvania; Pennsylvania 
Nurses Association; Pennsylvania Hospital Associa¬ 
tion; Pennsylvania Public Healtli Association; Penn¬ 
sylvania Tuberculosis and Health Society; and 
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hospital’s outpatient department. The program \vi]! 
include all diagnostic and therapeutic cancer prob¬ 
lems at the center. 

University News,-A grant of $150,000 to the Wom¬ 
an s Medical College of Pennsylvania from the Ava¬ 
lon Foundation has been received, Mr. John B. 
Prizer, chairman of the college’s Board of Corpora¬ 
tors, has announced. This gift is for the constniction 
of the new Research Wing, which will be built at 
a cost of more than two million dollars, contracts 
for which are to be let by July 1.—Tire election of 
Dr. Wynne Sharpies, president, National Cystic 
Fibrosis Research Foundation, and Dr. Richard A. 
Kem, emeritus professor of medicine, to the Temple 
University Board of Trustees was announced in 
February. Both physicians will serve on die Com¬ 
mittee on Hospital Affairs. 

SOUTH DAKOTA 

State Medical Meeting in Huron.—The 77th an¬ 
nual meeting of the South Dakota State Medical 
Association will be held May 17-20 at the Marvin- 
Hughitt Hotel, Huron. Guest speakers include Drs. 
Ormond S. Culp, John S. IVelch, and Paul R, Lips¬ 
comb, Rochester, Minn.; C. Paul W5nchell and 
Richard G. Lester, Minneapolis; Charles L. Schnei¬ 
der, Dearborn, Mich.; Franz Altmann and Milton 
Friedman, New York City; Ralph V, Platou, New 
Orleans; Russell B, Rotli, Erie, Pa,; Tliomas ]. E. 
O’Neill, Philadelphia; John A. Rowe, Ph.D., Kansas 
City, Mo.; and Benjamin M. Gasul, Chicago. Tlie 
fourth general session wll be a joint meeting widi 
the Soutli Dakota Heart Association. Two films 
are scheduled: “Curare” and ‘Tatent Ductus Ar¬ 
teriosus.” The annual banquet ivill be held May 
19, 7 p. m., with Dr. Rodi as speaker. Luncheon 
meetings, panel discussions, and e.xhibits are 
planned. Arrangements for golf and a ladies’ pro¬ 
gram have been made. Registration fee is $5. For 
information wrrite the Soudi Dakota Sate Medical 
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receptions, and an opera. The German Society of 
Ear, Nose and Throat Specialists, will hold its con¬ 
gress, organized with die Austrian Oto-Laryngologi- 
cal Society, May 19-22, in Salzburg, Germany. For 
information ^\Tite Prof. Dr. K. Miindnich, Miinchen, 
Pettenkoferstrasse 8a, Deutschland. 

CORREGTIONS 

He.xafluorodiethyl Ether—An Inhalant Con^nilsant. 
—In die initial summary of the article in The 
Journal. March 29, 1958, page 1555, the first sen¬ 
tence should read “Twenty-five patients” (not 
Seventy-five) “received 288 convulsive dierapy 
treatments.” 

Patients Treated for Uterine Cancer.—Dr. Lewis C. 
Scheffey vTites that in his article entitled “Obsen'a- 
tions on Survival of Patients Treated for Uterine 
Cancer” in The Jotuinal, April 5, 1958, page 1694, 
die sentence beginning nadi “In 1955 . . .” in the 
second paragraph should read as follows; “In 1955 
Emge ^ brought our attention to the fact that 82, 
174, and 138 patients v4th untreated cancer of the 
corpus, ceiA'ix, and ovar}% as reported to the Cali¬ 
fornia State Tumor Registry' between 1942 and 
1946 and followed for 5 years as of 1951, presented 
five-year sur\'ival rates of 19.5, 13.8, and 0.0% re¬ 
spectively.” 

EXAMINATIONS 

AND 

LICENSURE 



MEDICAL SPECIALTY BOARDS 

Amemcan Board of Anesthesiology: Written. Various lo¬ 
cations, July 17, 1959. Final date for filing application is 
Januarj' 17,1959. Sec., Dr. Curtiss B. Hickcox, 80 Seymour 
St., Hartford. 

Amemcan Boamj of Dehmatology: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for filing 
all applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 

Amemcan Board of Internal Medicine: Written. Oct. 20, 
1958. Oral. Philadelphia, April 23-26; San Francisco, June 
18-21; Chicago, Oct. 13-16. Sec.-Treas., Dr. William A. 
Werrell, One West Main St., Madison 3, Wis. 

Amemcan Board of Neurological Surgery: E.xamination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington Universit)' School of 
Medicine, St. Louis 10. 

Amemcan Board of Obstetmcs and Ginecology: Appli¬ 
cations for certification, new and reopened. Part I, and 
requests for re-examination Part II, are now being ac¬ 
cepted. All candidates are urged to make such application 
at the earliest possible date. Deadline date for receipt of 
application is September 1, 1958. Sec., Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6. 


Amemcan Board of Ophthalmology: Written, qualifs-ing 
test (Part I), Januarj' 1959. Final date for filing applica¬ 
tion is July 1, 1938. Oral Examinations 1938 (Part II): 
San Francisco, June 17-21; Chicago, Oct. 17-22. Sec., Dr. 
Merrill J. King, Box 236, Cape Cottage Branch, Portland, 
Maine. 

Amemcan Board of Orthopaedic Surgery: Fart II. Chi¬ 
cago, Jan. 21-23,1939. Sec., Dr. Sam W. Banks, 116 South 
Michigan Avenue, Chicago 3. 

Amemcan Board of Otolaryngology: Oral. Chicago, Oct. 
6-9. Final date for filing apph'cation is March. Sec., Dr. 
Dean M. Lierle, Unix’ersitj' Hospitals, Iowa Citj'. 

Amemcan Board of Pathology: San Francisco, June 30- 
July 2. Final date for filing application is May 1. Sec., Dr. 
Edward B. Smith, Indiana Universitj’ Medical Center, 
1042-1232 W. Michigan St,, Indianapolis 7. 

Amemcan Board of Pediatrics: Oral. Atlantic Citj', May 
3-3; Cincinnati, June 13-15; Chicago, Oct. 24-26 and New 
York, Dec. 5-7. Sec., Dr. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 

Amemcan Board of Physical Medicine and Rehabilita- 
•noN: Oral and Written. Peoria, Ill., June 20-21. Final date 
for filing apph'cation was Feb. 1. Sec., Dr. Earl C. Elkins, 
200 First St., S. W., Rochester, Minn. 

American Board of Plastic Surgery: Oral and Written. 
Galveston, Texas, Maj’ 18-20. Corresponding Secretaiy, 
Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

American Board of Preventive Medicine: Occupational 
Medicine, April 18-20. Final date for fifing application was 
Jan. 30. Public Health on a Regional Basis, April. Final 
date for fifing application is Jan. 30. Sec., Dr. Tom F. 
Whayne, 3438 W^ut St., Philadelphia 4. 

Amemcan Board of Proctology: Oral and Written, Parts 
1 and II. September 1958. Final date for Sling apph'cation 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

Amemcan Board of Psychiatry and Neurology: New Y’ork 
Citj', Dec. 13-16; New Orleans, Mar. 16-17. Training 
credit for full time psychiatric and/or neurologic assign¬ 
ment in unapproved military programs or sen'ices between 
the dates of Jan. 1,1950 and Jan. 1,1954 n'ill be terminated 
on Jan. 1, 1959. Sec., Dr. DaMd A. Boj’d, 102-110 Second 
Ave. S. W., Rochester, Minn. 

Amemcan Board of Radiology': Special Examination in 
Nuclear Medicine for Diplomates in Radiology or Thera¬ 
peutic Radiology, Chicago, May 17. Deadline for filing 
application was Feb. 1. Regular Examination in Radiology, 
Chicago, May 19-23. Final date for filing application was 
Jan. 1. Regular Examination in Radiology. Wasliington, 
D. C., Dec. 8-12. Final date for fifing application is Julj' 1. 
Sec., Dr. H. Dabney Kerr, Kahler Hotel Bldg., Rochester, 
Minn. 

American Board of Surgery: Oral (Part II). Chicago, May 
12-13; Los Angeles, June 16-17; Portland, June 20-21. 
Written examinations (Part I) will be held at various 
centers in the United States, Canada, Hawaii, Puerto Rico, 
and certain military centers abroad on December 3. The 
date of the Fall examination in Part I has been changed 
from the last Wednesday of October as announced in its 
current Booklet of Information to December 3, 1958. 
Thereafter, e.xaminations in Part 1 will be held once an¬ 
nually, on the first Wednesday of December. The closing 
date for filing applications will be August 1. Part II. Balti¬ 
more, March 10-11. Sec., Dr. John B. Flick, 223 So. loth 
St., Philadelphia 2. 

Board of Thoracic Surgery: Oral. Boston, .May 12-13. 
Final date for filing application was December 1. The fall 
written examination will be given in September 1958 and 
closing date for registration is July 1. Registration for the 
fall oral examination closes Julj’ 1. 
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DEATHS 



Alexander, Oliver Osh-om Terre Haute, Ind.; 
born in 1887; University of Michigan Depai'tment 
of Medicine and Surgery, Ann Arbor, 1909; member 
of the founders group of the American Board of 
Surgery; member of the Western Surgical Associa¬ 
tion; fellow of the American College of Surgeons; 
served as secretary, vice-president, and president 
of tJie Vigo Count}' Medical Society; past-president 
of the Terre Haute Academy of Medicine; for many 
years councillor and for eight years chairman for 
the Fifth District of the Indiana State Medical As¬ 
sociation; veteran of World War I; member of the 
staff of the Union Hospital; died Feb. 23, aged 70, 
of cerebral thrombosis and arteriosclerosis. 

Allen, Sylvester C. E. ® Waterloo, Wis.; Marquette 
University School of Medicine, Milwaukee, 1914; 
associated with St. Marj^’s Hospital, Watertown, 
St. Mary’s Hospital, Columbus, and St. Mary’s and 
Methodist hospitals in Madison; died in Madison 
Feb. 26, aged 68. 

Anderson, John Carlisle, Chatham, Va.; University 
College of Medicine, Richmond, 1909; veteran of 
World War I; died in Sarasota, Fla., Feb. 14, aged 
75. 

Baer, Herman, Elsinore, Calif., Medical College of 
the State of South Carolina, Charleston, 1901; an 
associate member of the American Medical Associa¬ 
tion; died Feb. 15, aged 78, of coronary occlusion. 

Balg, Joseph, New York City; St. Louis University 
School of Medicine, 1930; resident, Royal Hospital; 
veteran of World War II; died in Hialeah, Fla., 
Jan. 27, aged 58, of arteriosclerotic heart disease. 

Beek, William G. S’ Shorewood, Wis.; Dearborn 
Medical College, Chicago, 1904; for many j'ears 
practiced in Chicago; died in the Columbia Hos¬ 
pital Feb. 26, aged 86, of complications of ileitis. 

Boice, James Montgomery, St. Petersburg, Fla.; 
Jefferson Medical College of Philadelphia, 1906; 
formerly associated with the regional office. Vet¬ 
erans Administration; died in Roanoke, Va., Dec. 1, 
aged 76, of arteriosclerosis and acute cardiac failure. 

Bonsack-Miller, Blanche * Eglon, W. Va.; Uni¬ 
versity of Cincinnati College of Medicine, 1921; 
past-president of the Preston County Medical So¬ 
ciety; associated with Broaddus Hospital in Philippi, 
and Garrett County Memorial Hospital in Oakland, 
Md.; died in Philippi Feb. 27, aged 65, of diabetes 
mellitus and nephrosis. 

®Indic.'iles Member of the Americ.nn Medical Association. 


Bold, Francis H., Charleston, S. C.; Medical College 
of the State of South Carolina, Charleston, 1909; 
member of the South Carolina Aledical Association; 
veteran of World War I; served as alderman; died 
Jan. 25, aged 76, of pulmonary emphysema and 
bronchiectasis. 


Burton, Robert Eldridge, Petersburg, Va.; Leonard 
Medical School, Raleigh, N. C.; 1903; died Jan. 28, 
aged 79, of heart disease. 

Curry, William Hugh ® Eupora, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1911; in 1940-41 
vice-president of the Mississippi State xMedical As¬ 
sociation; served as county health officer; died Feb. 
19, aged 77, of coronary thrombosis. 

Dashiell, Leland Elder ® Colonel, U. S. Army, re¬ 
tired, Alexandria, Va.; University of Louisville 
(Ky.) Medical Department, 1916; service member 
of the American Medical Association; veteran of 
World War I; entered the medical corps of the 
U. S. Army in 1920; retired Oct. 31, 1945; died in 
the Walter Reed Army Hospital, Washington, D. C., 
Jan. 12, aged 66, of arteriosclerotic heart disease. 

Ebenstein, Simon Harold, New York City; New 
York Homeopathic Medical College and Flower 
Hospital, New York City, 1918; member of the 
Medical Society of the State of New York; died in 
the Montefiore Hospital Feb. 12, aged 64, of car¬ 
cinoma of the lung. 

Ellis, Wilbur Sibley ® Pomeroy, Ohio; Miami Med¬ 
ical College, Cincinnati, 1896; formerly county 
health officer; died in Columbus Feb. 17, aged 83, 
of arteriosclerosis and cerebral vascular accident. 


Fawcett, Ivan ® Wheeling, W. Va.; born in Salem, 
Ohio, Jan. 31, 1889; University of Pennsylvania 
School of Medicine, Philadelphia, 1910; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthal¬ 
mology and Otolaryngology; fellow of the American 
College of Surgeons; served as president of the Ohio 
County Medical Society; for many years a member 
of the House of Delegates of tire American Medical 
Association; formerly president and long-time mem¬ 
ber of Ogelbay Institute; for many years a trustee 
of Linsly Military Institute and since 1942 presi¬ 
dent of its board; on the staff of the Ohio Galley 
General Hospital, where he died Feb. 4, aged 69. 


■riedman, Alexander, New York City; University' of 
)orpat Faculty of Medicine, Russia, 1886; an 
3 ciate member of the American Medical Associa- 
on; died Jan. 24, aged 94, of arteriosclerosis. 
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Hanscom, Ridgely Femald, Berry^dlle, Va.; Med¬ 
ical School of Maine, Portland, 1913; veteran of 
World War I; died in Winchester (\^a.) Hospital 
Jan. 23, aged 70, of heart disease. 

Harding, Henry Oswi, New York City; New York 
Homeopathic Medical College and Flower Hospital, 
New York City, 1913; died in the Sydenham Hos¬ 
pital Jan. 28, aged 72, of carcinoma of the bladder. 

Harrington, Harold Francis ® Attleboro, Mass.; 
Tufts College Medical School, Boston, 1933; for 
many years associated with Sturdy Memorial Hos¬ 
pital; died Feb. 17, aged 49. 

Holcomb, Clarence Chester, Margaretville, N. Y.; 
College of Medical Evangelists, Loma Linda and 
Los Angeles, 1930; county coroner; on the staff of 
the Margaretville (N. Y.) Hospital, where be died 
Feb. 12, aged 57, of cerebral hemorrhage. 

Holland, Claude L., Fairmont, W. Va.; Maryland 
Medical College, Baltimore, 1901; an associate 
member of the American Medical Association; spe¬ 
cialist certified by the American Board of Pediatrics; 
fellow of the American College of Physicians; as¬ 
sociated with Fairmont General and Fairmont 
Emergency hospitals; died Jan. 29, aged 79, of 
cardiovascular renal disease. 

Hurtig, Henr}' G. ® Hanover, Kan.; John A. 
Creighton Medical College, Omaha, 1912; died Feb. 
20, aged 73. 

Hutton, Arthur DLvon ® Marion, Va.; Medical Col¬ 
lege of Virginia, Richmond, 1927; member of the 
staff of the Southwestern State Hospital; died in 
Abingdon Feb. 11, aged 60. 

Johnson, Harry Edgar, St. Joseph, Mich.; Western 
University Faculty of Medicine, London, Ontario, 
Canada, 1910; died in Tampa (Fla.) General Hos¬ 
pital Feb. 22, aged 78, of subarachnoid hemorrhage. 

Jones, Alvah Wilber ® Red Wing, Minn.; George¬ 
town University School of Medicine, Washington, 
D. C., 1891; for many years city health officer and 
member of the board of education; died Jan. 3, 
aged 84. 

Lanchner, Samuel Herbert, New York City; New 
York Homeopathic Medical College and Flower 
Hospital, New York City, 1913; died Feb. 4, aged 
68, of acute coronary occlusion. 

Lowry, John Albert Berchard ® Crewe, Va.; Uni¬ 
versity of Maryland School of Medicine and College 
of Physicians and Surgeons, Baltimore, 1915; mem¬ 
ber of the American Academy of General Practice; 
veteran of World War I; served on the board of 
trustees of Randolph-Macon College in Ashland; 
a vdce-president of the Bank of Crewe; a charter 
member and past-president of the Crewe Kiwanis 
Club; died Feb. 4, aged 67, of acute coronary' oc¬ 
clusion. 


McDonald, Samuel Egbert * Bells, Tenn.; Univer¬ 
sity of Nashville (Tenn.) Medical Department, 1905; 
died in the West Tennessee Tuberculosis Hospital 
in Memphis Jan. 11, aged 81, of pneumonia. 

Magruder, Levin Freeland ® Portsmoutli, Va.; Med¬ 
ical Department of Tulane University of Louisiana, 
New Orleans, 1905; specialist certified by the Amer¬ 
ican Board of Radiology; member of the American 
Roentgen Ray Society, Radiological Society of 
North America, and the American College of Radi¬ 
ology; veteran of World War I; formerly on the 
staff of the Norfolk (\^a.) General Hospital, Kings 
Daughters’ Hospital, and Marvwiew Hospital; died 
Jan. 31, aged 78. 

Makarewicz, Stanislaus Joseph, Buffalo, N. Y.; 
Georgetown University School of Medicine, Wash¬ 
ington, D. C.; 1941; veteran of World War II and 
the Korean War; died in New York City Jan. 18, 
aged 43, of coronary occlusion and mj'ocardial 
fibrosis. 

Marrow, D. Hunter ® Boydton, Va.; Louisville (Ky.) 
Medical College, 1888; Jefferson Medical College, 
Philadelphia, 1889; died in the Community Hos¬ 
pital, South Hill, Feb. 23, aged 91, of cancer. 

Marx, Fredrick William * Holyoke, Mass.; Har¬ 
vard Medical School, Boston, 1921; certified by the 
National Board of Medical Examiners; fellow of 
the American College of Surgeons; member of the 
staffs of the Holyoke and Providence hospitals; 
died Feb. 14, aged 64, of pulmonary' hemorrhage. 

Nilsson, Donald Edwin ® Rockville Centre, N. Y.; 
New York University College of Medicine, New 
York City, 1944; serv'ed during World War II and 
the Korean War; on the staff of tlie Mercy Hos¬ 
pital, where he died Feb. 9, aged 38, of acute myo¬ 
cardial infarction. 

Oberg, Carl Magnus ® Minneapolis; Minneapolis 
College of Physicians and Surgeons, medical de¬ 
partment of Hamline University, 1899; specialist 
certified by the American Board of Otolarjmgology; 
member of the American Academy of Ophthal¬ 
mology and Otolarjmgology; on the staff of the 
Deaconess Hospital; died in the Asbury Hospital 
Feb. 6, aged 81, of pulmonary^ embolism, cerebral 
hemorrhage, and hj'pertensive cardiovascular dis¬ 
ease. 

Oden, Thomas Ellsworth, Blackshear, Ga.; Univer¬ 
sity of Nashville (Tenn.) Medical Department, 1900; 
an associate member of the American Medical As¬ 
sociation; veteran of World War I; on the staff of 
the Pierce County Hospital; died in the Memorial 
Hospital, Waycross, Feb. 10, aged 81. 

Oldenburg, Ray W’^illiam ® Klamatli Falls, Ore.; 
University of Colorado School of Medicine, Den¬ 
ver, 1925; veteran of World War I; associated witli 
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Klamath Valley and Hillside hospitals; died Feb. 9, 
aged 60, of acute carbon monoxide intoxication, 
icsulting from a fire in the rear of his home. 

Osborne, Harry S. ® Umatilla, Fla.; Kentucky 
School of Medicine, Louisville, 1900; member of 
the Indiana State Medical Association; died in the 
Waterman Memorial Hospital, Eustis, Feb. 1, aged 
SO, of multiple myeloma. 

Owens, Charles Clinton, Smithvillc, Texas; Meharry 
Medical College, Nashville, Torn., 1910; died Feb. 
10, aged 69, of a heart atlack. 

Patterson, Robert Rhoode, Rochester, N. Y.; Cornell 
University Medical College, New York City, 1905; 
an associate member of the American Medical As¬ 
sociation; died Feb. 26, aged 79. 

Pittis, Harold, Lakehurst, N. J.; McGill Universit)' 
Faculty of Medicine, Montreal, Que., Canada, 1901; 
served as ma}W and postmaster of Lakehurst; died 
in the Paul Kimball Hospital in Lakewood Feb. 12, 
aged 81, of acute myocardial infarction and arterio¬ 
sclerosis. 

Points, Blair, Oklahoma City, Okla.; University of 
Oklahoma School of Medicine, Oklahoma City, 
1911; service member of the American Medical As¬ 
sociation; formerly associated with the U. S. Public 
Health Service; at one time practiced in Inde¬ 
pendence, Kan., where he was health officer of 
Montgomery County; served as adjudication of¬ 
ficer and medical specialist with Veterans Admin¬ 
istration; died Feb. 10, aged 73, of carcinoma of 
the rectum. 

Ratli, Russell Robert, Granton, Wis.; Wisconsin 
College of Physicians and Surgeons, Milwaukee, 
1906; served as president and secretary of the Clark 
County Medical Association; veteran of World 
War I; formerly county coroner; died in Fond du 
Lac Dec. 12, aged 73, of coronary disease. 

Eaudenbush, James Strieker, Chatham, Pa.; Medico- 
Chirurgical College of Philadelphia, 1897; an asso¬ 
ciate member of the American Medical Association; 
died Jan. 22, aged 89, of cancer. 

Ray, J. Edwin, Santa Barbara, Calif.; Kansas City 
(Mo.) Medical College, 1905; veteran of World 
War I; died Feb. 8, aged 77, of heart disease. 

Reynolds, Stephen Woodson ® Drumright, Okla.; 
University of Oklahoma School of Medicine, Okla¬ 
homa City, 1914; veteran of World War I; died 
Feb. 3, aged 66, of coronary thrombosis. 

Riaboff, Peter John ® New York City; Kazan Med¬ 
ical Institute, Kazan, Russia, 1916; member of the 
American Urological Association; associated with 
Memorial, St. Clare’s, and New York hospitals; died 
Feb. 28, aged 64, of heart failure. 


J.A.M.A., May 3,195S 


Riddell, William Crosby, Seattle; -University of 
Michigan Department of Medicine and Sureerv 
Ann Arbor, 1886; fellow of the American College 
of Surgeons; veteran of World War I; formerly 
practiced in Helena, Mont., and served as secretary 
of the Montana State Board of Medical Examiners; 
died Jan. 14, aged 93, of heart disease. 

Rife, Jay Wilson, Kenova, W. Va.; University of 
Louisville (Ky.) Medical Department, 1908; an as¬ 
sociate member of the American Medical Associa¬ 
tion; surgeon for the Norfolk and Western Railway 
and the Chesapeake and Ohio Railway; president 
of the First National Bank; associated with Cabell 
General Hospital, St. Mary’s Hospital, and the 
Memorial Hospital in Huntington, where he died 
Feb. 13, aged 74, of mesenteric thrombosis follow¬ 
ing a surgical operation. 

Roberts, Delparde Washington ® Milwaukee; Uni¬ 
versity of Arkansas School of Medicine, Little Rock, 
1911; formerly clinical professor of psychiatry at 
Marquette University School of Medicine; a foun¬ 
der and first secretary-treasurer of the Milwaukee 
Neuropsychiatric Society, of which he was an hon¬ 
orary life member; for many years associated with 
the Sacred Heart Sanitarium; died Feb. 16, aged 73. 


Rosenzweig, Samuel, New York City; University 
and Bellevue Hospital Medical College, New York 
City, 1906; an associate member of the American 
Medical Association; associated with the Lebanon 
Hospital, where he died Feb. 6, aged 73, of arterio¬ 
sclerotic heart disease. 

Salvati, Leo Harry ® Westfield, N. J.; University of 
Maryland School of Medicine and College of Phy¬ 
sicians and Surgeons, Baltimore, 1924; fellow of 
the International College of Surgeons and the 
American College of Surgeons; served as treasurer 
of the Society of Surgeons of New Jersey; veteran 
of World War I; on the staff of tlie Muhlenberg 
Hospital in Plainfield, where he died Feb, 13, aged 
61, of coronary thrombosis. 

Sanders, E. Gerry ® Stantonville, Tenn.; Vander¬ 
bilt University School of Medicine, Nashville, 
Tenn., 1894; died Dec. 26, aged 79, of coronary 
thrombosis. 


Savage, Millard Bridgman ® Norfolk, Va.; Univer¬ 
sity of Virginia Department of Medicine, Char¬ 
lottesville, 1921; specialist certified by the American 
Board of Obstetrics and Gynecology; member or 
the Southeastern Surgical Congress; fellow of die 
American College of Surgeons; past-presi ent o 
the Norfolk County Medical Society; served as 
president of the Virginia Obstetrical and Gyne¬ 
cological Society; veteran of World 
dated with Norfolk General, DePaul and Leigh 
Memorial hospitals; died Feb. 10, aged 61. 
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Schneider, Julius Frederick ® Atlanta, Ga.; College 
of Medical Evangelists, Loma Linda and Los An¬ 
geles, 1921; member of the American Academy of 
General Practice; on the staff of the Cravdord W. 
Long Memorial Hospital; died Feb. 9, aged 66, in a 
private plane accident. 

Schwartz, Philip Herman Towanda, Pa.; Univer¬ 
sity’ of Pennsylvania School of Medicine, Philadel¬ 
phia, 1912; served as president of the Bradford 
County Medical Society; member of the board of 
liealth of Towanda; died Jan. 28, aged 70, of car¬ 
diac decompensation. 

Sekerak, Arthur Joseph Francis ® Bridgeport, 
Conn.; University’ of Mary’land School of Medicine 
and College of Physicians and Surgeons, Baltimore, 
1922; past-president of tlie Bridgeport Medical So¬ 
ciety’; associated with St. Vincent’s Hospital, where 
he serx’ed as secretary treasurer, \'ice-president, and 
president of the staff, and where he died Feb. 19, 
aged 59, of heart disease. 

Shank'wiler, Reed Albert, Detroit; University’ of 
Mary’land School of Medicine, Baltimore, 1909; 
veteran of World War I; died in the Receh’ing 
Hospital Feb. 14, aged 72, of acute myocardial in¬ 
farction, and diabetes mellitus. 

Slayme, Joseph Francis, Elmhurst, N. Y.; George¬ 
town University' School of Medicine, Washington, 
D. C., 1933; member of the Medical Society' of the 
State of New York; died in St, Catherine’s Hospital 
in Brooklyn Feb, 24, aged 52, of myocardial in¬ 
farction. 

Sloan, Lilliard Rudolphus ® Carthage, Tenn.; Uni¬ 
versity' of Tennessee College of Medicine, Mem¬ 
phis, 1937; died Jan. 28, aged 47, of coronary’ heart 
attack. 

Smith, David Parker, Meriden, Conn.; Yale Univer¬ 
sity School of Medicine, New Haven, 1912; fellow 
of the American College of Surgeons; served over¬ 
seas during World War I; associated witli the Me¬ 
riden Hospital and the Memorial Hospital, where 
he was chief of staff and president; died Feb. 1, 
aged 68, of coronary occlusion. 

Sonnenfeldt, Walther Herbert ® Sykesville, Md.; 
Hamburgische Universitat Medizinische Fakultat, 
Hamburg, Germany, 1921; member of die Amer¬ 
ican Psychiatric Association; served on the staff of 
the Springfield State Hospital; died in the Univer¬ 
sity’ Hospital, Baltimore, Feb. 11, aged 65, of 
metastatic neoplastic disease. 

Stahlman, Thomas Mervin ® Pittsburgh; Western 
Pennsylvania Medical College, Pittsburgh, 1905; 
died Feb. 25, aged 83. 

Starnes, William Love, Colonel, U. S. Army, re¬ 
tired, San Antonio, Texas; University of Te.xas 
School of Medicine, Galveston, 1914; veteran of 
World Wars I and II; entered the regular Army in 


1917 and retired Oct. 31, 1946; for many years 
superintendent of the San Antonio State Hospital; 
died in Pensacola, Fla., Feb. 15, aged 70, of myo¬ 
cardial infarction. 

Stevenson, Thomas William ® New York City'; bom 
in Salt Lake City', Utah, March 27, 1904; Han’ard 
Medical School, Boston, 1929; professor of clinical 
surgery’ at Columbia University’ College of Phy¬ 
sicians and Surgeons; certified by the National 
Board of Medical Examiners; specialist certified by 
the American Board of Plastic Surgery; member of 
the American Association of Plastic Surgery’, Amer¬ 
ican Society’ for Surgery of the Hand, of wliich he 
was past-president, and the American Society of 
Plastic and Reconstructive Surgery; fellow of the 
American College of Surgeons; associated with the 
Presbyterian Hospital and the Vanderbilt Clinic; 
consultant in plastic surgery. Northern West¬ 
chester Hospital in Mount Kisco and the New 
York Orthopedic Hospital and Dispensary'; died 
Feb. 22, aged 53, of a brain tumor. 

Stewart, Acheson, Winter Park, Fla.; Jefferson 
Medical College of Philadelphia, 1901; fellow of 
the American College of Surgeons; member of the 
American Urological Association; died Jan. 2, aged 
80, of carcinomatosis, squamous-cell carcinoma of 
tlie hand, and x-ray burns of the hand. 

Stitt, Howard Leigh * Cincinnati; Medical Depart- • 
ment of the University' of Cincinnati, 1910; spe¬ 
cialist certified by the American Board of Oto- 
lary’ngology; member of the American Academy 
, 1 .,. ... 1 0''lary’ngology, American 

Soc . . O; ■ ' and Otolary’ngologic 
Allergy, and the American Broncho-Esophagolog- 
ical Association; serx'ed on the staffs of the Deacon¬ 
ess, Children’s, Good Samaritan, and St. Francis 
hospitals, and St. Mary' Hospital; died in the Drake 
Memorial Hospital Feb. 15, aged 73, of empyema. 

Street, Glenn Q. Jr. ® Wichita, Kan.; Tulane Uni¬ 
versity' School of Medicine, New Orleans, 1938; 
member of the American Psy'chiatric Association; 
past-president of the Wichita Psy’chiatric Associa¬ 
tion; veteran of World War II; died Feb. 16, aged 
45. 

Templeton, Edward Wood ® Seattle, Wash.; Jef-- 
ferson Medical College of Philadelphia, 1915; for 
many years practiced in Snoqualmie, Wash.; died 
Feb. 11, aged 67, of coronary’ thrombosis. 

Thomson, James Lachlison, Darien, Ga.; Emory 
University School of Medicine, Atlanta, 1939; vet¬ 
eran of World War II; on the staff of the Gly’nn 
County Hospital; died Feb. 15, aged 43, of coronary 
occlusion. 

Turk, George Rufus, Snyder, N. Y.; University’ of 
Buffalo School of Medicine, 1897; an associate 
member of the American Medical Association; for 
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many years practiced in Buffalo, where he was as¬ 
sociated with tlie Emergency Hospital; died in the 
Buffalo General Hospital Feb. 6, aged 89, of cer¬ 
ebrovascular accident and aspiration pneumonia. 

Turner, Robert D. © Muncie, Ind.; Indiana Univer¬ 
sity School of Medicine, Indianapolis, 1936; died 
Feb. 28, aged 54, of hypertensive cardiovascular 
disease. 

Velon, Bruce Philip ® Taunton, Mass.; Middlesex 
University School of Medicine, Waltham, 1937; 
veteran of M^orld War II; died Feb. 10, aged 45. 

Walker, Mica jab Theodore, Washington, D. C.; 
Howard University College of Medicine, Washing¬ 
ton, D. C., 1921; veteran of World War I; on the 
staff of the Freedmen’s Hospital; died Feb. 26, 
aged 69, of a heart attack, 

W^allace, John Asher ® San Bernardino, Calif.; Uni¬ 
versity of Colorado School of Medicine, Denver, 
1930; on the staff of St. Bernardine’s Hospital; died 
Feb. 4, aged 53, of heart disease. 

^^''atts, Herbert Charles, San Francisco; University 
of California School of Medicine, San Francisco, 
1900; fellow of the American College of Physicians; 
veteran of the Spanish-American War and World 
War I; served as manager of the Veterans Admin¬ 
istration Hospital in Fort Harrison, Mont.; died 
Feb. 10, aged 83, of fibrosarcoma, originating in 
right inguinal region. 

Weber, Ewald, Chicago; Chicago College of Medi¬ 
cine and Surgery, 1910; died March 15, aged 93. 

Webster, James Randolph ® Chicago; born in Chi¬ 
cago Oct, 16, 1906; Rush Medical College, Chicago, 
1932; professor of dermatology at Nortliwestern 
University Medical School; specialist certified by 
the American Board of Dermatology and Syphil- 
ology; representative to the Scientific Exhibit from 
the Section on Dermatology of the American Med¬ 
ical Association from 1951 to 1953; president of 
the American Academy of Dermatology and Syphil- 
ology, of which he was secretary-treasurer; past- 
president of the Chicago Dermatological Society; 
veteran of W^orld V^ar II; in 1957 was an American 
delegate to the International Congress of Derma¬ 
tology in Stockholm; associated with Cook County 
Hospital and the Wesley Memorial Hospital, where 
he died Feb. 28, aged 51, of pulmonary emphy¬ 
sema. . 

Weissman, Adolph ® New York City; Medizinische 
Fakultiit der Universitat, Vienna, Austria, 19^5 
member of the American Rheumatism Association 
and the American Academy of General Practice; 
senior clinical assistant physician at Mount Smai 
Hospital; died Feb. 17, aj^ed 57, of coronary, oc 

elusion. 
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vvemer, George Charles, Kenosha, Wis.; Marquette 
University School of Medicine, Milwaukee 1951- 
veteran of the Korean War; resident at the Indiana 
University Medical Center in Indianapolis, where 
he died in his sleep Feb. 2, aged 31, 


Wilhelm, Seymour Frederick ® New York City 
born in New York City April 2,1900; Columbia Uni¬ 
versity College of Physicians and Surgeons, New 
York City, 1921; associate clinical professor of 
urology at New York University College of Medi¬ 
cine and New York Post-Graduate Medical School; 
specialist certified by the American Board of Urol¬ 
ogy; member of the American Urological Associa¬ 
tion and the Endocrine Society; fellowmf the Amer¬ 
ican College of Surgeons; chief of the urological 
service and past-president of the medical board of 
Beth Israel Hospital; died Feb. 15, aged 57, of 
coronary artery disease. 


Wilhelmus, William M. ® Evansville, Ind.; Louis¬ 
ville and Hospital Medical College, Louisville, Ky., 
1908; on the staffs of St. Mary’s Hospital and the 
Deaconess Hospital, where he died Feb. 13, aged 
76, of pneumonia. 


Winters, Mattliew ® Bloomington, Ind,; born in 
Wadesville, Ind., May 15, 1890; Rush Medical Col¬ 
lege, Chicago, 1922; served as professor and chair¬ 
man of die department of pediatrics at the Indiana 
University School of Medicine; physician at the 
Indiana University Student Health Center; spe- 
ciahst certified by the American Board of Pedi¬ 
atrics; fellow of the American Academy of Pedi¬ 
atrics; veteran of World War I; past-president of 
the Indiana University Alumni Association; in Feb¬ 
ruary, 1957, received the faculty man award from 
the Indiana University chapter of Nu Sigma Nu; 
for many years associated with the Methodist Hos¬ 
pital, St. Vincent’s Hospital, and James Whitcomb 
Riley Hospital, all in Indianapolis, died Feb. 14, 
aged 67, of cerebral hemorrhage. 


Wright, Robert Herring Jr. ® Phoebus, Va.; Uni¬ 
versity of Pennsylvania School of Medicine, Phila¬ 
delphia, 1929; past-president, secretary, and treas¬ 
urer of the Virginia Academy of Medicine; asso¬ 
ciated with Dixon Hospital, Hampton, and the 
Mary Immaculate Hospital in Newport News, 
where he died Jan. 13, aged 52, of dissecting aneu¬ 
rysm of die ascending aorta. 


aretzki, Louis Elihu, Great Neck, N. Y.; Columbia 
niversity College of Physicians and Surgeons, 
ew York City, 1928; specialist certified by the 
merican Board of Radiology; served during World 
i^ar n and was awarded two Bronze Stars; asso- 
iated with Mount Sinai Hospital in New York 
ied in the Long Island Jewish Hospital, New Hy 
'ark, Feb. 24, aged 54, of coronary thrombosis. 
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AUSTRIA 

Effect of Aural Muscles on Audiometry.—At the 
meeting of tlie Austrian Oto-Larj'ngological Society 
in Vienna in January, Drs. H, Pichler and H. Born- 
schein of the University in Vienna said they had 
worked out a way to demonstrate the effect of the 
intra-aural muscles on the audiometric picture. 
Their method consists of eliciting a nonacoustic re- 
fle.v contractions of these muscles so that difficulties 
or masking effects, as tliey may occur with simul¬ 
taneous acoustic stimulation and subjective audi¬ 
tory threshold determinations, can he avoided. The 
reflex is elicited by unilateral electrical stimulation 
of the skin of the outer auditory canal by means of 
a specially constructed tube-like double electrode. 
Their studies were carried out in 10 volunteers with 
normal hearing who were between the ages of 19 
and 37 years. They were tested at each of 12 fre¬ 
quencies. In the homolateral ear a highly signifi¬ 
cant loss of sensitiveness in the lower frequency 
range to 1,000 cycles per second inclusive in the 
order of from 10 to 15 decibels was determined, 
while only a suggestive weakly confirmed thresh¬ 
old increase was found in the contralateral ear. 
This test can be carried out wth simple means, 
even in patients with severe hearing loss and is of 
clinical interest in detecting certain disturbances of 
sound-conduction. 

Recurrent Nephrolithiasis.—At the meeting of the 
Society of Physicians in Vienna on March 7, Dr. E. 
Kiesewetter reported on a patient witli recurrent 
nephrolithiasis who was treated exclusively with 
hyaluronic acid for four years because tire risk of 
further operations was too great. The application 
of hyaluronic acid was based on successful e.xperi- 
ments performed on animals and on the speaker 
himself. In the patient pyuria was controlled, the 
serum level of nonprotein nitrogen returned to nor¬ 
mal, and he was able to resume fulltime work. Al¬ 
though the stone formation did not improve, tire 
therapeutic results exceeded those obserx’ed with 
any other form of treatment. 

Poisoning from Soporifics.—At the same meeting. 
Dr. G. Hofmann reported on tire use of neuroplegic 
drugs against the neurogenic fever that occurs in 
the course of poisoning from soporifics and results 
in the deatli of most patients. The commonly used 
antipyretics were ineffective in the treatment of 
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such patients. Five patients with serious poisoning 
from soporific drugs were given 0.33 mg. of chlor- 
promazine and promethazine. All recovered. 

Treatment of Inflammations with Microwaves.—At 
the same meeting. Dr. V. Gruenberger reported on 
a series of 100 women xvith pelvic inflammatory' 
disease who were treated with tlie microwave ap¬ 
paratus, Radartherm. The irradiations were applied 
alternately through the abdominal wall and through 
the vagina. Fifty-four of tire patients witli acute, 
subacute, and chronic inflammation were cured, 41 
were improved, and only 5 were not benefited. 

Bronchial Foreign Bodies.—At the meeting of physi¬ 
cians in Vienna on Jan. 24, Dr. A. Riccabona 
pointed out tliat a roentgenogram cannot definitely 
exclude the presence in a bronchus of a foreign 
body, even if it is a bone. In all doubtful cases 
endoscopy is advisable. Dr. H. Jenny stated he had 
done about 2,500 bronchoscopies mostly wth the 
patient under general anesthesia. Foreign bodies, 
not visible in the roentgenogram, included lemon 
seeds, sausage skin, bones, pine needles, and 
pharmaceutical tablets. With most patients the 
removal of the foreign body was sufficient, but 
about 15 required pulmonary resection. Dr. K. H. 
Prausmueller said that aspirated foreign bodies 
have remained in the bronchus for years without 
causing symptoms. The roentgenogram of a patient 
who was suspected of having bronchial carcinoma 
showed atelectasis of a segment of tlie inferior 
lobe. The bronchoscopy revealed obstruction of 
the collapsed segment of the inferior lobe by gran¬ 
ulation tissue. After the removal of the granulation 
tissue air could pass again through the bronchial 
branch. The next day the patient expectorated an 
inspired bone 2 cm. long. He recalled later that he 
had "swallowed” it four years earlier. 

Niacin and Cholesterol Metabolism.—At the same 
meeting Drs. O. Kraupp and E. Schnetz stated 
that at the Mayo Clinic Altschul and co-workers 
had observed that niacin leads to a lowering of 
the serum cholesterol level in patients with hv'per- 
cholesteremia. A reexamination of tliese findings 
in dogs and rabbits, with or wthout previous load¬ 
ing with cholesterol, revealed tliat after intrave¬ 
nous administration of up to 100 mg. of niacin per 
kilogram of body weight only tliat portion of cho¬ 
lesterol in the serum which was determined by 
means of alcohol-acetone precipitation showed a 
decrease, while that determined according to the 
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niethod of Zlalkis showed no change. Intravenous 
administration of heparin five hours after that of 
niacin led to a temporary increase of the serum 
cJioIesteroI value ascertained with the aid of alco¬ 
hol-acetone precipitation. 

It is assumed that as a result of tlie action of the 
niacin a change of the serum cholesterol from the 
lipoid-soluble to tlie water-soluble protein bound 
form take.s place whereby tlie cliolesterol is sepa¬ 
rated again from the protein component tlirough 
the posthcparin-clearing ferment by lipoirroteoly- 
sis. Since preceding treatment with trypan blue 
temporarily completely checked tlie eflPect of niacin 
on the cholesterol metabolism in rabbits, it leems 
that the cells of the reticuloendothelial sy^t^ 
should be considered as a point of attack of the 
action of niacin on the cliolesterol metabolism. 
Prolonged administration of niacin in daily doses 
of 100 mg. per kilogram of body u'eight in rabbits 
with alimentary hypercholesteremia experimentally 
produced affected the serum cholesterol level only 
during the first two weeks. No effect could be dem¬ 
onstrated later desjrite the continued administra¬ 
tion of niacin. All the rabbits showed symptoms of 
severe h)'percholesteremia noth continued admin¬ 
istration of cholesterol in the food. It is suggested 
that the cause of the clinically observed decrease 
of the effect of niacin on prolonged administi'ation 
may be the result of a saturation of the reticulo- 
endotlielial system with cholesterol. 
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a warm humid environment. This clear steam en¬ 
vironment conveys about as much humidity to the 
respiratory tract as is given off by it. Under such 
conditions moistening of the dry mucosa, loosening 

r ^"cus of the asdimatic, and 

relief of bronchial spasms occurring in bronchitis is 
possible. Tlie speaker also subjected patients vitli 
uncomplicated pertussis to air pressures correspond¬ 
ing to those met at 12,000 ft. above sea level three 
times every two days. Immediately after the third 
treatment many patients became free from attacks. 
It is also possible to maintain most asthmatic chil¬ 
dren free from attacks by a rotating course of such 
treatment. 

Second Physicians’ Strike.—The plenary session of 
the hospital staff physicians of die Chamber of 
Physicians in Vienna on March 12 decided tliat diey 
should go on a warning strike for one day in order 
to support the demands made on the city of Vienna 
and the oumers of private hospitals last November. 
They were supported by a sympatliy strike of the 
physicians at the university clinics. In addition to 
demands concerning legal regulations, the staff 
physicians who receive a monthly salary of $60 to 
$80 sought (1) an increase in tlie additional allow¬ 
ances for night duty from $1.17 to $2.34 per night 
for the first to the eightli night on dutj' in tlie 
course of one montli; for an additional night (from 
the ninth on), a payment of $3.80^ and for services 
given on a Sunday or holiday, a like payment; (2) 


Neurological Sequelae of Influenza.—At tlie meet¬ 
ing of the Society of Physicians in Vienna on Feb. 
14, Drs. F. Gerstenbrand and K, Weingarten re¬ 
ported on the transmission, symptoms, and prog¬ 
nosis of the neurological complications after Asian 
influenza. More tlian 30 patients were observed 
with a variety of psychiatiic and neurological se¬ 
quelae, The guiding symptom in one group con¬ 
sisted of mental cc hision, somnolence, fever, and 
abnormal spinal fluid findings. Five of these patients 
died. Those of the second main group had a benign 
course witliout any spinal fluid changes, but with 
marked neurological symptoms, especially those of 
foci in the brain stem. Although there was no viro- 
logical proof and the results of postmortem exami¬ 
nations were not complete, it seemed probable that 
there was a causative relationship between influ¬ 
enza and encephalitis because of the unequivocal 
relationship with time. The patients showed mild 
confusion such as is observed in those with alco¬ 
holism or lethargic encephalitis, but not like the 
initial delirium associated with epilepsy. Otological 
complications were also observed, even witli objec¬ 
tive changes in cochlear and vestibular nerves. 

Treatment by Artificial Climate.-At the same meet¬ 
ing Dr W. Ledwina reported on the use of clear 
steam About 100% humidity and a temperature of 
26 to 38 C (78.8 to 100.4 F) is required to obtain 


an allowance for additional services and for serv¬ 
ices given under particularly difficult circumstances 
of 15% of die basic salary; and (3) an additional 
allowance for those in such special departments as 
pathology, tuberculosis, pediatrics, x-ray and radi¬ 
um-irradiation, isotope institutes, laboratories, and 
mental institutions, amounting to $9.50 a montli. 
The hospital physicians in diese departments should 
also be entitled to one extra vacation day for each 


nonth they are assigned to these departments. The 
esidents wanted to accelerate by their action the 
current negotiations and to call once more the at- 
ention of the public to their modest demands. 
During die warning strike on Saturday, March 15, 
he usual Sunday or holiday emergency services 
vere performed so diat the welfare of the patients 
vas not jeopardized. The sh'ike did not affect the 
nstitutions of social insurance funds which had 
dready granted the demands of the physicians. 
'<Sormal service was resumed on March 17. 

This is die second time since World War II that 
i^iennese doctors have gone on strike in protest 
against die injustice of socialized medicine. Al¬ 
though socialized medicine has a utopian appeal, i 
is impractical because of its inevitable bureaucratic 
structure. In Austria the administration of the pro¬ 
gram requires two bureaucrats for each physi^ 
and the paper work involved is tremendous, 
bureaucrats also want to place the doctors i 
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economic position inferior to their owm. As a result 
administrative costs for socialized medicine have 
increased far bej'ond all reasonable proportions and 
the physicians are forced to sacrifice themselves for 
the benefit of the rapidly expanding bureaucratic 
superstructure. 


BRAZIL 

New Apparatus for Diatliermic Coagulation.—At a 
meeting of tlie Associa 5 ao Paulista de Medicina 
Dr. A. Bianco presented a new apparatus that per¬ 
mits re\"ersible and irreversible dermohypodermic 
diathermic coagulation vothout injury to the super¬ 
ficial layers of tlie skin. The apparatus consists of 
an electrode and a temperature regulator connected 
in parallel which, during the coagulator)' applica¬ 
tion, receives tlie current from a generator of 
medium frequency waves. The active part of the 
electrode is an ordinary injection needle that is 
completely introduced into the dermoh)'podermic 
layers of the skin. During the introduction of the 
needle an infiltration of 3.5 ml. of a procaine solu¬ 
tion is made. The indifferent part of the electrode 
is a metallic disk 23 mm. in diameter that is ap¬ 
plied to die skin so that a distance of 15 mm. is left 
between the edge of the disk and the point of 
penetration of die needle, and, at the same time, 
the vertical plane passing through the needle 
divides the disk in tivo equal parts. Control of the 
temperature is obtained by means of tivo parallel 
metallic rods about 5 mm. in diameter, the free 
e.xtremities of which are applied perpendicularly 
to the skin at some distance from the point of in¬ 
troduction of the needle. The diathermic current 
is sufBcient to cause, in a couple of minutes, an 
intense heat in the tissues that are between the 
rods of the controller. A skin temperature of 40 C 
near the temperature regulator corresponds to a 
temperature of 90 C in the tissues in immediate 
contact ivith the point of the needle and 40 C near 
its butt. 

Dr. Bianco also presented two patients whose 
dermatitis had been cured by a single apphcation 
of the coagulator. One had had a lupus vulgaris of 
10 years’ duration and the other an ulcer of the leg 
with bony necrosis. He also presented a patient xvith 
a dermoh)'podermic reaction of moderate severit)' 
resulting from a treatment one week earlier. This 
was characterized by an area of hard infiltration 
measuring 20 by 10 mm. The epidermis covering 
the inflammation was normal, and only by palpa¬ 
tion could tlie infiltration be perceiv'ed. 

Malignant Transformation of Gastric Polyp.—Dr. 
D. Rosenberg (Revista paulista de medicina, vol. 
52, 1958) stated that the word “polyp” may be 
used to designate a neoplasm, h)’pertrophy, or 
adenomatous formation such as a nasal polyp. Non- 


malignant pol)’ps of the gastrointestinal tract are 
called adenomatous pol)'ps. Mah’gnant transforma¬ 
tion of gastric polyps as determined by autopsies, 
varies from 0.13 to 0.71%. After adding two case 
reports the author concluded that (1) despite its 
relative rarity, the adenomatous poliqi of the 
stomach should be considered a possible cause of 
hematemeses in patients with negative .x-ray find¬ 
ings; (2) gastroscopy is indispensable in such cases; 
(3) due to the possibiht)' of mafignant transforma¬ 
tion, a gastrectomy should be performed on patients 
wth multiple lesions or with an isolated lesion 
larger than 1 cm. in diameter whatever its locali- 
zatiqn; and (4) simple polypectomy should be re- 
sCTv'ed for the sohtar)' adenomatous pol)'p smaller 
than 1 cm. in diameter. 

Filariasis.—The Public Health Ser\'ice published the 
findings of a sur\'ey made by Dr. O. R. Costa on 
filariasis in the Amazon valley (the states of 
Amazonas and Para, in the equatorial zone of 
Brazil). The disease is caused mainly b)' Wuchere- 
ria bancrofti and Mansonella ozzardi. Acantho- 
cheilonema perstans, which Belding and Faust 
claim to have found in this region, has never been 
found by Costa. Although many authors believe 
that M. ozzardi is not pathogenic, Costa is con¬ 
vinced that it is since 90 of the 253 persons harbor¬ 
ing this parasite were pale and edematous and had 
varices, numbness, joint pains, and adenitis. In 26 
localities in Amazonas, where 6,555 persons were 
examined, only two patients w'ith autochtonous 
infection by \\\ bancrofti were found. In contra¬ 
distinction to this, filariasis was much more com¬ 
mon in Belem, Para. Microfilarial forms of W. 
bancrofti showed the highest concentration in the 
bloodstream behveen 9 p. m. and 3 a. m., but those 
of M. ozzardi did not show any diurnal periodicit)'. 
The most conclusive method for discovering filaria¬ 
sis was to search for microfilarias in the peripheral 
bloodstream. This sun'ey confirmed die impression 
that the most important focus of filariasis in the 
Amazon valley is the cit)' of Belem wth a popula¬ 
tion of 150,000. Diethylcarbamazine had no effect 
on the symptoms of the disease but did reduce 
filaremia. Prevention is effected by control of the 
larval and the adult stages of Culex fatigans. 


CANADA 

Unification of Armed Forces Medical Ser\'ices_ 

Until the beginning of World War II, the armed 
forces of Canada had only one medical seix'ice, the 
Royal Canadian Army ^Iedical Corps. The Royal 
Canadian Nav)' and Air Force then established 
their o%vn seix'ices, but it has long been apparent 
that medical manpower in the ser\'ices could be 
more economically used if some unification of tlie 
tliree serxdces were achieved. Such integration has 
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been under study since 1952. A measure of unifi¬ 
cation has been obtained, with the establishment 
of a Joint Services Medical Board responsible 
among other things for solving problems in the op¬ 
eration of the new triservice hospitals, known as 
Department of National Defense Hospitals, to be 
located in Halifax, Ottawa, and Kingston and affili¬ 
ated to the local medical schools. The new board 
is also responsible for tlie medical general training 
center and for establishing a long-term program for 
selection, training, and employment of clinical spe¬ 
cialists, nursing assistants, and technical medical 
personnel in all three services. The new national 
defense hospitals will be administered locally by 
the appropriate commander of armed forces and 
will be responsible for medical care of all tliree 
armed forces in the region. Medical staff will be 
provided by the three ser\ices. 


INDIA 

Mecamylamine for Hypertension.—Datey and Joshi 
(Journal of ihe Indian Medical Association, vol. 30, 
Jan. 16, 1958) studied the action of mecamylamine 
hydrochloride in eight patients with hypertension. 
The prognosis of malignant and severe nonmalig- 
nant hypertension has improved since the introduc¬ 
tion' of antihypertensive drugs, particularly die 
ganglion blocking agents. Some of the disadvantages 
of the older ganglion blocking agents such as he.xa- 
methonium and pentamethonium are believed to 
have been overcome by die inti-oduction of meca¬ 
mylamine, which is also a ganglion blocking agent. 
The patients studied were hospitalized during treat¬ 
ment. Ail had moderate to severe hypertension. The 
blood pressures ranged from 182/110 to 240/160 
mm. Hg. Ail of the patients had received some anti¬ 
hypertensive drug before coming to the hospital, 
without any benefit. The drug was given in doses 
of 2.5 mg, twice a day and the dose was increased 
gradually till an optimal response was obtained. In 
some die dose had to be reduced, as there was an 
excessive hypotensive response even with the ini¬ 
tial dose. The patients were kept on a low-salt diet. 

The blood pressure came down in all patients. On 
an average there was a reduction of 46 mm. Hg in 
the systolic and of 20 mm. Hg in the diastolic pres¬ 
sure with the patient in the recumbent position and 
a reduction of 75 and 26 mm. Hg, respectively, witli 
the patient standing. Postural hypotension was pres¬ 
ent in all patients. The action of the drug became 
evident ividiin one-half to two hours of administra¬ 
tion and reached its maximum in four to six hoiurs. 
The action lasted for about 18 hours. Partial tol¬ 
erance was found in two patients in whom the pres¬ 
sure started rising after an initial lowering. Elec¬ 
trocardiograms showed slight reversal of tire left 
ventricular pattern and the T waves became either 
flattened or slightly positive. The voltage continued 
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to be high. There was a return of grade 4 to grade 
3 retinopathy in two patients. The usual sideW 
tions (as with the older blocking agents) such as 
dryness of mouth, gastrointesUnal disturbances pal¬ 
pitation, dilated pupils, fatigue, mental deteriora¬ 
tion, and postural hypotension were also seen mtb 
this drug. 


Hepatic Cirrhosis.—ICinare and Purandare (Journal 
of Postgraduate Medicine, vol. 4, January, 1958) 
studied autopsy reports of 250 cases of portal cir¬ 
rhosis. From 1926 to 1954 there were 10,250 autop¬ 
sies perfoimed in the K. E. M. Hospital, Bombay. 
Of these, 322 showed cirrhosis of tlie liver, and 250 
definitely had portal cirrhosis. The maximum 
number of cases had occurred in the age group 31 
to 40 years but there were 63 cases even in tlie age 
group 21 to 30 years. Males accounted for 223 of 
the cases. Data regarding diet were lacking in most 
cases, and a definite history of intake of alcohol 
was obtained in only five. Definite clinical manifes¬ 
tations of hepatic disease were present in only 117 
patients. The remaining 133 died of either acci¬ 
dental injuries or some acute disease such as pneu¬ 
monia or meningitis, cirrhosis being only an inci¬ 
dental finding in tliese cases. The chief manifesta¬ 
tions of liepatic disease in the first group of 117 pa¬ 
tients were ascites, loss of appetite, edema of die 
ankles, generalized anasarca, hematemesis, jaundice, 
and coma. Ascites was found in 97 of diese. The 
amount of peritoneal fluid varied from 500 to 5,000 
ml. It was a transudate in 84 cases; in 7 it was sero- 
sanguinous; and in 6 it was turbid due to bacterial 
infection. In none of tlie patients was tlie portal 
venous pressure recorded, but signs of collateral 
cii'culation suggestive of portal hypertension were 
present in 48%. Plasma proteins were estimated in 
only five of the patients uuth ascites and revealed 
a hypoproteinemia with reversal of the albumin- 
globulin ratio. Edema of the ankles and legs was 
present in 62 of the 117 patients. 

Jaundice was not a common finding; clinically it 
was present in 16%. It was severe in 4, with an 
icterus index of over 100 units, and mild in 16, with 
an icterus index varying between 7 and 50 units. 
As the icterus index was determined in only a few 
cases, mild icterus may have been missed clinically. 
Dilated veins at tlie lower end of tlie esophagus 
were found in 68 of the 250 patients. Enlargement 
of spleen was observed at autopsy in 193. Of tliose 
that did not have splenomegaly 65% showed early 
cin-hotic changes in die liver, in 28%_tlie liver was 
in the stage of active cirrhosis, and in 7% the cir¬ 
rhotic process was far advanced. Hepatomegaly was 
seen at autopsy in 44 of tlie 250 and of these 1 
were associated with malignancy while 34 showed 
diffuse fatty infiltration. Liver function tests had 
been done in only a few cases. The Takata-Ara es 
was done in nine cases and was negative m tour, 
even in die presence of an advanced cirrhosis. 
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one of the patients in whom it was negative the 
hippuric acid test was positive. Thymol turbidit)' 
and alkaline phosphatase tests were made on one 
patient in whom the former was positive and the 
latter within normal limits. The Kahn test per¬ 
formed in 32 cases was positive in 17. Histologically 
the cirrhotic changes were divided into early, active, 
and quiescent or late stages. The early stage seen 
in 61 cases was characterized by an appreciable 
increase in connective tissue. The bile ducts showed 
e%adence of proliferation and the parenchjunatous 
cells surrounding new connective tissue showed de¬ 
generative and necrotic changes. In every' case con¬ 
nective tissue proliferation appeared to start in the 
portal area. In only 30 of these was the cirrhotic 
change associated wth a diffuse fatty' change. 
MacroscopicaU)', the liver was enlarged and pale 
yellow in 22 cases. In the rest it was normal in size 
wth a smooth or finely granular surface. In 55 of 
these cases cirrhosis was an accidental finding. 

The active stage of portal cirrhosis was character¬ 
ized by complete destruction of the lobular pattern. 
Some parenchymatous cells showed evidence of 
multiplication, the necrobiotic changes being less 
marked than in the early' stage. The connective 
tissue was vascular and richly infiltrated witli cells. 
The proliferative activity of the ducts was moder¬ 
ate; 169 cases were classed in this group and 55 of 
these showed evidence of fatty change. The liver 
was smaller in size in 122 of these 169 cases. The 
typical hobnail appearance was present in 105 of 
them. The liver was firm to feel and difficult to cut. 
In 14, in addition to the changes of portal cirrhosis, 
primary' carcinoma was found. Enlarged liver asso¬ 
ciated TOth fatty change was found in 12 cases. The 
liver was also enlarged in 10 cases wth primary 
carcinoma but in 25 it was normal in size and had 
a granular surface. The late stage was characterized 
by the presence of mature and abundant connective 
tissue with collagenous fibers. It was less vascular 
and showed few cells. An exaggerated pseudolobu- 
lar pattern was seen, the normal lobular pattern 
being absent. The parenchymatous cells had a nor¬ 
mal appearance, the proliferative activity of the 
bile ducts was minimal. This stage was seen in 20 
patients and none of these showed a fatty change. 
All these livers were smaller in size and had the 
hobnail appearance. In 12 of the 20 patients, cir¬ 
rhosis was an incidental finding. The cause of death 
in the latent group was infection in about 50% 
while 24 of these 133 died of accidental injuries. 
In the other group of 117 \vith chnical evidence of 
hepatic disease, infection accounted for death in 3 
of the 6 cases in the early stage of the disease. In 
the active and late stages, hematemesis was respon¬ 
sible for 30 deaths. Respiratory infection caused 
death in 17. In 14, primary carcinoma had super¬ 
vened. As diffuse fatty change was not a universal 
finding in the patients studied, the authors sug¬ 


gested that all cases of portal cirrhosis might not be 
due to nutritional deficiency and that the disease is 
probably caused by a combination of factors. 

Experimental Rickets.—P. K. Dikshit and co-work¬ 
ers (Indian Journal of Medical Research, vol. 46, 
January', 1958) stated that starv'ation acts as a stim¬ 
ulus to calcification, even restoring the process 
where it has been interrupted as in rickets. It was 
shown by others that changes taking place in the 
rachitic epiphysial cartilage of the albino rat during 
healing caused by' administration of vitamin D or 
citrate were essentially the same. Similar changes 
are initiated by star\'ing rachitic rats for about 48 
hours. The authors studied the mechanism of heal¬ 
ing of rickets induced by' starvation and compared 
the results with those obtained by giving vitamin D 
and citrate to animals with rickets. Young albino 
rats were fed on a rachitogenic diet for 21 days 
and then starved for periods up to 48 hours. Ob¬ 
servations were made during this period on the 
healing of rickets, change in citrogenase activity', 
and the citrate and total phosphorus content of the 
epiphysial cartilage. The results confirmed the fa¬ 
vorable effect of starvation in inducing calcification 
of the rachitic epiphysial cartilage. The earhest 
signs of healing were evident after 24 hours, and at 
48 hours the rachitic epiphysial cartilage showed 
extensive mineralization. The cartilage citrate did 
not increase during starvation even up to 48 hours, 
although in e.xperiments with administration of vit¬ 
amin D, the cartilage citrate showed an appreciable 
increase within 24 hours, remained stationary' up to 
96 hours, and then rosd again. It thus appears that 
healing due to starvation sets in without an increase 
in the citrate content of the epiphy'sial cartilage. 
The total phosphorus content of the epiphy'Sial 
cartilage on the other hand, showed an increase 
both during starv'ation and vitamin D administra¬ 
tion. The plasma citrate of rachitic rats increased 
markedly during starvation. It was greatly reduced 
in animals with rickets and was elevated after x'ita- 
min D was given. 

Administration of citrates to rachitic rats induced 
heahng wth histochemical ehanges in the epiphy's¬ 
ial cartilage similar to those observed on admim's- 
tration of wtamin D. It was therefore thought that 
an arrest or slowing of the formation of citrate in 
the epiphysial cartilage was in some way responsi¬ 
ble for the failure of calcification. Calcification was 
resumed if citrate was made available from extra¬ 
neous sources, but in vitamin-D-treated animals, 
citrate became available at the site owing not only 
to its increased sy'nthesis by the epiphy'sial cartilage 
but also to the blood in which the citrate level in¬ 
creased, possibly on account of increased citrate 
synthesis in the liver under the influence of vitamin 
D. In starvation, heahng of the rachitic lesions was 
accompanied by a marked rise in plasma citrate, 
although the cartilage did not show any rise in cit- 
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rate This might be clue to the rate of utilization 
of tlie cib-ate brought to tlie site of blood being so 
high as to prevent its accumulation in the cartilage. 
Tims any procedure which would oveJ’come the cit¬ 
rate block in carbohydrate mechanism at the epi¬ 
physial cartilage should restore calcification im¬ 
paired by a deficiency of vitamin D. Disturbance 
in the carbohydrate mechanism in vitamin D de¬ 
ficiency shoulcl be between the xiyruvate and citi*ate 
■Stages. The fact that such diverse mechanisms as 
star\'ation, administration of vitamin D, and giving 
citrate lead to similar changes in the rachitic cart¬ 
ilage suggests the possibility of a common pathway 
of action of these procedures. 

Novobiocin in Experimental Cholera_Dutta and 

Colah (Journal of Posfgraduate Medicine, vol. 1, 
January, 1958) used novobiocin to kill Vibrio chol- 
crae in vitro experiments carried out by a serial di¬ 
lution method. The drug was also tested in exjperi- 
mental cholera using a lyo^jhilized rabbit-passage 
strain of V. cholerae. The drug was vibriostatic and 
vibriocidal in concentrations of 5 meg. per milliliter 
and 10 meg. per milliliter, resirectively, in a popu¬ 
lation of 10'' Vibrio organisms per milliliter. Under 
identical conditions, chloramphenicol showed vib¬ 
riostatic activity at a concentration of 2.5 meg. per 
milliliter and vibriocidal effect at 5 meg. per milli¬ 
liter. Thus the effectiveness of both tire substances 
was of the same order. When novobiocin was 
given eight hours after infection, it prevented all 
symptoms of the disease. When treatment was 
started 16 hours after infection, 12 of 14 rabbits 
survived. The two that died continued to pass 
watery stools and showed gross signs of cholera at 
autopsy. Treatment was started after the appear¬ 
ance of di.arrhea in six rabbits, none of whom 
survived. Thus although the drug could save about 
86% of the animals when it was started 16 hours 
after infection, it was of no use once diarrhea had 
set in. Owing to the difficulty in administration of 
repeated doses of fluid in the collapsed veins of 
rabbits suffering from cholera, no fluid replacement 
was possible. Therefore the effect of treatment 
when started 16 hours after infection was taken as 
the criterion for judging its efficacy. The results 
show that it might be worth a trial in clinical cases 
of cholera. 

Nutritional Status of Expectant Motlieis.-A. Dhil- 
lon and co-workers {Licentiate, vol. 7, January, 
1958) studied the nutritional status of 75 expectant 
motlaers in an area covered by the primary health 
center of Najafgarh. This center provides services 
in nutritional care through its maternal and child¬ 
care program. It covers 26 villages in an area of 78 
square miles. The services are rendered by physi¬ 
cians through care in the clinic and by public 
health nurses through institutional and domiciliary 
care in the area. Expectant mothers in the fourth 
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^ of pregnancy were selected for 

study Of these, 25 were in the second and 50 in 
the third trimester. Their ages ranged from 17 to 
45 years. Their heights varied from 4 ft. 4 in. to 
5 ft. 5 in. and iffieir weight from 82 to 156 lb. Tliere 
was no appreciable gain in weight among these 75 
women during pregnancy as compared with 75 non- 
pregnant women from the area. They appeared well 
nourished and were actively engaged in the usual 
village life; 13 were primiparas. There was no his¬ 
tory of complications such as bleeding or toxemia in 
any of them. Thirteen had hemoglobin values be¬ 
tween 66 and 80%; 55 had values between 56 and 
65%; and 7 had values between 41 and 55%. Blood 
pressure and urine were normal in all. Seventy-two 
were vegetarians. Protein, vitamins A and C, and 
calcium were deficient in most diets. Barring anem¬ 
ia, these mothers were not found to be suffering 
from any signs of toxemias of pregnancy. 

Infectious Hepatitis.-N. P. Gupta and co-workers 
(Journal of the Indian Medical Association, vol. 30, 
Feb. 16, 1958) found a marked increase in the 
number of cases of infectious hepatitis admitted 
to tlie Lucknow Medical College Hospital in the 
10-year period ending October, 1956, with 1949 and 
1955 as the peak years. Although cases were met 
with the year round, the incidence was minimal in 
October, November, and December, From January 
onward large numbers of these patients were ad¬ 
mitted till epidemic proportions were reached in 
April, May, and June, A total of 547 such patients 
were admitted to the hospital during the 10-year 
period. Most of them were between 18 and 85 
years of age; 75% were men. The disease was un¬ 
common in children under 10 and adults over 40. 
Only two were over 70. Most of them came because 
of jaundice. Fever was present in 40%. Signs and 
symptoms referrabJe to me central nervous system 
were found in 10%. The liver was enlarged and 
tender in 323 (597o) and the spleen was palpable 
in 28 (5%). Splenomegaly was seen mostly in 
chronic cases with an illness of six weeks’ duration. 
Cholemia and unconsciousness were seen in 59, of 
whom 48 died; acute massive necrosis in 32, all of 
whom died; hemorrhage from various sources in 
32; edema in 45; and ascites in 10. 

Liver function tests were performed in most of 
the cases. The tltymol turbidity-test was more uni¬ 
formly positive at the height of the disease than 
was the cephalin-cholesterol flocculation test. The 
quantity of bilirubin in circulation was not related 
to tlie presence of complications. Clinical cure 
could not be predicted from the severity of the 
disease as judged by liver function tests. Values 
for serum alkaline phosphatase ranged from 6 to io 
King and Armstrong units in most of the patients, 
the highest figures being found in two patien s 
with cholemia (30 and 36 units respectively). 
Serum protein estimation in some showed an m- 
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crease due to an increase in the globulin fraction. 
In 23 the globulin level was higher than that of 
albumin. Discrepancies between various hver func¬ 
tion tests were noted in some cases. In this series 
64 patients died, a mortality of 11.7%. The death 
rate was higher in pregnant women (60%), but it 
was the same in men and nonpregnant women 
(5.7%). Neonatal hazards in infants born of mothers 
with infectious hepatitis were common. In adults 
the mortalit)' was lowest in the age group 21 to 30 
years, the age group most affected. It was very high 
in infants up to 2 years of age and it was also high 
in adults over 40. Thirty-eight patients died v'ithin 
two weeks of the onset, but in most of the patients 
the disease was chronic. There was no correlation 
between the initial severit}' of the disease and the 
final outcome, but neurological manifestations were 
more common in patients with severe jaundice. 

Abdominal Tuberculosis.—Berry and Bidwai (Jour¬ 
nal of the Association of Physicians of India, vol. 6, 
fanuaiy', 1958) reported that abdominal tubercu¬ 
losis, not secondary to open pulmonary tuberculosis, 
is not so rare as was first thought and is, on the 
contrary', a definite and independent entity. In a 
series of 26 such patients, all were between 11 and 
35 years of age except for one aged 18 months. In 
12, such general symptoms as low-grade fever, 
anorexia, and loss of weight were present. In 13 of 
the 17 women, some type of menstrual disturbance 
(amenorrhea or profuse irregular periods) was 
noted. Abdominal pain and tenderness was the 
commonest abdominal symptom, being present in 
19. Seven complained of distention, with visible 
peristalsis in two. In 7, free fluid was present and 
13 had a palpable abdominal mass either diffuse or 
localized. The usual consistency was firm. Plain 
roentgenograms of three patients who had signs 
of subacute or acute intestinal obstruction showed 
multiole dilated loops of intestine with gas shadows 
and fluid levels. Barium enemas in 13 revealed 
evidence of intestinal stasis and partial obstruction 
such as delay in the passage of barium and dilated 
loops in 10. Extra-abdominal tuberculous lesions 
were found in 12. These included tuberculous 
pleural effusion, winch was commonest, acute dry 
pleurisy, thickened pleura, concomitant pericarditis 
with or without effusion, disseminated hematogen¬ 
ous pulmonary shadows, and healed or active tuber¬ 
culous sinuses in the neck. One patient developed 
tuberculous meningitis while under observation. 
The peritoneal and pleural fluids showed the char¬ 
acteristics of a lymphocytic exudate. 

Laparotomy was performed on 15 patients. Of 
these, 13 had enlarged mesenteric glands and multi¬ 
ple adhesions with miliary tubercles. An ileocecal 
mass was present in three patients and the uterine 
adnexa were involved in two. Intra-abdominal 
biopsy specimens showed follicle formation with 


epithelioid cells and lymphocytes in 12, giant cell 
systems in 12, fibroblastic proliferation in 10. and 
caseation in 7. In only one was tlrere a calcified 
nodule in a lymph node witli no other feature sug¬ 
gestive of tuberculosis. Culture of pericardial, 
pleural, or peritoneal fluid or of the intra-abdom¬ 
inal biopsy specimens gave no evidence of tubercu¬ 
losis. Prolonged follow-up of three patients showed 
development of tuberculosis lesions in other 
parts of the body. The initial response to anti¬ 
tuberculosis drugs was good and to some degree 
may provide evidence in favor of a diagnosis of 
tuberculosis. Abdominal pain was the commonest 
symptom. Manifestations of low-grade toxemia were 
common, but tlreir absence did not exclude the 
diagnosis of tuberculosis. Associated menstrual dis¬ 
turbances were common in the women. A palpable 
mass in the abdomen, visible peristalsis, and fluid 
in the abdomen were the common physical signs. 
Extra-abdominal tuberculous lesions may precede, 
accompany, or follow manifestations of abdominal 
tuberculosis, indicating hematogenous dissemina¬ 
tion. 


SWEDEN 

Pregnancy After Legal Abortion.—Betsveen Nov. 
30, 1956, and Dec. 26, 1957, a total of 3,362 women 
were confined at a maternity hospital; 100 of tliem 
had a historj’ of recent abortion induced legally. 
The indications were psychiatric or sociopsychiatric 
in 87, a somatic ailment in 8, eugenic (on account 
of the father) in 4, and humanitarian in 1. Dr. Per 
Aren (Svenska Jakartidningen, Feb. 21, 1958) 
studied these 100 cases witir a view to illuminating 
the motives leading to abortion. In tliis series, 48 
had suffered in \’arious degrees from a sense of guilt 
at the time of the abortion, and this had in 34 cases 
led to the subsequent pregnancy being uninter¬ 
rupted. In no case had health been impaired by al¬ 
lowing tire pregnancy to go to term, and this had 
happened witliin three years of the abortion in 70 
cases. In 48, the pregnancy had been desired. In 
fully half tlie patients there had been some im¬ 
provement of health or the general condition since 
the abortion. 

The Sedimentation Rate in Pregnancy and After 
Abortion.—Dr. L. Nilsson (Svenska lakarfidningen, 
Feb. 21, 1958) made histopathological e.xamina- 
tions of the ova in cases of spontaneous or criminal 
abortion. Serving as controls were 200 women at¬ 
tending a maternity center and not presenting any 
evidence of a recent or present infection. He con¬ 
cluded that early in normal pregnancy the sedi¬ 
mentation rate is normal or slightly raised. It is the 
same during a spontaneous abortion as during a 
pregnancy which is allowed to continue. A greatly 
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increased rate indicates some complicatioji of an 
abortion. Wiien it is criminal, the rate may be nor¬ 
mal, but it is not infrequently raised. A raised rate 
after an early abortion suggests that it is criminal 
if there is nothing else to explain it. 

Basal Temperature as a Pregnancy Tcst,-Dr. P. 
Bergman {Nordisk medicin, Jan. 30, 1958) studied 
a series of 164 pregnancies in 155 women. In most 
of these the measurements of the temperature were 
discontinued some montlis after pi'egnancy had 
started, but in six it was closely observed through¬ 
out xrregnancy. The temyrerature elevation in he 
corpus luteum phase at the start of pregnancy was 
found to persist during the first three or four 
montlis of pregnancy, after which it fell succes¬ 
sively to the preovulation level. Only two pregnan¬ 
cies, both in the same woman, failed to show the 
anticipated rise in temperature. In three other preg¬ 
nancies the temperature readings were ambiguous. 
Otherwise the test gave the positive reactions ex- 
Xiected of it. A rise of temperature due to an infec¬ 
tion or some other morbid condition might conceiv¬ 
ably obscure the issue, but the e.xperience of the 
Xiast 10 years has not jirovided a single case in 
which this happened, the fluctuating fever of an 
infection being easily distinguishable from the 
steady temperature lei'el of the Friedman test. 
Bergman found tliat it permitted early diagnosis of 
pregnancy, comparable with tlie ordinary biological 
tests of xiregnancy. It also made ]iossible a predic¬ 
tion of tlie time of delivery. It may be particularly 
useful in patients with oligomenorrhea in which 
it is difficult to predict tliis time on the basis of die 
last menstruation. It is simple and inexpensive. 

In Memory of Axel Muntiie.—Last fall a tribute 
was paid to Dr. Axel Muntlie, Swedish author of 
“Tlie Story of San Michele," in a commemorative 
program sponsored by the Swedish Radio Service. 
One of the speakers on tliis occasion, Dr. Wolfram 
Kock, has elaborated what he said then in an article 
Xiublished in Svenska lakaiiidningcn for Feb. 14. 
Muntlie was only 23 years old when in 1880 he suc¬ 
cessfully defended his thesis for die degree of Doc¬ 
tor of Medicine at the University of Paris. In so 
doing, he became the youngest doctor in France to 
hold this title at the time. After returning to Swe¬ 
den to marry, he settled in 1881 in Paris. His pa¬ 
tients u'ere recruited from the colonies of rich 
foreigners as well as from the poor of Paris. His 
interest in hypnotism drew him to the Salpetriere 
Hospital where Charcot gave dramatic demonstra¬ 
tions for the benefit of an inquisitive and fashion¬ 
able public. 'Muntlie was interested enough in 
Charcot’s teachings to apply them to his own 
treatment of hysteria and allied conditions wth 
modifications suitable to die patient s mentality and 
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his. own tastes, but after a time he came to be more 
impressed by Charcot’s arch enemy. Professor 
Beinheim of Nancy- and when an anonymous arti¬ 
cle in Figaro referred contemptuously to Charcot's 
theatrical displays, and Munthe was suspected as 
Its author or inspirer, the doors of the SalpStrike 
Awre forever barred to him. Munthe’s account in 
Die Story of San Michele’ of his last meeting with 
Charcot is dramatic enough to give the reader a 
hint as to die character of these two forceful per¬ 
sonalities. 


/ Aucliologic Laboratory.-Since the fall of 1951, die 
. Kurolinska Hospital in Stockholm has housed the 
Child Audiologic Laboratory about which Dr. B. 
Barr wrote in Svenska Idkartklningen for Feb. 14. 
The laboratory has five hospital beds at its disposal. 
Its patients are selected in such a way that its beds 
arc not monopolized by patients who could be 
treated by local talent. Its waiting list of 6 to 12 
months, unrelieved by similar enterprises elsewhere, 
is an indication of its usefulness and popularity. 
The children are admitted for one week but the 
period is sometimes extended. Close cooperation 
with the parents is one of die most important func¬ 
tions of the laboratory, requiring much time and 
care in view of die part played by die purely men¬ 
tal factor in many cases of deafness. Indeed, nearly 
half of the first 1,000 patients treated had normal 
peripheral hearing, die defective reaction to sounds 
or late development of speech being traceable to 
mental retardation or some emotional shock. Sudi 
patients often take more time and require more 
skilled examination than those with organic lesions 
of die hearing apparatus. The laboratory has started 
to receive patients less dian 6 mondis old in re¬ 
sponse to a growing realization of the importance 
of ti-eating die patient as early as possible. 


UNITED KINGDOM 

Television Medical Series.-A sharp controversy has 
been raging regarding the British Broadcasting 
Corporation’s television series entitled “"Your Life in 
Their Hands.” While many physicians report un¬ 
favorable reactions among their patients, others 
have found the program interesting and helpful. 
The incidence of hypochondriasis may appear to be 
increased, but at a press conference one practitioner 
expressed die view that he would prefer additional 
perhaps unnecessary office calls to delayed consul¬ 
tation on more serious illness from fear or igno¬ 
rance. There is evidence of high technical skill and 
first-class medical advice behind die execution of 
the programs. If there is less evidence of good 
judgment in the choice of subjects, the reason is to 
be found in the original object of die series, which 
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is to show the regional medical facihties now avail¬ 
able in the provinces. The B. B. C. arranged for 
each of its regions to produce one program, and 
within each region a suitable hospital was chosen. 
Presentation and choice of the subject matter was 
left to the hospitals concerned. They did their job 
magnificently, but though it was understood tliat 
one of the 10 programs would come from a cottage 
hospital, they have so far all been from specialist 
centers. Tliis was the basis for the first controver¬ 
sial point. 

The viewers got tlie impression that their fives 
were chiefly in the hands of specialists. The em¬ 
phasis was on disease, and not very common disease 
at that. Many doctors wshed it could have been 
less on comparative rarities in hospitals and more 
on the problems of the maintenance of general 
healtli and such everyday conditions as colds, rheu¬ 
matism, and bronchitis. In launching tliis series the 
B. B. C. wished to promote a healthy interest in 
disease and was encouraged by the favorable audi¬ 
ence research report of May, 1957, on tlie “Hurt 
Mind” series, which was supported by the National 
Association for Mental Health. In these the patients 
were masked and strictly anonymous and B. B. C. 
studio staff were used. The new series used “five” 
physicians, nurses, and patients, who would be ex¬ 
pected to give a more realistic performance. This 
raised the second controversial point as to whether 
it were desirable for ill patients or their relatives 
to allow public examination of their physical con¬ 
dition and whether this could benefit the viewer. 
Whatever criticism is leveled one must admire the 
great skill with which die B. B. C. and the hospitals 
produced these programs and regret that the Brit¬ 
ish Medical Association and the B. B. C., both 
acting with high motives, have taken diametrically 
opposite views ufith regard to the results. 

The British Medical Journals of March 1 and 8 
quote letters from several physicians describing the 
varied effects on their patients. One man, previ¬ 
ously unaware of his condition, guessed correcdy 
that he had cancer. A physician told the British 
Medical Association that as a result of the same 
program his patients had become jittery. One, with 
a benign swelling, became convinced it was malig¬ 
nant. An editorial stated; “Because the hospitals 
are now owned by the State, and dierefore the 
oumer, the Ministry of Health, can give a national 
broadcasting corporation permission to enter the 
public wards, does not justify the intervention of 
the television camera in the doctor-patient rela¬ 
tionship, even though in the particular circum¬ 
stance the two sides agree to it. For this reason 
what they are e.xhibiting on the television screens 
all over the country is not solely and simply Mrs. 
X’s heart operation or Mr. Y’s cirrhotic fiver. They 
are by this means intervening in the doctor-patient 


relationship of other practising doctors. They are 
raising doubts and fears in the minds of their col¬ 
leagues’ patients, and already with one or bvo dis¬ 
tressing, if not disastrous results, whieh we consid¬ 
er it is impossible to justify on tlie highly question¬ 
able grounds that the majority will benefit from 
knowing something about disease. . . . Let us hope 
that the B. B. C.’s present preoccupation with dis¬ 
ease is a passing phase and not part of a poficj' 
that, if continued, will make Britons disease-con¬ 
scious people.” 

Budgerigar and Poliomyelitis.—Sommerville and co¬ 
workers {Lancet, March 8, 1958) reported tliat a 
budgerigar that bit the lip of a boy w'ho later died 
from pofiomyefitis w'as found to have a poliovirus. 
Although numerous animals, including dogs, cats, 
and moles have been named as possible reservoirs 
of poliovirus, confirmatory e\idence from die labor¬ 
atory has always been lacking, but in this case 
there seems little doubt that the budgerigar w'as 
infected with poliovirus tj’p® been in 

contact on Aug. 15, 1957, wdth the victim while it 
was recovering from paralysis of its legs. Another 
bird from the same cage had died from a similar 
attack of paralysis a few days earlier. The boy be¬ 
came ill on Aug. 22, developed signs of bulbar 
pofiomyefitis on Aug. 24, and died four days later. 

Postoperative Comfort.—In tlie British Medical 
Journal of Jan. 25, Dr. H. L. Marriott described 
from personal e.xperience a recent cholecystectom}' 
and an abdominal operation of some years earlier. 
This prompted die suggestion diat the patient be 
nursed for parts of the first few postoperative days 
in an armchair leaning w'ell forward on a pillow on 
a low table. In favor of this position there w^as 
reduction of pain as the w'ound w^as relaxed, breath¬ 
ing W'as easier, and coughing w'as also easier. If 
vomiting occurred diere was less danger of aspira¬ 
tion, and, as it was the normal lavator)' position, 
the passing of flatus w'as naturally accomplished. 
The tendency to bed sores was less because the 
area of distribution of pressure was greater, and 
the legs w'ere more frequently moved dian w'hen 
sitting in bed. The effect on morale w'ould also be 
favorable, but although the abdominal operation 
that Dr. Marriott undenvent is usually associated 
with minimal discomfort, even this could have been 
largely eliminated by this position of sitting bent 
forward. 

Surgeons Honored.—The Council of the Royal Col¬ 
lege of Surgeons announced that honorar)' fellow'- 
ships were conferred, among others on Prof. War¬ 
ren H. Cole, Professor of Surgery in the University 
of Illinois, and Dr. Charles W. Mayo, Professor of 
Surgery at the Mayo Foundation. 
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CORRESPONDENCE 


NUTRITION IN THE SURGICAL PATIENT 


To the Editor:—In an editorial in The Journal of 
Dec. 7, 1957, page 1830, entitled "Nutrition in tire 
Surgical Patient," some statements are made which 
are disputable. Tlie writer states diat to maintain 
caloric equilibrium it is necessarj' to give 40 cal¬ 
ories per kilogram to the average-sized individual. 
Thus, a male, aged 40, height 67 in. (170 cm.), 
weight 154 lb. (70 kg.), would have a daily ex- 
penditrrre of 2,800 calories. The basal caloric ex¬ 
penditure of such a patient is approximately IJOO 
calories. Since physical activities are negligible 
postoperatively, the e.xogenous caloric output would 
barely reach 400 calories, making the total daily 
energy output 2,100 calories. Thus, only 30 calories, 
ratlier than 40, per kilogram are necessary to main¬ 
tain caloric equilibrium. 

The witer further states: “After a subtotal gas¬ 
trectomy . . . male patients who were maintained 
solelv on sugar solutions during the postoperative 
period showed a five-day cumulative dec¬ 

eit of about 60 Gm. and lost about 0.5 kg. (1 ib.) 
of bodv weight per day.” He then stresses tlie fun¬ 
damental necessity of maintaining nitrogen and 
caloric equilibrium and describes metliods of doing 
so by intravenous alimentation and odier means. 
In reference to these two points, namely, weight 
and nitivgen equilibrium, the following comments 


mav be made. 

First the weight loss occurring in tliese patients 
is entirely different in nature from that 
in clinical weight reduction. Co^izance of fol¬ 
lowing facts is essential. While fat can be stored 
an alLst pure state in the body, protein cannot 
To stmed iy but retains with it diree or more 
parts of water. Tlius. 1 Gm. of 

value of approximately 8 calories, "'W®J ” 

flesh h.is approximately a value of 1 ’ 

clinical weight reduction, ^ \y 

Z catabolism of fat. Tire f f c ®Tmv^ f 
of body weight lost .3 ‘'bou* f 00 cdones^ the 

trectomized patients indicates 4 

nroVein which when added to die 1,080 Gm. 
fb ) of’water stored with the protein « 

total loss of 3.2 lb. of body weight, calori 
couivalent of these 3.2 lb. lost is only 1,440 calories. 
Thus,‘ of the 5 lb. lost by the patient in five days, 

"‘^SeSn^lnu-LTstresses the fimdamental ne- 

•fy of using eVery means to obtain mtioge . 
cessity of osi g faster Levanzin 

equilibrium. Tire professional faster, 


(Benedict, A Study of Prolonged Fasting, publi¬ 
cation 203, Carnegie Institution of Washington, 
1915), fasted for 31 days, during which time he 
lost 18.3 lb, (8.3 kg.) of flesh, without any appre¬ 
ciable detriment to health. The patients described 
by the writer lost 60 Gm. of nitrogen, which is 
equivalent to a loss of 3.2 Ib. of flesh. Tire loss of 
this amount of flesh in an adult whose lean body 
mass is normal or above normal does not at all 
adversely affect the physiology of the body. During 
die period of rehabilitation, the depleted protein 
stores are rapidly replenished. Thus, the attempt 
to prevent a negative nitrogen balance in these 
patients may be considered optional but not essen¬ 
tial. These means are essential only in those indi¬ 
viduals where the lean bod)^ mass is below normal. 

I am in full agreement with the uTiter that the 
metabolism of carbohydrate (dextrose), water, 
electrolytes (sodium, potassium, and chloride), and 
vitamins must be kept in equilibrium. 

Max Wishnofsky, M.D. 

613 Williams Ave.. 

Brooklyn 7, N. Y. 


rHYROID STABILITY 

Po the Editor:-ln their communication in die Jan. 
>5,1958, issue of The Journal, page 401, Drs. J. A. 
Subata, P. J. McCall, and T. Douglass of Armours 
L,aboratories disagree with my contention on thy- 
■oid stability as stated in my article on Hypo^ky- 
-oidism” (/. A. M. A. 165:121 [Sept 14] 1957) 

No attempt was made to present laboratoiy data 
3 ased on rat and mice experiments in dns paper, 
dthough such a study was made m conjunction 
with tL Armour Company widi predecessors of 
Doctor Hubata et al. Rather, my conclusions were 
baxe-a on a 2-year clinical study under *e late Doc¬ 
tor Henry S. Hummer at the Mayo Clmic and a 
35-year study at the Jacteon Clime. Tbs “ “ 
ject in which I teel a comparison cannot be made 
beuveen Are results obtained m rtuee J"®". 
some drugstores and in some doctors 
of tliyi-oid are opened and may stand on 
for inwidis or years. As stated in my article, seldom 
hTs mom than" wo grains of thyroid been required 
to control hypothyroidism, providing the dr g 

"“IsZrtm'Hubata et al. stated. The officiaBy 
•rpd U S P XV assay of sodium thiosulfat 

Sr tLL^odetermL the iodine consol 

'-^‘?^Xarpl”*kstud; based upon 
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tlie ability of tliyroid substance to inhibit tlie hyper¬ 
trophic activity of thiouracil (n-propyltliiouracil) 
in rats.” Yet laboratorj' results in rats and clinical 
results in man are not alwaj's in accord, and there 
ma>' be some otlier factor to account for the differ¬ 
ence in our deductions. I should like to reiterate 
that the Armour tli\Toid diat I have prescribed has 
always gh'en satisfactory results. 

In his communication to The Journal (166:401, 
Jan. 25, 1958), Dr. Paul L. Wermer, Vice-President 
and Medical Director, M^amer-Chilcott Laborato¬ 
ries, gives the answer to his oum statement con¬ 
cerning my article on “Hypothyroidism,” which 
appeared in tlie Sept. 14, 1957, issue of The Jour¬ 
nal. “His reference was to desiccated tliyroid tab¬ 
lets; . . . we should like to take issue with this state¬ 
ment at least so far as it applies to our product.” 
No mention of their product was made in my article 
since I have had no personal e.xperience with it. 

Arnold S. Jackson, M.D. 

30 S. Henr)' St. 

Madison 3, Wis. 

THYROID STABILITY 

To the Editor:—In the article on “Hj'pothyroidism” 
by Dr. A. S. Jackson (/. A. M. A. 165:121 [Sept. 
14] 1957), the statements were made that “thjToid 
tablets lost tlieir potency if they were more than 
three months old” and “This observation was later 
found to be true in many other cases.” Since then, 
hvo different communications in The Journal 
(166:401 [Jan. 25] 1958) have taken issue \Hth 
Dr. Jacksons findings concerning the stability of 
biological activity in thyroid preparations. Data 
from our conb'ol laboratory' are likev'ise in dis- 

Biological Activity of Thyroid Tablets and Capsules (Wilson) 

AKe of Sample 

at Time of Blolopical Activity,* 
Assay ^ of Wilson Standard 
Lot Thyroid Yeai (Jan., 1935) (Thyroid Powder U.S.P. 
Xo. Preparation 3Ifd. Years Lot No. 1030SC) 

99310 2 grain uncoated 

(tablets) 1950 1.5 139il9 

9:457 5 grain (cap«ule«) 1950 2.0 83±:27 


From the data presented here and other studies 
in our files we cannot agree wth Dr. Jackson's 
findings. Onr data show that thyroid tablets (un¬ 
coated) retain their biological acti\'ity for a period 
of at least 3% years, while coated tablets retain 
activity for over 10 years. 

E. A. Lazo-Wasem, Ph.D. 
Chief Physiologist 
The Wilson Laboratories 
Chicago, Ill. 
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MEDICOLEGAL ABSTRACTS 

Use of Oscilloclast as Fraud in Practice of Medicine. 
—The defendant was prosecuted for theft in the 
practice of medicine and from a con\'iction ap¬ 
pealed to the district court of appeal, second dis¬ 
trict, diwsion 3, California. Mffien patients went to 
the office of the defendant chiropractor, he would 
take a sample of their blood and send it to his co¬ 
defendant, an osteopath, for analysis by means of a 
radioscope. The radioscope used by the osteopath 
is a black bo.x containing bvo electrical circuits, 
dials, switches, a variable condenser, an electrode 
or trap door, and some attachments. The radioscope 
was apparently invented by the late Doctor Albert 
Abrams, who was the founder of the electronic 
school of medicine. Abrams thought tliat disease is 
a lack of harmony in the electronic oscillations of 
the human body and that diseased tissue gives off 
a rate of vibration. Followers of Doctor Abrams 
use the radioscope to measure tlie ribratory rate 
of electromagnetic energy' in different parts of the 
human sy'stem. 

In using the radioscope, tlie osteopath was helped 
by an assistant, a Mrs. Ogle. The osteopath first 
unwrapped a blood sample from its tinfoil con¬ 
tainer and placed it in the trap door of the machine, 


99577 

1 grain uncoateU 
(tablets) 

19M 

3.5 

312:22 

702G5 

2 grain coated 
tablets) 

3947 

10.5 

12.5±23 


* Biological activity ^\as dctennined by antigoitrogenlc effect in thi- 
ourncil-fed rat«. The tablets were ground, incorporated in the thioiiru* 
cil-containing diet, and fed ad libitum. All assay.s were performed at 2 
to 3 dose level®. The reference standard u«cd wa® a U.S.P. thyroid pow¬ 
der mamifactured in No\ember, 1957, and which had been standardized 
against the previous house standard. The iodine content of the stand¬ 
ard powder and the powder® u«ed for the manufacture of the tablets 
wa« 0.2 ± 0.03%. 


agreement with Dr. Jaekson’s findings, since they' 
demonstrate the stability of commercial thy'roid 
preparations. 


which she then elosed. Next she clipped one of 
the attachments to the side of Mrs. Ogle, who stood 
in front of the maehine ivitli her abdomen exposed. 
Mrs. Ogle held another attachment in her hand 
and touched it to various parts of her body as di¬ 
rected by the osteopath. Meanwhile, the osteopath 
took a glass wand or conductor and stroked it 
aeross the left side of Mrs. Ogle’s bare abdomen. 
Wffiile stroking the wand, tlie osteopath turned the 
dials on the maehine and made notations of tlie 
vibratory rates of electromagnetic energy indicated 


Biologieal activity of tliyToid tablets and capsules by' the machine as Mrs. Ogle touched the attaeh- 
stored for various periods at room temperatui»^is-“~—different parts of her bodv. After deter- 
shov'n in the tabl -. . - . . 
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nn “Atlas” prepared by a Doctor Colson, which 
correlated the rates of vibration with particular 
kinds of disease energy. Then she prepared a treat¬ 
ment cliart, which she sent to the defendant; this 
chart slated the nature of the patient’s illness and 
gave directions as to the particular part of the pa¬ 
tients body to be treated with die oscilloclast. 

When the report was returned, the defendant 
would then tell the patient that he or she had can¬ 
cer, tuberculosis, liver ti-ouble, or a number of 
other conditions and would assure him that such a 
condition could be cured by a series of treatments 
with an oscilloclast. These treatments would then 
be continued for varying lengths of time, and for a 
fee. 

The oscilloclast used by the defendant is a kind 
of vibrator. It is a black box, containing two cir¬ 
cuits, one of udiich is electronic and the other elec¬ 
tive. It also has a number of dials and attachments. 
The electric circuit carries a 60-cycle alternating 
current, while the electronic circuit is composed of 
two ^^acuum tubes; one tube is connected to an 
oscillator which resonates at about 40 megacycles 
and the other tube acts as a switch, turning the 
liower on and off at a rate of 90 times a minute. In 
theory, the oscilloclast dissipates disease energy by 
eradicating die electrical impulses emitted by the 
disease. Thus when treatments with die machine 
are given, the attachments are placed against those 
parts of the patient’s body which are affected by 
die disease, and the dials are adjusted so as to 
transmit the precise rate of energy which, accord¬ 
ing to Colson’s “Atlas,” will counteract the disease. 

A number of experts testifying on behalf of the 
People gave their opinions as to die scientific value 
of diese two devices. One, a nuclear physicist, said 
that the radioclast would not measure any electro¬ 
magnetic energy emitted by a piece of dried blood 
for the reason that die radioscope is a closed circuit. 
Furthermore, he said that the power generated by 
the oscilloclast is so minimal that die macliine 
would have no more effect than a vigorous rubbing 
of the skin. And a physician who specialized in die 
treatment of cancer said that long-wave radiation, 
as used in the oscilloclast, cannot destroy cancer 
cells or have any effect on cancer. 

On the basis of the above and all the other evi¬ 
dence in the case, the jury was of the opinion that 
the defendant was in effect guilty of a fraud on 
his patients when he used such a device as the 
oscilloclast and when he held out to them that he 
could cure cancer and other diseases with such a 
device. The court of appeals agi’eed with the find¬ 
ings of the jury and affirmed the judgment holding 
the defendant guilty of theft in the treatment of 
patients for cancer, tuberculosis, and other illness 
with an oscilloclast. People v. Schmidt, 317 P(2) 
673, (Calif., 1957). 
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A PRIMER ON CAMERAS 

Die truth of the ancient Chinese proverb that 
one picture is worth more than ten thousand 
words has at no time been more apparent than 
today, as Americans click away with over 60 million 
cameras. 

Photography has been called photogenic draw¬ 
ing the pencil of nature, sun painting, sun pictures 
and shadow catching-all variants from the Greek 
drawing with light.” 

But photography is not only drawing with light- 
it is modeling or sculpturing yvitli light; it is paint¬ 
ing with light on film as artists through the ages 
have painted with brush on ennvas. Physician artists 
have been noted for accurate delineations of the 
anatomy: Richard Bright, Harvey Cushing, E. L. 
Trudeau, Frank Netter, to name a few. 

The camera has wadened the field of art. Today 
more and more physicians, who have been, in their 
comparatively little free time, “Sunday painters,” 
are turning to tJie photographic form of art. This 
year, the 20th annual exhibition of the American 
Physicians Art Association, which was held in Jan¬ 
uary at the Academy of Medicine in New York, 
included an impressive number of photographic 
entries. 

You may be one of die many who have thought 
that some day you would like to fool around with 
a camera, but have not known just where to start.y 
Actually you most likely wall not be able to decide 
which camera is best suited to your particular in¬ 
terest until you have experimented awhile. The 
type of photography you want to do will inevitably 
lead you to the camera that will be just right for 
you. 

Die all-important question is what kind of 
photogi-aphs would you be most interested in mak¬ 
ing? Will you be satisfied with snapshots made with 
a simple, inexpensive box camera? Do you aim no 
further tiian at slightly more difficult interiors and 
portraits? Are you interested in views of scenic 
grandeur, or must your photos also live and 
breadie? Will you be content to take a shot and 
then wait to use up anotlier dozen or two dozen 
exposures to see what you have captured on film, 
or do you want to see what you have taken im¬ 
mediately after you have snapped the picture? Is 
photography to be a means of self-expression witli 
a never-ending canvas on which you can depict 
landscapes, still life, a carefree day in the country 
or a study of the city streets? Do you want your 
photographs to be formal or candid? These are tlie 
considerations tliat will dictate your choice, or 
choices, of a camera, because you may find that 
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ev'entually you uall want more than one camera. 
Lets take a look at the-types of cameras on the 
market to get an over-all picture. 

Box Camera.—This tj'pe of camera is very simple 
in construction and is held at waist-level for wew- 
ing. It includes a lightproof body of metal or 
plastic, a simple lens udth an opening of f/11 or 
f/16, a self-setting shutter fixed at 1/25 second, a 
film-advance mechanism, a colored ^vindow to show 
tlie film exposure number, and usually two window 
and mirror vieu^ders—one for horizontal and one 
for vertical exposures. (Focal [f] numbers are used 
to designate tire light-gathering power of a lens at 
various diaphragm openings. For instance, an f/11 
lens can gather more fight in a given interval tlian 
f/16 lens and is therefore faster. Tlie larger the 
focal number, die smaller tlie fight intensit>'.) 

Even the simplest cameras have internal flash 
sjmchronization and can be used for making flash 
snapshots indoors or at night. Most models are 
equipped until a setting which allows you to keep 
the shutter open for prolonged exposures. How¬ 
ever, the fi.xed lens and slow shutter speed make it 
impossible to take action shots. Because of the 
ine.xpensive lens, negatives will not be sharp enough 
for extreme enlargement. 

Box cameras are nonadjustable—tliey do not have 
focusing or exposure controls. You just load it wath 
film, aim, and press the button—your photo finisher 
does the rest. All box cameras use roll film, and 
you can get from 6 to 16 pictures on a roll, depend¬ 
ing on tlie size of film. 

Simple Reflex Camera.—Another bo.x-tj'pe camera 
is the simple reflex camera which differs from the 
regular box camera chiefly in that it has a large 
view'finder window above the lens and a big, bright 
viewing screen in the top of the camera which 
makes it easier to compose the picture and see 
exactly what you are getting on film in the size 
of the finished print. Roll film is used and udll make 
12 2%-by-2%-in. negatives. 

Like the box camera, simple reflex cameras usual¬ 
ly have flash s>'nchronization, and shutter settings 
for relatively fast or prolonged shots. These cameras 
often have additional features not found on the 
simple box camera: a sliding front panel which 
protects the lens when the camera is not in use, a 
built-in close-up lens, and a device to prevent 
double e.xposure. 

Simple Folding Camera.—This type of camera 
equipped mth a lens and a shutter similar to that 
of the box camera folds flat on accordion-like 
bellows when not in use. This protects the lens and 
makes the camera more compact for carrying, 
otherwise there is really no advantage over the 
box type, except that there may be more tlian one 
lens opening rather than a fi.xed focus. From 12 to 
16 negatives can be obtained on one roll of film. 


Adjustable Folding Camera.—The adjustable fold¬ 
ing camera has faster adjustable lenses tliat permit 
picture taking \vith less fight, and faster shutters 
to stop action wliich is beyond die scope of the 
simple camera. 

Because this camera is much more intricate and 
versatile the price range varies A\'idely, depending 
on die lens and shutter. For instance, cameras in 
die medium-price range have lenses of from f/6.3 
to f/3.5 and shutter speeds as fast as 1/100 or 
1/200 second. In the higher price brackets cameras 
are equipped uddi fast precision lenses and have 
shutter speeds as high as 1/800 second, and include 
refinements such as a coupled range finder for better 
focusing. This tjqje of camera uses a variety of film 
sizes—from 8 2%-by-4%-in. to 16 214-by-l^fe-in. e.x- 
posures. 

Twin-Lens Be^e.v'.—Tlie hHn-lens reflex is actual¬ 
ly two cameras in one: a vieMung camera on top of 
a taking camera. It is equipped with two lenses 
mounted in a rigid lens board. The lenses move in 
and out in unison when the focusing control is 
adjusted. The \deu'ing-lens image is reflected b}' a 
mirror to a ground-glass ideudng screen on top of 
the camera. It is comparatively easy to focus by 
adjusting the focusing knob imtil the image looks 
sharp on the ground glass. 

Primarily designed for waist-level liewung, some 
h^dn-lens reflexes have prolusions for eye-level 
viewing. High-quality lenses vuth openings of up 
to f/2.8 are available. Shutter speeds go as high as 
1/500 second on tlie more expensive models. Most 
are {lash-s>'nchronized, and take 12 2y4-by-214-in. 
pictures on a roll of 120 or 620 film. 

Because focusing and viev'finding are so easy 
with tliese cameras they are good for beginners, 
even though the higher-priced models are used by 
many professionals for picture taking under difficult 
conditions. 

Thirty-five-Millimeter Cameras.—The 35-mm. 
cameras have many advantages: they are compact 
and easy to carri'; they are equipped with fast 
shutters and lenses; they hold large film loads of 
20 to 36 exposures; and they are convenient for 
color photography. The more e.xpensive tiTpes have 
interchangeable lenses for telescopic or other special 
effects. The disadvantages of a 35-mm. camera are 
that the small negative size requires careful 
handling and the large film loads can be a nuisance 
if one vushes to take only a few pictures and see 
results quickly. 

Most 35-mm. cameras, except the less expensh'e 
makes, are equipped witli coupled range finders, 
automatic film-advance and shutter-cocking mech¬ 
anisms. Prices varj^ greatly, depending on lens and 
shutter. A tj-pical medium-priced make has an f/3.5 
lens and a shutter vath speeds up to 1/200 second. 
The most e.xpensive have lenses of f/1.4 or f/1.5 
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and sliutter speeds up to 1/1,200 second. Wide- 
angle or telephoto lenses are also available for 
special purposes. 

Volaroicl Land Cameras.—The. Polaroid Land 
cameras have introduced “picture-in-a-minute” 
photography, with the tremendous advantage of 
giving results innnediately. This eliminates the 
rather common e.xperience in conventional photog¬ 
raphy of discovering later that you do not have the 
picture you want, an especially sad situation when 
the pictures mi.ssed are vacation shots or family 
gatherings which cannot be retaken. 

And for the busy professional man, pictures-on- 
thc-spot have another tremendous advantage in tlie 
learning stage. The time needed to upgrade your¬ 
self from a rank beginner to a skilled amateur can 
be greatly shortened by using Land cameras and 
correcting your personal mistakes as you go. Take 
the matter of filters, for e.vample. liie)' improve 
most outdoor pictures, but manj' amateurs never 
get around to mastering them. 'Why? Normally, 
when the beginner tries to acquaint himself witli 
filters he finds that by the time the roll is finished 
and finally processed, he has forgotten the exposure 
techniques that gave him his best pictures. But 
when he sets up his Polaroid camera and shoots 
se\'eral pictures of the same scene, ^'ar)ang exposure 
times after he sees each picture, he quickly learns 
how to get the best results from any particular 
filter. This same see-as-you-go learning speeds all 
phases of photographic education—flash technique, 


J.A.M.A., May 3 ,1938 


Most stereo cameras use 35-mm. film, which 
usimlly takes 16 stereo pairs on a ^O-exposure load 
and 29 pairs on a 36-exposure roll. The camera has 
limited appeal because the matched lenses and 
shutters increase the cost, and the use of the camera 
IS limited to those subjects which are peculiarly 
appropriate for stereoscopic pictures. Also, the 
pictures must be placed in a viewer or projected; 
they cannot be viewed otlierwise. 

Additional information about any of these types of 
cameras can be obtained from a variety of sources. 
Many magazines are devoted solely to photog¬ 
raphy and many volumes have been written about 
photography as a hobby and as a moneymaking 
A'enture. In fact, entire books, such as “Rollei 
^fiotography,” “The Twin-Lens Camera Compan¬ 
ion, Leica Manual,” “Pictures-in-a-Minute,” and 
“35-mm. Technique,” have been dei'oted to each 
tjqje of camera. 

When you select tlie camera you are most in¬ 
terested in, write to tlie manufacturer for full 
descriptive literature, or see your local photography 
dealer. Once you buy a camera, use it and join the 
happy family of physician shutterbugs. 
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close-ups, even posing people for ordinary snap¬ 
shots. 

Although Land photography is barely 10 years 
old, there have been so many improvements in bodr 
cameras and films that the needs of any photogra¬ 
pher now can be satisfied with die current product 
line. There are relatively inexpensive cameras which 
require only a single setting for both lens openings 
and shutter speed—you simply read a number on 
the meter and set this same number on the camera. 
In the medium-priced range are two other cameras 
which have rangefinders, electronic flash connec¬ 
tions, and other accessories. 

Stereo Cameras.—The Stereo camera evokes 
memories of afternoons at Grandma’s, witli tire 
stereopticon sessions and hot chocolate rvitli cook¬ 
ies. Tliis three-dimensional photography, in color 
now, is used for very special occasions and is efiec- 
tive with scenic subjects. 

The camera is equipped with two matched lenses 
which take pictures at the same time, each from a 
slightly different viewpoint just as our eyes see a 
scene. After processing, tire twin pictures are 
placed in special stereoscopic mounts for viewing or 
projection; the two slightly displaced versions of 
the scene are superimposed on each other in the 
viewer’s brain and tire result is a ti-ue stereoscopic 
picture, including all tire roundness, solidity, and 
three-dimensional quality of life. 


on Living Cells: 16 mm., color, silent, showing Ume 19 min¬ 
utes. Prepared in 1956 by George E. Shambaugb Jr., bl.D., 
Chicago. Procurable on loan or purchase from Northwestern 
University Medical School, Department of Visual Education, 
303 East Cliicago Ave., Chicago 11. ^ 

This film provides an excellent visual demonstra¬ 
tion of an old physiological axiom, namely, that 
living cells, in order to grow and remain functional, 
must be maintained in an ideal environment. By 
excellent microcinematography, tire effects of var¬ 
ious electrolyte solutions and frank injurious agents 
are demonstrated on several tissues growing in 
tissue culture. Thus, it is shown that isotonic sodium 
chloride solution, when perfusing such tissues as 
skin, cochlear epithelium, and middle ear epithe¬ 
lium growing in tissue culture, has a definite in¬ 
jurious effect. This injury is shown by cessation of 
cytoplasmic activity and disruption of structural 
integrity. Ringer’s solution has a similar but less 
pronounced effect. The tissues are maintained best 
from a structural and functional viewpoint by Gey s 
balanced salt solution. The film would be best 
appreciated by those familiar with these techniques 
and thus able to recognize and interpret the subtle 
evidences of toxicity as demonstrated visually. The 
value of die film could be extended by use of longer 
and more detailed explanatory titles or by addition 
of a sound track. 
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The Shock Sjudrome Associated with Bacteremia 
Due to Gram-Negative Bacilli. M. H. Weil and 
W. W. Spink. A. M. A. Arch. Int. Med. 101:184-193 
(Feb.) 1958 [Chicago]. 

The authors studied tlie clinical features of 400 
patients who were hospitalized at the University 
of Minnesota Hospitals between January, 1950, 
and September, 1955, and from whose blood gram¬ 
negative enteric bacteria were recovered. There 
was no reasonable doubt that bacteremia was pres¬ 
ent in 278 of these patients; in 43 patients it was 
complicated by h 3 'potension and the manifestations 
of shock. In 40 of the 43 patients with shock, a 
procedure performed in the hospital was impli¬ 
cated. This included instiumentation of the lower 
urinary passages in 20 patients, septic complica¬ 
tions of abdominal, perineal, and pehac surgical 
inteiA'entions in 13 patients, cannulation of a periph¬ 
eral vein and intravenous administration of fluids 
under unfavorable conditions of sterility in 6 pa¬ 
tients, and paracentesis in 1 patient. Signs of sepsis, 
including chills and fever, followed within 48 hours 
of the causative event, and shock appeared about 
12 hours later. Nausea, vomiting, and diarrhea 
usually accompanied the onset of shock. The leuko- 
C)4e count and the percentage of neutrophils were 
notablj' increased. Most patients had significant 
electrocardiographic abnormalities, which in many 
instances made differentiation from shock caused 
bj^ mj'ocardial infarction difficult. It is important 
to obtain a blood culture in patients in whom the 
cause of shock is not apparent. This is of value not 
only for the establishment of a specific diagnosis 
but also for planning optimal antibiotic therapy. 

Twenty-eight of the 43 patients with shock died, 
a mortality rate of 65%, with death occurring at an 
average of 2.7 days after onset of shock. The mean 
duration of the state of shock for the 15 survivors 
was 6 days (12 hours to 26 daj's), indicating the 
protracted course of this tjqpe of shock. Acute renal 
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failure may become a limiting factor during tlie 
recover}' period and was the cause of death in 4 
patients. The prompt use and judicious choice of 
antibiotics are most important aspects of therapy. 
Vasopressor agents and especialh' metaraminol 
probabh' promote reversibiUt}' of the circulator}' 
disturbance and provide effective elevation of the 
blood pressure. Adrenal coitical hormones suppress 
the manifestations of toxemia caused by over¬ 
whelming infection and may be used to provide a 
period of grace during which infection and shock 
can be controlled. 

Aortic Stenosis. L. Dexter, D. E. Harken, L. A. 
Cobb Jr. and others. A. M. A. Arch. Int. Med. 
101:254-266 (Feb.) 1958 [Chicago]. 

The authors report on 9 men and 4 womenj be¬ 
tween the ages of 39 and 66 years, with pime aortic 
stenosis who were studied clinically and hemody- 
namically by catheterizing the left side of the heart. 
In this study, the critical cross-sectional area of 
the aortic valve was about 25% of the normal size, 
specifically about 0.6 sq. cm. or less (normal size, 
2.6 to 3.5 sq. cm.). The cardiac output in aortic 
stenosis was almost uniformly normal or higher 
than normal, even in the face of a high left ven¬ 
tricular end-diastohc pressure, i. e., left ventricular 
failure. The reason is not readily apparent. This 
is in striking contrast to other central obstructions 
such as mitral stenosis, in which the cardiac output 
is almost uniformly reduced. The main consequence 
of aortic stenosis was left ventricular systolic h}'per- 
tension. The highest systolic pressure recorded was 
320 mm. Hg. In these s}'mptomatic patients the 
average left ventricular minute work load was 
about twice normal, and in 1 patient it was about 
6 times normal. This enormous work performance 
was possible through tlie medium of left ventricular 
h}'pertrophy, but tliis study did not reveal at what 
point in the course of aortic stenosis left ventricular 
hypertrophy was rev'ealed by the electrocardio¬ 
gram. All but 1 patient with a cross-sectional area 
of the aortic valve of 0.7 sq. cm. or less had left 
ventricular hypertrophy electrocardiographically. - 
Eventually, left ventricular failure occurred, as in¬ 
dicated by a rise of left ventricular end-diastolic 
pressure. 

Since severe aortic stenosis occurs characteristi¬ 
cally in the older age group, when coronary disease 
is common, it was often impossible to decide clin¬ 
ically whether anginal pain was due mainly to coro¬ 
nary disease or to aortic stenosis. Only if severe 
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aoitic stenosis were detected by catheterization of 
the left side of the heart or if electrocardlograplnc 
evidence of myocardial infarction were present, 
could a decision be properly made. To increase tire 
difficulty, however, considerable coronary disease 
and aortic stenosis may coexist Anginal pain associ¬ 
ated with less severe aortic stenosis was considered 
to be produced by the coejcisting coronary artery 
disease. In 1 patient with coronary artery disease 
but on])' mild aortic stenosis, the clinical picture re¬ 
sembled that of severe aortic stenosis in that anginal 
pain, sjmcopal attacks, and left ventricular failure 
were j)resent. Aortic stenosis often produced little 
roentgenologic evidence of left ventricular enlarge¬ 
ment, even when the left ventricular systolic pres¬ 
sures were high, because hjpertrophy is poorly 
reflected roentgenologically. Even with left ventric¬ 
ular- failure, as indicated by a high end-diastolic 
pressure, there was often little left ventricular en¬ 
largement revealed by the chest roentgenogram, 
presumably because of the r-elative lack of distensi- 
bility of the heavily hypertrophied muscle. Aortic 
sterrosis produced little, if any, enlargement of the 
left atrium, even when there was left ventricular 
failure with increase of the left atrial pressure. 

There was a poor correlation between the sever¬ 
ity of aortic stenosis and the pulse pressure, dura¬ 
tion of the brachial arterial systolic upstroke, and 
anacrotism. Although a plateau pulse of the carotid 
artery was found almost uniformly at the advanced 
stage under study, it was absent in 1 patient with 
severe stenosis and it was present in 1 patient with 
mild stenosis. The evaluation of the severity of 
aortic stenosis before the advent of syncope, anginal 
pain, or left ventricular failure has, tlierefore, not 
been found easy by clinical methods, except by the 
use of catheterization of the left side of the heart. 
With the use of this technique, botli pressure and 
flow must be measured in order to ascertain the 
size of the orifice of the aortic valve, either meas¬ 
urement alone being potentially misleading in its 
assessment. With knowledge of the flow and the 
pressure difference across the aortic valve, the 
cross-sectional area of the aortic valve was found 
to be calculable by the Gorlin formula with a high 
degree of accuracy. 

Transmission of the Common Cold to Volunteers 
Under Controlled Conditions; I. The Common Cold 
as a CUnical Entity. G. G. Jackson, H. F. Dowling, 
I. G. Spiesman and A. V. Boand. A. M. A. Arch. 
Int. Med. 101:267-278 (Feb.) 1958 [Chicago]. 

More than 1,000 young volunteers, most of them 
students between the ages of 20 and 25 years in 
schools of medicine, dentistry, or nursing, sub¬ 
mitted to nasal instillation of dilute, cell-free, nasal 
secretion from donors with a common cold. Some 
secretions were stored for more than 1 year with¬ 
out loss of infectivity. Suitable criteria for the 
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lecognition of the presence of an experimental 
cold were developed. Findings showed that ex¬ 
perimental colds developed in about 35 to 40% of 
the volunteers after a single challenge with an in¬ 
fectious secrebon. Neither sex, season, nor the 
source of the different secretions significantly al¬ 
tered the susceptibility to an experimental chal¬ 
lenge. The incubation period varied from 24 hours 
or less to 72 hours and was different for secretions 
collected from different donors and in different 
years. Headache, sneezing, chilliness, and sore 
throat were early symptoms of infection. Nasal 
discharge, nasal obstruction, cough, and malaise 
followed the onset by about 48 hours and were the 
severest symptoms. Nasopharyngeal examination 
was of no value in the identification of infected 
persons. The experimental cold was rarely asso¬ 
ciated witl) fever, and some of the persons experi¬ 
mented on showed a transient depression of the 
oral temperature during the early stages of the 
cold. The bacteriological flora of the nose and 
throat neither predisposed to, prevented, nor com- 
jrlicated experimental infection. 

Thyroid Function and the Metabolism of Iodine in 
Patients with Subacute Thyroiditis. S. H. Ingbar 
and N. Freinkel. A. M, A. Arch. Int. Med. 101:339- 
346 (Feb.) 1958 [Chicago]. 

The authors studied thyroid function and the 
metabolism of iodine before and after treatment 
in 8 women and 2 men, between the ages of 34 and 
76 years, with subacute thyroiditis. Eight of the 10 
patients were given external irradiation to Are tlry- 
roid area. The irradiation dose varied betw'een 500 
and 850 r, measured in air. One patient was given 
cortisone intramuscularly. Another received 10 
units of thyroid-stimulating hormone for 3 days. 
These therapeutic regimens were followed by re¬ 
mission of symptoms. Radioactive iodine studies 
were repeated within 2 to 4 weeks after restoration 
of an apparently normal state. In tire 7 patients in 
whom measurements were made of serum pre- 
cipitable stable iodine (FBI in blood drawn at 
the time the radioiodine studies were performed, 
values for FBI before treatment ranged broadly 
between 2.7 meg. and 16.2 meg. per 100 cc. After 
treatment, normal values for FBI were found in 
all patients. Twenty-four-hour thyroidal uptakes of 
radioiodine (I were negligible or markedly di¬ 
minished in all 10 patients before treatment. After 
therapy, values for the thyroidal uptake of I 
were normal in all patients except 1 whose 
after treatment was only 10%; this patient had 
noted an amelioration of symptoms coincident with 
the administration of thyi'oid-stimulating hormon^ 
Normally, during the period between 24 and 7- 
hours after the administration of radioiodine the 
concentration of butanol-extractable 1 ^ \ I 

in the serum increases, while in all patients with 
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subacute thyroiditis values for BEI were greater 
at 24 hours than at 72 hours. Concentrations of 
BEIwere entirely normal in 6 of 8 patients after 
treatment by irradiation. In all patients given irradi¬ 
ation, the normal quantitative relationship between 
24-hour and 72-hour values was found. This rela¬ 
tionship was also normal in the patient who had 
been treated wth cortisone, but absolute values 
for BEI after therapy were in the distinctly 
hyperthyroid range. Tlie patient whose improve¬ 
ment was concomitant witli the administration of 
thjToid-stimulating hormone continued to show an 
inversion of the usual relationship between 24-hour 
and 72-hour values for BEI and the 24-hour 
values were in tlie distinctly hjqpertlmoid range. 

Tliese findings suggest tliat during subacute thy¬ 
roiditis 2 principal abnormalities in thyroid func¬ 
tion occur. The first is a diminution, although not a 
complete cessation, of hormonal biosjmthesis. The 
second is a loss of the storage function of the gland, 
with passage into the circulation of a variety of 
iodinated materials. These functional abnormal¬ 
ities have been shown to be jiromptly restored to 
normal after x-ray therapy. Although cortisone has 
proved remarkably effeetive in controlling the 
sjmptoms of acute thjToiditis, eomparable demon¬ 
stration of its ability to restore th^nroidal function 
to normal has not been reported. 

Course and Prognosis in Rheumatoid Arthritis. 
J. J. R. Duthie, P. W. Brown, J. D. E. Knox and 
M. Thompson. Ann. Rheumat. Dis. 16:411-424 
(Dec.) 1937 [London]. 

Further studies of rheumatoid arthritis have been 
made in a group of patients first reported on in 
1935. At that time the mean duration of follow-up 
was 24.4 months. It was concluded that improve¬ 
ment after treatment in hospital was reasonably 
well maintained in the majority of patients if med¬ 
ical and social supervision were adequate. The 
original group consisted of 307 patients. At the 
third and most recent assessment, nearly 6 years 
(67.4 months) after discharge from hospital, 247 of 
the original group remained available; 36 had died 
since diseharge; 17 had left Scotland; and 7 had 
defaulted. Twenty-four per cent of the 247 pa¬ 
tients were able to carry on all normal activities; 
40% were moderately incapacitated; 26% were more 
severely erippled; and only 10% had become help¬ 
less and dependent on others. There had been re¬ 
markably little change in the distribution of pa¬ 
tients, according to the four grades of functional 
capacity, between the first assessment made 2 years 
after discharge and the last assessment nearly 4 
years later. The disease remained moderately ac¬ 
tive throughout the period of study in about 65% 
of the patients, but the proportion rated as active 
had decreased. At the third assessment nearly 30% 
showed no signs of activity. Of the patients con¬ 


sidered eligible for remunerative employment on 
discharge from hospital, 39% were engaged in 
normal employment and 38% in light work at the 
time of the third assessment Sixty’ per cent of 
the house%vives were able to do all, or all but the 
heaviest, tasks in the home. 

Patients admitted \rithin 1 y'ear of the onset had 
a substantially better prognosis than those admitted 
at a later stage. The prognosis in males was dis¬ 
tinctly better than it was in females. Patients whose 
disease had run a rapidly progressive course w'ith- 
out remission up to the time of admission did re¬ 
markably’ well. These patients had all been ad¬ 
mitted within the first y’ear, indicating the acute¬ 
ness of their symptoms. They showed a significant 
advantage, both in terms of reduetion of disease 
aetiwty’ and improvement in functional capacity’, 
over other patients admitted in the first y’ear. Pa¬ 
tients in grade 2 on admission had a better prog¬ 
nosis than those with more marked impairment of 
funetion. Tlie grade of disease activity’ on admission 
gave little indieation of future progress. The short 
duration of symptoms was of much greater sig¬ 
nificance in prognosis than the degree of activity on 
admission. 

Functional capacity on discharge prowded a 
reasonably reliable guide to prognosis. Those dis¬ 
charged in the 2 higher categories maintained their 
functional status reasonably’ well, whereas only a 
small proportion of those discharged in the lower 
2 grades showed any’ improvement later on. Sim¬ 
ilarly’, the subsequent course of the disease was less 
severe in patients assessed as inactive on discharge 
than in those in whom the disease was still active 
at this time, ^^^len the results of the sensitized 
sheep cell test, performed at the third assessment, 
were related to the course the disease had run since 
admission to hospital, it became clear that the 
group in whom tlie test was positive had suffered 
more severely than those giving a negative result. 
Age at onset, disease aetmty’, functional capacity’, 
erythrocy’te sedimentation rate, and hemoglobin 
level on admission proved to be of little or no 
value in predicting the subsequent course of the 
disease. Treatment involving a certain degree of 
risk may justifiably be used if a potentially’ progres¬ 
sive and crippling form of the disease can be con¬ 
trolled or arrested at an early’ stage. Similar risks 
would not be acceptable for patients in whom the 
disease is destined to run a benign course. 

Recurrence of Hemorrhage from Medically Treated 
Gastric Ulcers: Four-to-Eight-Year Follow-Up of 
Forty-Seven Patients. I. M. Arias, N. Zamcheck and 
W. B. Thrower. A. M. A. Arch. Int. Med. 101:369- 
■376 (Feb.) 1958 [Chicago]. 

Thirty-one men and 19 women, behveen the ages 
of 26 and 86 years, with bleeding gastric ulcers 
were treated medically at the Boston City Hospital 



' \5 


lOS 


MEDICAL LITERATURE ABSTRACTS 


between 194S and 1952, Forty-seven of tlie 50 pa¬ 
tients were foDowed up 4 to 8 years after the bleed- 
ing episode. Nine of these patients had refused 
surgical intervention at the time of tlieir initiai 
iiospitaiization. Only 3 (6%) of the 47 patients had 
recurrent gastric ulcer hemorrhage during tlie fol¬ 
low-up period. This finding is in contrast to that of 
previous investigators who reported recurrence of 
hemorrhage from gastric ulcer in 16 to 33% of pa¬ 
tients followed for 1 to 12 years. Symirtoms of 
gastric ulcer recurred in 30 (64%) of the 47 patients. 
Complications of gastric ulcer, such as penetration, 
perforation, obstruction, or intractability, were ob¬ 
served in 6 patients. There were no cases of gastric 
carcinoma found at follou'-up. Tim view tljat the 
hazard of recurrent hemorrhage makes surgery 
mandatory for all patients who have recovered from 
benign gastric ulcer hemorrhage is not supported 
by this study. This is particularly true in the older 
jiatients to whom gasticctomy is both painful and 
dangerous. Early roentgenologic examination and 
gastroscopy ai'e necessary for satisfactory diagnosis 
of many gastric ulcers which may not be apparent 
when examination is delayed. 

Primary' Carcinoma of the Liver in France: Obser¬ 
vation on 25 Cases, J.-P. Benhamou and R. Fauvert. 
Semaine h6p. Paris 34:121-134 (Jan. 20) 1958 (In 
French) [Paris]. 

TIris study on primary cancer of the liver in 
France is based on the cases of 25 patients observed 
among 25,600 adult patients admitted to 3 public 
assistance medical services in Paris during the 
decade 1947-1956. In all patients the diagnosis of 
primary cancer was based on histological studies; 
in 22 patients it was confirmed at antopsy and in 
the odier 3 by puncture biopsy. Twenty-three pa¬ 
tients had hepatomas or hepatocholangiomas, and 
2 had cholangiomas. In 19 of the 25 patients cir¬ 
rhosis accompanied the cancer. In France primary 
cancer of the Hver is found at 2.36% of autopsies, 
and it represents 10.83% of all cancers so discov¬ 
ered. This relatively high incidence of primary 
cancer of the liver is due to the frequency of alco¬ 
holic hepatic cirrhosis in France. Cirrhosis plays an 
important role in the etiology of primary hepatic 
cancer, for cancer is 14 times as frequent in patients 
with cirrhosis as it is in those without cirrhosis. It 
is estimated that 6.4% of hepatic cirrhoses become 
complicated by cancer, and it appears that malig¬ 
nant degeneration in the course of cirrhosis is moie 
frequent now than it was formerly. This is at- 
ti-ibuted to the greater age now reached by pa¬ 
tients with cirrliosis and to the slower progression 
of cirrhosis under the influence of present-day 
methods of treatment. 

Primary cancer of the liver generally presents the 
symptoms of a severe cirrhosis, but the correct 
diagnosis is suggested by severe pains in the hypo- 
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chondrium on the right, by pulmonary metastasis 
and by acute, spontaneous hemoperitoneum. Tlie 
biochernical aspects of primary cancer of tlie liver 
are similar to those of cirrhosis. Nevertheless, the 
discovery of alkaline hyperphosphatasemia or of 
hypoglycemia has some diagnostic value. The defi¬ 
nite diagnosis of primary cancer of the liver is gen¬ 
erally made only at autopsy. In the few cases in 
whicli the diagnosis was made before deatli, it was 
recognized from puncture biopsy or in the course 
of exploratory laparotomy. The therapeutic possi¬ 
bilities in cancer of the liver are extremely limited, 
chiefly owing to the fact that tire lesion is usually 
extensive when discovered and because of the fre¬ 
quency of an associated cirrhosis. Surgical treat¬ 
ment is possible only in the rare cases in which 
the malignant tumor is limited to 1 lobe and in 
wlricli cirrliosis is absent. 

Structural Aspects of Primary Epitheliomas of 
Liver in Man; A Study of 26 Cases Observed in 
France. L. Orcel. Semaine hop. Paris 34:135-151 
(Jan. 20) 1958 (In French) [Paris]. 

Primary cancer of tlie liver is not exceptional in 
France, for 22 of the 26 patients studied by the 
author were observed in the course of 4 years in 
the department of pathological anatomy of 1 hos¬ 
pital. To these 22 cases (13 of which belonged to 
tlie cases of the 25 patients mentioned in the pre¬ 
ceding report), the autlior adds 4 other cases ob¬ 
served by him elsewhere. Of the 26 primary epi¬ 
theliomas of tlie liver, 21 were malignant hepa¬ 
tomas, 3 were malignant cholangiomas, and 2 were 
hepatocliolangiomas. From the macroscopic point 
of view it appears that the distinction between 
massive and nodular tumors is rather artificial, 
since in reality tlie neoplastic masses tliat are the 
most voluminous result from the confluence of 
rather small foci. The cirrhosis associated with 86% 
of the cases of cancer of the liver varies iu type, 
but generally it is macronodular. Histological and 
histogenetic studies suggest die unity of hepatoma 
and cholangioma, because these 2 malignancies 
may be associated in the same tumor. It appears 
that the histological aspects of epithelial tumors of 
the liver are related to the metaplastic phenomena, 
representing a functional adaptation to the biolog¬ 
ical conditions different from the normal. 

Extensions and metastases are frequent, particu¬ 
larly the extensions of hepatomas into the portal 
veins. Malignant cholangiomas most often are 
“lymphophilic.” These metastases often differ re¬ 
gionally; thus, the hepatocellular aspects predomi¬ 
nate in the lymph node metastases (even if the 
hepatic tumor is a malignant hepatoma). The le¬ 
sions of sclerous hepatitis that are associated witi 
primary epidieliomas of die liver may be classihe 
into 2 categories: (1) secondary reactive sclerosis 
either around or inherent in the neoplasm; (2) true 
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cirrhosis wliich may be nodular or diffuse and 
which precedes the cancer chronologically. It 
seems likely that the nodule of cirrhotic regenera¬ 
tion constitutes a favorite territorj' for the develop¬ 
ment of cancer and that the latter would result 
from a regional change involving all the tissue 
components of the segment. This idea of canceriza- 
tion of certain zones is applicable to cancer without 
cirrhosis which is initially localized in the periportal 
and paraportal regions. The growth of the tumor 
results more from the confluence of the initial foci 
subsequent to successive e.vacerbations than from a 
destructive eccentric growth connected with an 
e.xuberant proliferation. This establishes a true 
unity in the evolution of the neoplastic processes 
of hepatobiliary tumors. 

Comments on Present-Day Dietetic Therapy in' 
Acute Hepatitis and Cirrhosis. R. Fauvert and J.-P. 
Benhamou. Semaine hop. Paris 34:152-157 (Jan. 20) 
1958 (In French) [Paris]. 

Dietetic treatment has traditionally played an 
important role in hepatic diseases, but whereas 
earlier authors recommended a diet high in sugar 
and low in fats and in proteins, more recently 
some investigators have placed- emphasis on a high- 
protein content, to which lipotropic factors are 
generally added. These opposing views have given 
rise to a critical evaluation of the strict, yet con¬ 
stantly changing diets. The authors evaluate die¬ 
tetic measures in acute hepatitis, in cirrhosis witli- 
out and with ascites, and in hepatic coma. They 
show that the diet of a patient with acute hepatitis 
is dictated by the com'se of the disease. At the 
onset there often e.vist nausea and anorexia, which 
result in a quantitatively reduced diet. When the 
appetite returns, a calorically adequate, well-bal¬ 
anced diet, as appetizing as possible, should be 
provided. It is useless to impose a hj'percaloric 
diet, rich in proteins and low in fat. Alcohol in any 
form should be forbidden. 

The diet in cin-hosis not complicated by ascites 
or hepatic coma must be adequate, providing at 
least 2,000 calories daily. It must also be well 
balanced, including normal amounts of protein, 
fat, and sugar. There is no need of an excessive 
amount of protein, a reduction in fats, or the addi¬ 
tion of lipotropic factors such as choline or me¬ 
thionine, The total prohibition of alcohol, however, 
is indispensable. The diet of patients with cirrhosis 
and ascites should be as low in sodium as possible, 
containing less than 100 mg. of sodium chloride 
per day. This sodium restriction must be continued 
for a long time. In patients with hepatic coma or 
precoma, a high-protein diet and the administration 
of methionine might cause aggravation rather than 
improvement. A diet low in protein is advisable 
and should be continued for several months in 
order to avoid recurrences of hepatic coma. 


The Aetiology of Primary Hyperoxaluria. H. E. 
Archer, A. E. Dormer, E. F. Scowen and R. W. E. 
Watts. Brit. M. J. 1:175-181 (Jan. 2.5) 1958 [London]. 

Tire authors report on a 22-year-old man and an 
11-year-old girl with primary hj'peroxaluria, a rare 
disease characterized by progressive bilateral cal¬ 
cium oxalate urolithiasis, nephrocalcinosis, and re¬ 
current infection of die urinary tract. E.xperimental 
studies were carried out in tliese 2 patients in an 
attempt to determine whether they excreted super¬ 
normal amounts of oxalate in the urine after the 
ingestion of this anion. Other experiments were 
carried out to test indirectly the concept that gly¬ 
cine is the precursor of at least some of the oxalate 
whieh these patients excreted. The latter e.xperi- 
ments comprised a study of the effect of a low- 
protein diet, the adminish-ation of large doses of 
sodium benzoate, and the administration of large 
amounts of glycine on the excretion of oxalate in 
the urine. A limited number of comparable obser¬ 
vations were made on 2 normal persons. 

The magnitude and the time course of the in¬ 
crease in the urinary oxalate excretion associated 
with sodium oxalate feeding closely resembled that 
found in comparable experiments with normal per¬ 
sons, although both patients in contrast to the 
normal persons had showm grossly increased excre¬ 
tion of oxalate in the urine on repeated determina¬ 
tions made before the oxalate feeding e.xperiments. 
These findings suggest that the persistently high 
excretion of oxalate in the urine of patients with 
primary hyperoxaluria is not due to excessive gas¬ 
trointestinal o.xalate absorption, nor does it ap¬ 
pear, according to the present state of knowledge, 
to result from a low renal oxalate threshold. Deple¬ 
tion of the free glycine metabohc pool lowered the 
urinary oxalate excretion temporarily in the pa¬ 
tients with primary hj'peroxaluria. It is suggested 
that this finding is compatible with the hj'pothesis 
that at least some of the primary' oxalate in pa¬ 
tients with primary hy'peroxaluria is derived from 
gly'cine, and that there may be a failure to degrade 
this amino acid normally by' way of gly'oxy'late to 
formate and carbon dioxide in tliese patients. 

Evaluation of Uricosuric Agents in Chronic Gout. 
M. A. Ogry'zlo and J. Harrison. Ann. Rheumat. Dis. 
16:425-437 (Dec.) 1957 [London]. 

Experience gained during the past 7 y'ears with 
the prolonged administration of probenecid demon¬ 
strated that continuous tlierapy' irith a uricosuric 
agent in effective doses is the only practical method 
at present available for preventing complications 
and morbidity in patients v'itli chronic gout. Tlie 
present study was undertaken in order to compare 
a number of luicosuric agents in the treatment of 
patients with chronic gout. Evaluation was made 
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on the basis of their efficiency in the following 
respects: {!) stimulating an increased excretion of 
uiic acid in the urine; (2) lowering the serum 
uric acid concenti’ation; (3) sustained action over 
prolonged periods; (4) prevention of attacks of 
gouty arthritis; and (5) toxicity. The following 
agents were studied; probenecid (Benemid), phe¬ 
nylbutazone (Bv\tazoIidin), thiophenylpyrazolidine 
(G25671), sulfoxyphenylpyrazolidine (G28315), ace- 
tyhahcyJic acid (A.spirin), and eth)'l biscoumacetate 
(Tj'omexan). 

All the drugs were administered in diwded doses 
throughout the 24 hours. Many of the patients 
recei\’ed courses of more than one drug in tlie 
period under study. The observations included a 
number of short-term studies in a metabolic unit 
on controlled diets as well as i^rolonged adminis¬ 
tration without dietary conti'ol to patients on die 
general medical wards or in tlie outpatient clinic. 
The uricosuric effect, suppression of recurring at¬ 
tacks of acute gouty arthritis, and clinical improve¬ 
ment in the chronic gouty manifestations were 
distinctly superior with the 2 new phenylbutazone 
derir'atives, G25671 and G2S315. Per unit of weight, 
the}' were, respectively, about 3 and 6 times as 
potent as probenecid, both in lowering the level of 
the serum uric acid and in increasing the urinary 
e.xcrebon of uric acid. This uricosuric action ap¬ 
peared to be well sustained over periods of 3 to 
12 mondis. No serious toxic manifestations were 
noted in the patients studied, although this possi¬ 
bility must be kept in mind. 

Systemic Lupus Erythematosus an Increasing 
Problem: A Clinical Suiwey of 35 Cases. D. L. Thur¬ 
man, E. C, Toone Jr. and J. H. Vaughan. Vir¬ 
ginia M. Month. 85:71-74 (Feb.) 1958 [Richmond]. 

This paper records the clinical patterns estab¬ 
lished in 35 patients with systemic lupus erythe¬ 
matosus who were observed over a 5-year period 
(1951-1956) at the Medical College of Virginia. 
The diagnosis was clearly defined in 32 patients, 
while in the other 3 patients L. E. cells were 
found although the clinical features were atypical. 
The age of onset ranged from 13 to 63 years. The 
initial manifestations of systemic lupus erydie- 
matosus were quite varied: 19 patients gave a his¬ 
tory of joint involvement as the initial symptom, 

2 of dermatitis, 2 of pyuria and hematuria, 2 of 
malaise, 1 of chest pain, 1 of alopecia, 1 of chills, 

1 of anemia with jaundice, and 1 of Raynaud’s phe¬ 
nomenon. In 5 instances the initial symptom could 
not be ascertained. Fever is the most consistent 
manifestation of systemic lupus erythematosus, and 
all these patients gave a history of having had 
fever either continuously or intermittently. Twenty- 
four patients had experienced appreciable weight 
loss prior to diagnosis. 
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The absence of L. E. cells did not exclude the 
disease if other characteristic symptoms were pres¬ 
ent. Many signs indicated that the disease involves 
primarily the connective- tissues with -many and 
varied clinical manifestations of the joints, the kid¬ 
neys, the central imrvous system, the hematolo". 
ical components, the heart, the skin, the lungs, the 
gastrointestinal tract, and the lymph nodes. Pul¬ 
monary and renal involvement was associated most 
often with a fatal outcome. A' thrombocytopenia 
was not correlated with a palpable spleen in this 
series of patients. Leukopenia was associated witli 
an exacerbation of the disease in the majority of 
these patients. Systemic lupus erythematosus was 
not associated with an elevated blood pressure un¬ 
less renal involvement with nitrogen retention was 
present. 

An Analysis of 2000 Consecutive Sigmoidoscopic 
Examinations, J. A. de Jesus-Sanjuan, F. Hernandez- 
Morales, J. M. Torres-Gomez and J. A. Freire. Bol. 
Asoc. med. Puerto Rico 49:241-247 (July) 1957 (In 
English) [Santurce, Puerto Rico]. 

Two thousand consecutive sigmoidoscopic ex¬ 
aminations were performed at tlie San Patricio 
Hospital of San Juan, Puerto Rico, between 1950 
and 1956. All the patients were adult men, most of 
them between the ages of 25 and 50 years. The ex¬ 
amination was performed for the purpose of verify¬ 
ing a diagnosis of suspected colonic lesions. The 
patients were either lii'ing in an area that was 
endemic to Schistosoma mansoni or had signs or 
symptoms of esophageal vaidces, liver dysfunction, 
spider hemangiomas, splenomegaly, gasti'ointestinal 
disorders, hemorrlioids, diarrhea or dysentez-j', rectal 
bleeding, or constipation. The conditions most fre¬ 
quently found were hemorrhoids, polyps, shigello¬ 
sis, fissures, papillitis, carcinoma, and nonspecific 
ulcerations. Sixty-one patients had rectal polyps, 
and 15 had cancer (14 cases of carcinoma and 1 of 
lymphoma). One of the patients with cancer was 
transferred from another hospital, because the re¬ 
sults of a biopsy of a lymph node specimen at the 
neck showed metastases of adenocarcinoma. Most 
of the patients with cancer were over 60 years of 
age. Cancer was within the reach of the examining 
finger in 11 of the 15 patients. Carcinoma was as¬ 
sociated with polyps in 2 patients. A comparison 
of the results of the sigmoidoscopic examination 
in the subjects of this report with those reportec 
from American sources showed that the incidence 
of polyps and carcinoma in Puerto Rico is lower 
than the incidence in the United States. The Arner- 
ican patients in the report taken for comparison 
were asymptomatic, whereas the Puerto Rican pa¬ 
tients were suffering from gastrointestinal disor¬ 
ders which led to the sigmoidoscopic examination. 
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SURGERY • 

Paranasal Transethmoido-Sphenoidal Hypophysec- 
tomy in Metastasizing Carcinoma of the Breast. 
F. Escher, F. Rotli and H. Cottier. Schweiz, med. 
Wchnschr. 88:49-56 (Jan. 18) 1958 (In German) 
[Basel, Switzerland]. 

Hypophysectomy in patients Nwth metastasizing 
breast carcinoma aims at exclusion of the tumor- 
growth-promoting hormones, that is, steroids of the 
ovan,^ and of the adrenal cortex as well as prolactin 
(mammotrppin) and the groudh hormone of the 
hj'pophysis. The authors used the nasal approach to 
the h>T 5 ophysial region. They regard Chian’s para¬ 
nasal transethmoidosphenoidal hypophysectomy as 
the best method. An incision into the internal angle 
of the left eye is followed by resection of the lateral 
wall of the nose and by ethmoidectomy, and this by 
resection of the, posterior end of the septum and 
opening of the sphenoid sinus. Then follow e.vact 
topographic localization of the sella, under roent¬ 
genologic control, and thinning and removal of the 
anterior wall and base of the sella. Aspiration tubes 
are inserted into the sphenoid sinus through the 
right nostril, the course of the dural vessels is iden¬ 
tified, and a transverse or crosswise incision is 
made. Then the protruding hypophysis is removed 
with the aid of raspatory', angular spoons and a 
sphenoid-scoop punch. This method is much less 
trying for the patient than is transcranial h\'pophy- 
sectomy. 

The authors used this paranasal transethmoido¬ 
sphenoidal method in 26 patients, many of whom 
were in extremely poor general condition, and yet 
there was no surgical mortahfy from this operation. 
Complete removal of hj'pophysial tissue should be 
attempted, although neurosurgeons, such as OUve- 
crona and Pearson, maintain that this is rather 
difficult. The authors did not succeed in removing 
all the hypophysial tissue in the first 11 patients, 
hut in 11 of the last 15 patients they did accomplish 
this. However, patients in whom the removal is not 
complete may react favorably to the hj'pophysec- 
tomy. The extent of the removal can be ascertained 
by hormone studies. Complete exclusion of the 
hypophysis can be assumed if the 24-hour elimina¬ 
tion of 17-ketosteroids amounts to less than 2 mg., 
if the elimination of follicle-stimulating hormone is 
not detectable, if the basal metabolic rate is minus 
20 % or less, in the presence of a protein-bound 
iodine content of less than 3.5 meg. per 100 cc. and 
with iodine-tracer studies indicative of hypothy¬ 
roidism. The results are more favorable srith com¬ 
plete than with subtotal removal of tlie hj'pophysis. 
The effects of hypophysectomy were most notice¬ 
able in the bone metastases, but even if there are 
no objective signs of remission, there is usually a 
considerable reduction in pain. No .influence was 
exerted on metastases of the liver and the brain. 


Contrary to die experiences of other investigators, 
the authors obserx'ed no correlation between die 
patient’s age and the effectiveness of the hi'pophy- 
sectomy. Substitution therapy in patients with total 
hj'pophysectomy requires the daily administration 
of 12.5 to 25 mg. of cortisone and 50 to 100 mg. of 
desiccated thyroid. The dose of cortisone must be 
increased under conditions of stress. 

Carcinoma of the Base of the Tongue. L. A. Passa- 
lacqua. Bol. Asoc. med. Puerto Rico 49:268-276 
(July) 1957 (In Enghsh) [Santurce, Puerto Rico]. 

Thirtj'-sLx patients who had carcinoma of the 
base of the tongue were treated in the Veterans 
Administration Center, San Juan, Puerto Rico, dur¬ 
ing the years 1947 to 1956, inclusive. They were 
dirided into 3 groups from the point of riew of 
treatment: 11 patients received irradiation alone; 
4 patients were treated by surgical means only; and 
21 patients had surgery and irradiation. Squamous¬ 
cell carcinoma was diagnosed microscopically in 35 
patients, and in 1 patient the tumor was a huge 
rhabdomyosarcoma. Nineteen tumors were of Uqie 
1 or tjqie 2, 9 were of tjqie 3, and a report on tiie 
tj'pe of the tumor was not made in 8 cases. The diag¬ 
nosis in all these patients was made by the historj', 
physical findings, direct laiyrngoscopy, and anatomi- 
copathological tissue examination. At the. first 
e.xammation, 7 patients did not have palpable 
metastases, 27 had unilateral metastases, and 3 had 
bilateral metastases. Of the 11 patients who had 
radiotherapy alone, 6 died during the first year 
after radiotiierapy and 1 during the second year. 
Four patients are lixdng, all of them haring re¬ 
ceived radiotherapy less than 1 year before appear¬ 
ance of this report. Surgerj' alone was instituted in 
4 patients. Three patients are still living 2 r'ears 
after the operation, and 1 patient died 2 years after 
the operation. Radiotherapy was followed by sur¬ 
gery in 5 patients. One died 3 years after the treat¬ 
ment. The other 4 patients are still firing, 1, 1 3 'ear, 
2, 2 3 'ears, and 1, 6 years after treatment. The pa¬ 
tient who is firing 6 years after the operation had 
a lobectomy for a solitary^ metastasis in the lung 4 
years after the operation, and he has remained well 
during these 2 j'ears after the lobectom\\ Primarx' 
surger>’ consisting of a 1 -stage resection of the pri¬ 
mary' lesion plus block dissection of tire cerxncal 
metastases, followed by a full course of radiation, 
was performed on 12 patients. Sex-en patients are 
still fixing, 2, 1 year, 2, 2 x'ears, 2, 3 3 'ears, and 1, 

6 3 'ears after the operation and irradiation. The 
deaths of 5 patients occurred 1, 2, 3, 4, and 6 years 
after the treatment. The reported results confirm 
the.claim that the treatment of carcinoma of the 
tongue consists of surgerx' and radiotherapy, no 
matter xxhether surgery' is first and radiotherapy 
ne.xt, or rice x'ersa. If the lesion is xveU differen¬ 
tiated and not extensix'e, a 1 -stage resection of tire 
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primary lesion plus block dissection of the cervical 
lymph nodes is performed, and tins is followed 
soon aftern^ard by a full course of radiation. If the 
lesion is highly undifferentiated and extensive, the 
procedure is the reverse. 

Thyroidectomy: One Thousand Cases. A. Pryde. 
M. J. Aush-alia 1:66-69 (Jan. IS) 195S [Sydney]. 

The mistakes made in the course of 1,000 con¬ 
secutive thyroidectomies performed by the author 
between 1943 and 1955 arc discussed. Commenting 
on the incision, he emphasizes the value of a barely 
visible scar. Injection of local anestlietic fluid into 
a blood vessel was subsequently followed by con¬ 
vulsions and unconsciousness in 1 patient, in whom 
the precaution of aspirating before injection must 
have been omitted. The woman had no recollection 
of the accident, and the operation proceeded. In 
one patient the ti'achea was accidentally opened; 
closure was carried out at once without complica¬ 
tion. Dissecting the thyroid from the p-achea with 
a knife, while the x^atient’s head is extended over a 
pillow, involves this danger; less extension and the 
use of scissors make for greater safety. Forceful 
pulling of the thyroid medially with jnessure of a 
reti-actor on the deep lateral aspect of the gland 
could cause damage to the recurrent nerve. This 
was presumabl)' the reason for its occurrence in 
2 of the 3 ipatients in this series in whom paralysis 
of 1 vocal cord was observed postoperatively. In¬ 
terference with the sjonpathetic chain producing 
Horner's syndrome occurred 4 times. In 1 of these 
4 patients the syndrome still persisted 12 months 
later. The author suspects that in this case he tied 
the sympathetic chain in mistake for the inferior 
thyroid artery. He has made it a rule not to tie 
anything that is not pulsating. 

Spasm of the vocal cords occurred on several- 
occasions. The use of muscle relaxants relieves the 
spasm almost immediately. Pneumothorax occurred 
twice, and in one instance it was traced to the 
needle in the lower pole. Injection of the lower 
Xrole has been discarded since tlien. Postoperative 
tetany occurred 14 times. All patients responded to 
calcium therapy. Tying botli inferior thyroid ar¬ 
teries is not considered as a predisposing factor to 
tetany. Bleeding deep in die wound required its 
reopening in 10 of the patients. The chief signs are 
increasing swelling, tenderness, and discomfort. It 
is better to reopen the wound early rather than to 
delay. Rarely is a bleeding point found. The wound 
is packed, the ends of the gauze straps being 
brought out through a gap between the skin clips. 
Tracheotomy became necessary on 2 occasions, 
when bleeding witliin the wound had been diag¬ 
nosed but reopening had been delayed. Trache¬ 
otomy relieved the situation, and the patients 
recovered without further complication. 


The usual postoperative course is for the wound 
to be well healed on the 6th day. Occasionally a 
cloudy serous collection was released on the 4t}) 
or the 5th day, and the patient’s stay in the hos¬ 
pital was prolonged a day or 2. In 2 cases the col¬ 
lection was frankly purulent, and healing was 
delayed some days. The occurrence of gross exopth- 
ihalmos some months after operation in 2 patients 
is not regarded as the result of errors; the causa¬ 
tion of this condition is still obscure. The pyramidal 
lobe of the thyroid gland is jpresent in about 1 in 10 
cases. If a portion is left at operation, it will en¬ 
large. The author had this happen several times in 
earlier cases. It is essential to remove the whole of 
this lobe. Many recurrent nodules in the pyramidal 
lobe respond to thyroid therapy and rapidly be¬ 
come smaller, but they never entirely disappear. 
Those that do not respond may require e.xcision if 
they are unsightly. On several occasions tlie por¬ 
tion of the thyroid gland left at operation did be¬ 
come enlarged. The treatment of the recurrence is 
the same as of the pyramidal enlargement. Post- 
oxjerative crises occurred in 6 patients; 3 of these 
occurred before the use of thiourea. One of the 6 
patients died; the others recovered witlr suitable 
treatment. The mortality rate for the 1,000 patients 
was 0.7%. The cause of death in each of the 7 pa¬ 
tients was different. In only 3 were there signs of 
toxicity before operation. The other 4 had the fol¬ 
lowing factors in common: the patients were women 
in the middle-age group; the goiters were nodular 
and were of many years’ duration; the goiters were 
moderately large, of an average sveight of 200 Gm., 
and were situated deeply; and all the patients had 
some pressure symptoms. The histories of the 7 
patients who died are presented. 

The Rationale of Thyroidectomy for Hashimoto’s 
Thyroiditis: A Premalignant Lesion. W, F. Pollock 
and D. H. Sprong Jr. West. J. Surg. 66:17-20 (Jan.- 
Feb.) 1958 [Portland, Ore.]. 

In the last 5 years 30 cases of Hashimoto’s thy¬ 
roiditis were diagnosed at Santa Monica Hospital, 
and in the last 2% years 22 cases were detected at 
Saint John’s Hospital, In this group of 52 patients, 
there were 6 in whom malignant thyroid tumors 
were found in association with Hashimoto’s diy- 
roiditis. The 6 patients were women. In none was 
the preoperative diagnosis completely correct. The 
operations were done because of fear of malignancy 
in a nontoxic nodular goiter, Hashimotos Ay- 
roiditis was not diagnosed preoperatively in any of 
the patients. In 4 patients lymph nodes in the area 
were removed, and 3 nodes revealed metastatic 

malignancy. * 

The discovery of six malignant tumors among o- 
cases of Hashimoto’s thyroiditis gives an incidence 
of 11% malignancy. This agrees with previously re¬ 
ported figures of 12 and 13%. This incidence of 
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malignancy in goiters^ containing Hashimoto’s thy¬ 
roiditis constitutes a definite indication for surgery- 
Exploration of goiters thought to contain Hashi¬ 
moto’s thyroiditis is preferable to needle biopsy 
because of greater diagnostic accuracy, greater 
therapeutic benefit from extirpation and decom¬ 
pression of trachea and esophagus, and evaluation 
of regional Ijonph nodes. Hashimoto’s thyroiditis 
is a premalignant lesion for which surgery is defi¬ 
nitely indicated. 

Tumoms of tlie Parotid Gland: A Histological 
Study and Results of Combined Surgical and Ra¬ 
diological Treatment. S. Bruzehus, E. Cederquist, 
F. Linell and F. Bergman. Acta. chir. scandinav. 
114:1-9 (No. 1) 1957 (In English) [Stockholm]. 

The authors report on 180 patients with parotid ' 
tumors treated by combined radiologic and surgical 
therapy between 1935 and 1950. The tumors were 
classified histologically according to the system of 
Foote and Frazell. Tliis classification also is useful 
for planning the treatment. Of the 180 patients, 
131 had mixed tumors, 14 had mucoepidermoid 
tumors, another 14 had adenocarcinoma, 4 had 
papillary cystadenoma Ijunphomatosum, and 17 had 
unclassified tumors. One hundred eighteen pa¬ 
tients had benign mixed tumors, and 49 had ma- 
hgnant tumors of different tj'pes. The remaining 13 
patients had cystadenolymphomas and benign un¬ 
classified tumors which healed without complica¬ 
tions, and there were no recurrences. Of the 118 
patients with benign mixed tumors, 81 received 
primary combined surgical and irradiation treat¬ 
ment at the University Hospital of Lund, Sweden, 
and were followed up for 5 to 18 j^ears; there were 
no recurrences. Seventeen patients had been treated 
primarily at other hospitals and were referred to 
the University' Hospital of Lund for recun'ences. 
They were given combined surgical and irradiation 
treatment. Fifteen of the 17 patients did not have 
recurrences, but 2 did. These 2 patients were re- 
operated on and were given subsequent irradiation 
therapy; they then remained free from recurrences 
for 8 and 11 years respectively. Permanent paresis 
of the facial nerve occurred in 9 of the patients who 
received combined therapy. Delayed healing was 
noted in 19 patients, and salivary gland fistulas 
which healed spontaneously occurred in 6 patients. 

The principles of treatment employed were as 
follows. Except for superficial tumors readily mov¬ 
able under the skin, surgical treatment was pre¬ 
ceded by telegamma treatment. Surgical interven¬ 
tion was carried out 3 to 4 weeks later through an 
incision long enough to permit identification of the 
facial nerve and extensive removal of the tumor. 
The surgical specimen was subjected to histological 
examination by the pathologist in the course of the 
intervention. If the diagnosis was one of benign 
mixed tumor, radium tubes were placed in the 


wound cavity’. No change in these principles of 
treatment is considered to be indicated. Of tlie 49 
patients w’ith malignant tumors, 21 had recurrences 
on one or more occasions. The disease was fatal in 
18 patients, and death occurred within 5 years in 
14 of them. The treatment consisted of extirpation 
of the tumor with preoperative and postoperative 
irradiation. Because of the less encouraging results, 
the method of treatment was modified to total 
parotidectomy with neck dissection followed later 
by external radiotherapy'. 

Resection of Tuberculous Remaining Kidney: Two 
Cases. O. H. Hansen. Ugesk. lasger 119:1640-1644 
(Dec. 19) 1957 (In Danish) [Copenhagen]. 

In the 2 cases presented, nephrectomy had pre¬ 
viously been performed in one kidney because of 
renal tuberculosis. At the time of the operation no 
roentgenologic changes were demonstrable in the 
other kidney’. Tubercle bacilluria persisted, how¬ 
ever, in both cases, and roentgenologic signs of 
tuberculosis in the upper pole of the remaining 
kidney appeared. In spite of intensive chemother¬ 
apy’ bacilluria continued, and aggravation was 
demonstrated in both cases. Resection of the upper 
third of the remaining kidney was done, although 
the first patient was resistant to streptomycin ther¬ 
apy. Tire postoperative course was uneventful ex¬ 
cept for transient hy'pertension in the second 
patient. The usual examinations showed no reduc¬ 
tion of renal function. After the resection no tu¬ 
bercle bacilli were found in the urine. 

Melena and Hematemesis as Symptoms of Rupture 
of the Liver. F.-K. Mori. Zentralbl. Chir. 82:2051- 
2054 (Dec. 14) 1957 (In German) [Leipzig, Ger¬ 
many]. 

Ruptures of the liver as the result of abdominal 
trauma caused by a dull force are usually on the 
surface of the liver. Shock, hemorrhage, and es¬ 
cape of bile into the abdominal cavity are the lead¬ 
ing sy’mptoms. It is not so well know’n, however, 
that melena or hematemesis may’ occur, sometimes 
as a late symptom, in central rupture of the liver. 
The occurrence of tar stools after such injuries 
becomes understandable when it is considered that, 
when tom lesions occur in the intrahepatic vessels 
or when bleeding results from central hepatic ne¬ 
crosis, the bile passages are opened simultaneously, 
so that blood can enter them, as well as the intes¬ 
tine, and subsequently appears in the feces or in 
the vomitus. The author presents the history’ of a 
6-y’ear-old girl who had sustained a severe impact 
on the upper abdomen. Operation 5 hours after the 
accident disclosed a mpture on the surface of the 
right lobe of the liver, which was repaired, and 
this was followed by temporary improvement. 
Later, tar stools were noted and red blood was also 
found in tlie stools, and there were repeated bouts 
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of hemateniesis. Despite repeated operations, the 
child died, and only autopsy disclosed the central 
hepatic ruiDture, a large cavity filled with detritus, 
and parenchymal necroses, deep in the liver. The 
bile ducts of the liver, the gallbladder, and the 
choledochus were filled with coagulated blood. 

Altliough reports in the literature do not give a 
clear answer as to how this child might have been 
saved from death by hemorrhage, the author found 
reports of 17 similar cases in which melena re¬ 
sulted from central hepatic rupture. He mentions 
Spector s report (1957) on the successful ligation of 
the hepatic artery on the right in a patient with 
post-traumatic melena. He feels that, while this 
measure could be effective in other patients, it iire- 
supposes unilaterality of the lesion and recognition 
of the correct side. Furthermore, central liepatic 
rupture may involve not only branches of tlie 
hepatic artery but also those of the portal vein or 
of hepatic veins, that is, vessels from which hemor¬ 
rhage could not be controlled by ligature of a 
branch of the hepatic artery. 

Polycystic Kidneys and Cerebral Aneurysms: Ob¬ 
servations on 3 Cases. J. Brihaye and N. Toppet. 
Acta din. belg. 12:462-476 (Sept.-Oct.) 1957 (In 
French) [Brussels]. 

The frequency of intracranial hemorrhages in 
patients with polycystic kidneys is well known, but 
there is no agreement as to their cause: whether they 
are due only to arterial hypertension of renal origin; 
whether they are caused by rupture of an aneurysm, 
the formation and development of which are also re¬ 
lated to arterial hypertension; or whether perhaps 
the aneurysmal vascular malformation is contempo¬ 
raneous with the polycystic renal deformity. The 
authors present the histories of 3 personally ob- 
seiwed patients, ranging in age from 29 to 44 years, 
in all of whom autopsy confirmed the association of 
polycystic kidneys and cerebral aneurysm. These 3 
patients were found among 32 patients with cere¬ 
bral aneurysm. It is the opinion of the authors tliat 
renal polycystic disease should be considered as a 
dysplastic disorder, which belongs to the large 
group of encephalosplanchnic malformations, one 
form of which is characterized by the association of 
polycystic kidneys with cerebral aneurysm. Nu¬ 
merous clinical observations indicate that these 2 
elements have the same congenital and dysplastic 
character. 

The arterial hypertension, which is produced by 
the polycystic renal defect, plays only an accessory 
role in the development of the cerebral aneurysm; 
however, on meeting the lesser resistance in tire 
parietal zone, the aneurysmal pouch may increase 
in caliber and then burst. Intracranial hemorrhage 
is a frequent complication in patients with poly¬ 
cystic kidneys, and it may cause death long before 
arterial hypertension becomes severe. On the basis 


of cases studied in detail, it can be stated that intra¬ 
cranial hemorrhage in most of these cases is con¬ 
nected with one or several aneurysms. Conse¬ 
quently, it appears advisable to inquire into the 
possible existence of a cerebral aneurysm in ail 
patients with polycystic disease of the kidneys 
Cerebral angiography will disclose the presence 
and location of die cerebral aneurysm and will per¬ 
mit the evaluation of therapeutic possibilities. Sur¬ 
gical treatment might take the form of ligation of 
the carotid artery at the level of the neck or liga¬ 
tion of the aneurysm itself. 

Treatment of Perforated Gastric or Duodenal Ul¬ 
cers: Report of 102 Cases Treated by Simple Suture. 
H. J. Tbormer and K. A. Weber. Zentralbl. Chir. 
82:2047-2051 (Dec. 14) 1957 (In German) [Leipzig, 
Germany]. 

The authors performed simple suture in 102 pa¬ 
tients %vith perforated ulcers, not only in patients in 
whom there was a contraindication to primary re¬ 
section but also in patients who would have toler¬ 
ated such an operation. Seventy-one (69.6%) of the 
patients in whom the perforation was repaired by 
simple suture subsequently required a resection. 
The question is raised whether it is possible to de¬ 
cide between the advisability of simple suture or 
primary resection when the patient is first seen. 
Primary resection is advisable in the presence of 
pyloric stenosis, of a chronic callous ulcer, or of 
carcinoma, which can usually be detected by in¬ 
spection and palpation. The choice between simple 
suture or resection is more difficult in patients with 
so-called acute ulcer, because these patients fre¬ 
quently do not have a predisposition to recurrent 
ulcer but are “occasional” ulcer patients, who gen¬ 
erally state tiiat they have had no ulcer symptoms 
prior to the present attack and that the perforation 
was a surprise. There is no method available which 
definitely establishes the presence of an acute ulcer, 
for there are also chronic ulcers which do not pro¬ 
duce symptoms before perforation. 

Nevertheless, the previous history is of decisive 
importance in the choice between primary resec¬ 
tion and simple suture. Among 22 patients in whom 
thorough questioning did not reveal previous ulcer 
symptoms, 15 were rendered free from complaints 
by simple suture, whereas 7 required resection sub¬ 
sequently. Of 54 patients who had an ulcer history 
extending over a period of 1 to 10 years, 44 re¬ 
quired a subsequent resection, and of 26 patients 
with an ulcer history of 11 to 20 years, 20 required 
subsequent resection. Treating a perforated ulcer 
only by suturing has the disadvantage not only that 
subsequent resection is required in many patients 
but also that a second perforation or a repeated 
hemorrhage is rather frequent in these patents. 
Another disadvantage is that in patients witr a 
chronic ulcer there exists the danger of malignant 
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degeneration. Furthermore, the mortality' rate for 
simple suturing must be added to that for the sub¬ 
sequent resection. Statistical reports on large num¬ 
bers have demonstrated that the mortality from 
primary resection, despite the fact that it is a more 
e.xtensive operation, is not higher than that from a 
simple suture, provided that the patients have been 
selected properly. 

On the basis of the follow-up examinations, the 
authors now prefer primary resection to simple 
suture and carry out this last intervention only 
under the following conditions: in severe shock, in 
the presence of extensive peritonitis, in patients for 
whom more than 6 to 12 hours have elapsed since 
the perforation, and in patients on whom extensive 
operations are contraindicated by such conditions as 
decompensated heart disease, severe coronary in¬ 
sufficiency, myocardial infarction, tachyarrhj'thmia, 
and coma. Modern methods of anesthesia, of pre¬ 
venting shock, of replacing electrolytes and blood, 
and of postoperative care make it possible for older 
persons to withstand primary resection about as 
well as do }'ounger patients. The authors found that 
simple suture was adequate in only 2 of their pa¬ 
tients over 60 years of age, whereas 7 of these pa¬ 
tients required subsequent resection. The selection 
of a surgical method for perforated ulcer depends 
not so much on the age of the patient as on the 
type of ulcer. 

Acute Cholecystitis: I. The Changing Characters of 
the Disease During the Last Sixteen Years. O. OIs- 
son and Y. Edlund. Acta chir. scandinav. 114:25-39 
(No. 1) 1957 (In English) [Stockholm]. 

The autliors report on 895 patients widi acute 
cholecystitis who were operated on in the smrgical 
department of the Sahlgrenska Hospital in Gothen¬ 
burg, Sweden, between 1940 and 1955. Two hun¬ 
dred fifty-eight patients were operated on during 
the first half of tliis 16-year period, and 637 were 
operated on during the second half. An analysis of 
the data for these 2 groups of patients shows that 
the character of acute cholecystitis has changed in 
several respects during the period of investigation. 
A high rectal temperature and pronounced abdomi¬ 
nal tenderness were more common among patients 
in the first 8-year period, frequently requiring emer¬ 
gency operation. The relative incidence of acute 
cholecystitis showed a greater increase among men 
than among women. Acute cholecystitis in recent 
years appeared to be more common among patients 
aged less than 40 years than it was in the earlier 
period. A larger number of patients had more than 
1 attack of biliary colic preceding the operation 
during the second 8-year period than during the 
first 8-year period. Stones impacted in the cystic 
duct and colorless bile in the gallbladder were 
more common in recent years than in earlier years- 

The finding of the more common occurrence of 


high rectal temperature and more pronounced ab¬ 
dominal tenderness in the first 8-year period, sug¬ 
gesting that acute cholecystitis is less severe now 
than it was in earlier years, may in part be attrib¬ 
utable to the fact that patients are hospitalized 
sooner after the onset of the disease than they 
were in earlier days. The surgeon’s selection may, 
therefore, have affected the composition of tire 
series in this respect. But all the otlier findings can 
scarcely have been influenced by changes in the 
indications for surgical intervention or by altered 
principles in the district served by the hospital. One 
may assume that the character of acute chole¬ 
cystitis has changed, but one cannot yet e.xpress any 
opinion as to the cause underhung this change. 

Primary Carcinoma of the Duodenum. L. Skalleberg. 
Acta chir. scandinav. 114:18-24 (No. 1) 1957 (In 
English) [Stockholm]. 

The author reports on 3 patients, 1 a 4S-year-old 
man and 2 women aged 51 and 72 years, respective¬ 
ly, 2 of whom had primary carcinoma of the duode¬ 
num, and 1 had a malignant tumor of the duode¬ 
nojejunal flexure. The man had vomited blood and 
gastric contents several times on the 2 days before 
admission and had had mild dyspepsia for several 
preceding weeks. Laparotomy was performed the 
next day. A hard mass was palpable in the superior 
part of the duodenum, infiltrating tire head of the 
pancreas. Bleeding continued, and the patient died 
tlie same night. An adenocarcinoma arising from 
the duodenal mucosa and infiltrating the pancreas 
was revealed at autopsy. Tire younger of tlie 2 
women had had a gastric ulcer since she was 23 
years old. Four days before admission the patient 
complained of nausea and vomited. The day before 
admission she had repeated attacks of convmlsion. 
She complained of cramp-like pains in the muscles. 
X-ray examination with the aid of a barium meal 
showed a healed gastric ulcer and a rigid area 
of narrowing in the distal part of the duodenum 
close to the duodenojejunal flexure. Resection of 
the involved segment of intestine, with end-to-end 
anastomosis between the duodenum and tire jeju¬ 
num, was performed. Patliological examination of 
the surgical specimen showed a constricting papil¬ 
lomatous tumor with central necrotic ulceration; 
microscopically the tumor showed hyperplastic 
duodenal mucosa vdth infiltration of papillomatous 
tumor tissue, in some places with duodenal gland 
formation. The patient made an uneventful recovery' 
and was in good health when last seen 17 month 
after the operation. The second woman was ad¬ 
mitted to hospital with a history' of periods of vom¬ 
iting lasting several days in the course of the pre¬ 
ceding 3 months. Her symptoms were aggrav'ated 
by solid food. Roentgenologic examination revealed 
a delayed evacuation of the stomach and upper 
part of the duodenum of 8 hours’ duration. The 


lie 

contiast mcidium stopped abruptly at the duodeno- 
iejunal junction where a constricting area could be 
seen. A resection of the involved segment of the 
intestine was performed, with end-to-end anasto¬ 
mosis between the duodenum and the jejunum. 
Micioscopic examination of the surgical specimen 
revealed adenocarcinoma infiltrating all layers of 
the intestinal wall but without involvement of the 
lymph nodes. The patient made an uneventful re¬ 
cover}^ but died of peritoneal metastasis 13 months 
after the operation. 

Attention is drawn to the symptomatology, which 
may be nonspecific. The importance is stressed of 
including primary duodenal carcinoma in the dif¬ 
ferential diagnosis of cases in patients presenting 
w'itli sj'mptoms referable to tlie upper intestinal 
ti-act. Emphasis is placed on x-ray examination as 
an essential diagnostic aid, with the patient recum¬ 
bent or in the right and the left lateral position. 
Small amounts of thick baiium should be used, 
especially to rule out the extension of the process. 
Both treatment and i^rognosis are influenced by the 
late onset of sjanptoms and by the difficulty in 
diagnosing what still remains a rare condition. 

Acute Pseudomembranous Enterocolitis. I. Becker 
and D. Brayton. West. J. Surg. 66:1-8 (Jan.-Feb.) 
1958 [Portland, Ore.]. 

Acute pseudomembranous enterocolitis is a rela¬ 
tively rare, predominantly fatal disease which 
usually appears postoperatively but which may 
also occur in nonsurgical patients. After an un¬ 
eventful postoperative course of several days’ dura¬ 
tion or after the administration of antibiotics for 
some days, malaise, nausea, vomiting, abdominal 
distention, and fever develop. These symptoms are 
followed by a fulminating diarrhea of copious wa¬ 
tery stools and by severe shock. The diarrhea and 
shock prove resistant to therapy. The patient be- 
eomes progressively dehydrated, lethargic, and 
comatose. Death ensues after a relatively short 
period. The severity of the disease is variable. 
Typical membranes may be passed with stools or 
vomitus. The characteristic lesion may be seen by 
sigmoidoscopy. The roentgenogram of the abdomen 
shows the gas pattern of an adynamic ileus. The 
blood cell count usually reveals a moderate leuko¬ 
cytosis with a marked increase in nonseginented 
neutrophils. The blood culture is negative. The 
pathological lesion is a fibrinous gray-yellow mem¬ 
brane which covers the mucosa in large areas or in 
patches. It separates relatively easily and reveals 
an ulcerated congested mucosa underneath. Most 
commonly, the small intestine and the colon are 

The histories of 6 patients with this disease 
treated during the past SVa years are presented to 
illustrate the clinical findings, diagnosis, and tlrer- 
apy. One case is of special interest in that the dis- 
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ease appeared on 2 separate occasions after widelv 
ditterent sti-ess situations. The various etiolocical 
possibilities are enumerated with reference both 
to the literature and to the cases at hand. The 
morphology of this disease is not pathognomonic of 
a particular etiological agent but is rather a general 
reaction of the intestine to vaiious insults. Over- 
p-owth of Staphylococcus aureus organisms in the 
intestinal tract is probably not the basic etiological 
mechanism in many of the cases. 


NEUROLOGY & PSYCHIATRY 

A Potent Cenh-al Analgesic, 2,2.diphenyI-3-metbyl- 
4-morpholino-butyryl-pyrrolidine in Dextrose Solu¬ 
tion (R 875): Its Application in Neurology. G. Boudin 
and J. Barbizet. Presse med. 66:131-134 (Jan. 25) 
1958 (In French) [Paris]. 

Animal experiments carried out by Janssen and 
co-workers showed that the analgesic effect and the 
therapeutic range of 2,2-diphenyl-3-methyl-4-mor- 
pholino-hutyryl-pyrrolidine in dextrose (R 875) 
make it the most active of the analgesic drugs 
knowm today that have a low toxicity. The authors 
tested the effect of R 875 on tlie threshold of per¬ 
ception of pain in normal persons. After the ad¬ 
ministration of 10 mg. of R 875, the sensitivity to 
such stimuli as pinching of the skin, of the nails, 
and of the testes, which as a rule are painful, was 
reduced, widi some of the persons tested having 
less pain and some having no pain whatsoever. In 
an attempt to measure tlie rise of tire pain diresliold 
induced by R 875( the appearance of the threshold 
of the sensation of burning and the time of the ap¬ 
pearance of pain caused by cold were determined 
after tire administration of R 875. Temperatures of 
60 to 65 C (140 to 149 F) were tolerated without 
any pain in contrast to the appearance of the sen¬ 
sation of burning at a temperature of 50 C (122 F) 
without a preceding administration of R 875. Numb¬ 
ness of the fingers from exposure to cold, which 
may occur witliin 20 to 40 seconds in normal per¬ 
sons, was considerably delayed by the administra¬ 
tion of R 875. 

Clinical experience with more than 100 patients 
witli various painful conditions revealed the favor¬ 
able action of the drug on meningeal pain in 
patients with meningeal hemorrhage, acute menin¬ 
gitis, and headache secondary to pneumoencepha¬ 
lography and on radicular and ti-uncal pain in 
patients with polyradiculoneuritis, polyneuritis, 
sciatic hyperalgesia, and pain resulting from can¬ 
cer. But the most remarkable effect of R 875 was 
observed in patients with pain which up to now 
proved to be refractory to any medical treatmen . 
The drug was particularly effective in patients wi 
pain elicited by the posteroinferior nucleus ot tfte 
thalamus, in those with facial neuralgia, in tno 
\vith phantom pain after amputation, in those vi 
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neuralgic pain from herpes zoster, and in patients 
with tabetic crisis. R 875 was then given to 8 pa¬ 
tients \vith psychalgia in whom a diagnosis of cenes- 
thopathia associated wth depression had been 
made. In these patients the drug proved to he 
ineffective; it was tolerated badly and the cenestho- 
patliia frequently was increased. Tlius, tlie effec¬ 
tiveness of the drug in patients widi organic 
sjmdromes contrasted with its complete ineffective¬ 
ness in those with psychalgia. 

R 875 may be administered orally or subcuta¬ 
neously; the intravenous route of administration is 
contraindicated because of the risk of respiratory 
accidents. Certain undesirable side-effects of the 
drug, such as malaise, nausea, vomiting, and oc¬ 
casionally drowsiness, require care in administering 
it; rest in bed is advisable, at least for the initial 
phase of the treatment. 

A Study of the Hearing Level Following Severe 
Poliomyelitis. R. Batson and F. McConnell. A. M. A. 
J. Dis. Child. 95:139-145 (Feb.) 1958 [Chicago]. 

The authors report on 37 selected, e.xtensively 
paralyzed patients, behveen the ages of 5 and 37 
years, wnth poliomyelitis who undeiAvent detailed 
audiological assessment in order to determine the 
precise status of auditory acuib,'. The audiograms 
obtained from these patients were compared mth 
those obtained during the same period from 2 
groups of young adults without poliomyelitis. Near¬ 
ly all the pure-tone thresholds in the patients with 
poliomyelitis departed from the zero decibel ref¬ 
erence level by more than 10 db., indicating some 
depression of bearing acuity as compared with the 
levels in the control subjects, which adhered ex¬ 
tremely closely to the zero decibel reference level, 
denoting normal threshold of audibilit)^ Inspection 
of the pure-tone and speech thresholds in the pa¬ 
tients with pohomyelitis revealed that more than 
75% (28 patients) showed at least a slight depression 
of acuity which would be considered deviant from 
the norm. Numerous factors were considered in an 
effort to clarify the causative significance of the re¬ 
duction in sensitiviW to auditory stimuli in the pa¬ 
tients with pohomyelitis. Factors such as age, sex, 
and possible drug therapy were not thought to 
influence these results. It was believed that de¬ 
pressed hearing responses could not be attributed 
to emotional disturbances or lethargy accompany¬ 
ing serious illness, since the patients gave oral re¬ 
sponses to speech-hearing tests which required 
more physical energy than the effort required for 
signaling in response to pure-tone stimuh. It was 
found that the duration of disabihty did not corre¬ 
late well with the e.xtent of hearing loss. Several 
patients who were ambulatory' and others who were 
in a wheelchair throughout the day demonstrated 
the same defect. A significant correlation, however, 
was observed between loss in hearing and loss in 


x-ital capacity', in that patients w'itli marked decrease 
in N’ital capacity' were apt to show significantly 
greater hearing loss. The significance of this is not 
clear, and it may' be only' a reflection of the severity 
of the disease in a particular patient. Because there 
are many' other clinical symptoms more distressing 
to the patient and the phy'sician, and since com¬ 
munication widi such patients is usually' at close 
range, reduction in sensiti\'ity' to auditory' stimuli 
can be easily' overlooked even when it reaches mod¬ 
erate proportions of severity'. Tire causative signifi¬ 
cance of this finding is not clear. 

A New Group of Psychotomimetic Agents. L. G. 
Abood, A. M. Ostfeld and J. Biel. Proc. Soc. Exper. 
Biol. 6c Med. 97:48-3-486 (Feb.) 1958 [Utica, N. Y.]. 

A group of piperidy'l benzilates possessing anti¬ 
cholinergic properties were recently' sy'nthesized as 
possible antispasmodics in the treatment of duode¬ 
nal ulcer. In die course of therapeutic trials, it was 
found that the tertiary amine hy'drochlorides of the 
benzilate esters, although active anticholinergics, 
produced undesirable side-effects, particulary' hal¬ 
lucinations. The quaternary' ammonium salts, on 
the other hand, were entirely devoid of such effects. 
The authors recendy obtained a series of such sub¬ 
stances and examined their psychotomimetic effects 
on animals and human subjects. Tlie psy'chotogenic 
effects of the N-methy'l-3-piperidyl benzilate and 
related congeners were tested on more than 40 
human volunteers. Although some of the patients 
had limited knowledge of the psychotogenic action 
of the drugs, the majority' of the subjects were com¬ 
pletely' unaware of dieir nature. AU the agents were 
tested for their behavioral effects on animals, in¬ 
cluding some 30 Siamese fighting fish, 50 rodents, 
and 5 cats. The action of these agents on the Si¬ 
amese fighting fish is comparable to the action de¬ 
scribed for lysergic acid diethy'l amide (LSD) by' 
Abramson. In rodents there were marked beha\'ioral 
changes, such as initial excitement and marked 
hyqjeractivity'. spontaneous squealing, lack of re¬ 
sponsiveness to stimuli, muscular weakness, and 
lethargy. 

The compounds proved to be extremely powerful 
hallucinogens, in many' respects more interesting 
than LSD and mescaline. Mffien administered in 
oral doses of 5 to 15 mg. to human volunteers, dis¬ 
tinct auditory and Msual hallucinations occurred 
wthin 1 hour in every individual and recurred 
periodically for periods up to 10 hours after ad¬ 
ministration of tlie drug. Hallucinations were ac¬ 
companied by gross distortions of wsual images 
and severe alterations in feeling state. A number of 
subjects e.xhibited paranoid and megalomanic de¬ 
lusions, while tire affective states ranged from a 
feeling of unpleasantness to extreme terror. Some 
of the subjects actually' carried on conversations 
with imaginary' indiMduals invoK-ing situations dat- 
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ing back 10 to 20 years. The subjects receiving 10 
ing. (oially) of N-niethyl-3-piperidyl benzilate were 
in complete loss of contact with the environment for 
many hours while experiencing dramatic visual and 
auditory hallucinations. In many respects these 
anticholinergic agents come closer to simulating 
clinical psychoses than do mescaline and LSD. Of 
all the compounds tested for hallucinogenic proper¬ 
ties, N-Methyl-S-pijreridyl benzilate is the most 
potent, with the N-ethyl derivative being somewhat 
less effective. The tetramethyl derivative is consid¬ 
erably less effective than the N-ethj'l derivative. 
The quaternary derivative is devoid of psychoto- 
genic effects. As for the antispasmodic jjotency, al¬ 
though the 3 substances possessing psychotogenic 
properties are perhaps the most potent, the remain¬ 
ing compounds are still quite effective. 

Recurrence of Glioma of Cerebral Hemispheres: 
Histological Features and Therapeutic Possibilities. 
I. Papo and R. Tritapepe. Minerva chir. 12:1443- 
1446 (Nov. 30) 1957 (In Italian) [Turin, Italy]. 

A second surgical procedure was performed on 
34 patients with a recurrent supratentorial glioma. 
At the first operation this tumor appeared to be an 
astrocytoma in 7 patients, an oligodendroglioma in 
7, a glioblastoma in 16, and a changing t^qye of tu¬ 
mor in 4. Histopathological changes from astrocy¬ 
toma to glioblastoma were observed in 1 patient 11 
months after the first operation. It is possible, how- 
ever, that areas of glioblastoma were original]}' 
present. Atypical areas were found in sections of 
the oligodendroglioma in 4 patients, who were 
operated on, from 35 to 103 months after the first 
operation. This phenomenon could justify the dif¬ 
ferentiation of the oligodendroglioma. The imma¬ 
ture and atypical features of glioblastoma became 
more evident at the second operation. A type 
of glioma, which originally appeared to be oligo¬ 
dendroglioma with atypical areas, changed into 
glioblastoma in 1 patient 25 months after the first 
operation. 

The longest postoperative survival period in pa¬ 
tients with astrocytoma was 19 months, in those 
with oligodendroglioma 21 month, in those with 
glioblastoma 26 months, and in those with a 
changing type of glioma 6 months. The authors 
point out that in most instances there is reappear¬ 
ance of the symptoms of glioma rather than its re¬ 
currence. Astrocytoma and oligodendrogliotna often 
change into glioblastoma. There is no evidence to 
show whether this is due to the intrinsic character¬ 
istics of the tumor, to the surgical intervention, or 
to the x-ray therapy. A gradual higher degree of 
malignancy seems to develop even in those gliomas 
which did not originally present a neoplastic struc¬ 
ture. Surgical therapy, with rare exceptions, affords 
no benefit to patients with recurrent glioblastoma 
but may be considered in patients with recurrent 
asti-ocytoma and olieodendroglioma. 


GYNECOLOGY & OBSTETRICS 


«iuuuuun or wvuianon in the Human: Therapeutic 
and Diagnostic Importance. H. S. Kupperman 
J. A. Epstein, M. H. G. Blatt and A. Stone. Am 1 
Obst. & Gynec. 75:301-309 (Feb.) 1958 [St. Louis] 


The authors explain on the basis of a diagram 
the current status of knowledge of the normal 
cyclic functioning of the pituitary-ovarian axis. A 
defect or alteration in any one of this normally 
sequential series of interactions can result in men- 
stiual irregularities, ovulatory failure, and/or amen- 
orrliea. It was felt that specific hormone therapy 
in prroperly selected cases of failure of ovulation 
might artificially trigger the defective ovulator)' 
mechanism. Since the proposed therapy theoreti¬ 
cally was to be specific for an isolated defect in 
ovulation, patients with other hormonal imbalances 
that secondarily influence the pituitary-ovarian axis 
were not included in the series. The patients who 
were euthyroid with normal adrenal function and 
who menstruated fairly regularly or who men¬ 
struated after therapy with progesterone and 
sliowed an absence of pregnanediol with a flat 
basal body temperature were judged as having 
ovulatory failure and fulfilled the criteria estab¬ 
lished for the “potentially responsive” cases. Those 
whose only endocrinopathy was failure of ovulation 
recei\'ed 20 mg. of conjugated estrogens (equine), 
administered intravenously as a single dose, not 
sooner than the 18th day of the menstrual cycle. Of 
the 40 patients treated, 31 were barren, and 9 were 
either single women with menstrual irregularities 
or married women practicing contraception. 

Nine pregnancies resulted among the 17 infertile 
patients in whom ovulation was induced after no 
more than 2 injections of estrogens given intrave¬ 
nously at intervals determined by the patients’ own 
basal body temperature charts. The history of in¬ 
fertility in the 9 women in whom treatment resulted 
in pregnancy ranged from 2 to 7 years. One of the 
nonpregnant patients had her first spontaneous 
ovulatory menses in 3 years in the cycle subsequent 
to the menses induced by estrogens given intra¬ 
venously. Three other patients with a history of 
only infrequently occurring spontaneous ovulatory 
menses also had normal 28-day cycles for 1 period 
after that induced by estrogen. Moreover, 4 of the 
9 pregnancies occurred during the cycle subsequent 
to the estrogen-induced ovulatory response. The 
negative responses were due to mechanical inabil¬ 
ity of tire ovaries to respond to pituitary stimula¬ 
tion, i. e., polycystic ovaries of the Stein-Leventhal- 
like syndrome, where the thickened fibrous tunica 
presents a mechanical barrier to ovulation. Surgical 
exploration with bilateral ovarian wedge resection 
was advised in 8 of 12 infertile patients who were 
negative responders. In each of the 8 patients op- 



Vol. 167, No. 1 


MEDIC.4L LITERATURE ABSTRACTS 


119 


erated on, the diagnosis of polycystic ovaries was 
confirmed. The conclusion is reached that in an- 
o\TiIatorj^ women, with normal or medically cor¬ 
rected tliyroid and adrenal function, o\Tilation may 
be induced by triggering the release of luteinizing 
hormone with a single large intravenous dose of 
conjugated estrogens. The early diagnosis of sur¬ 
gically correctable ovulation defects may be made 
on the basis of absence of an o\Tilatory response to 
this therapy. 

Viral Hepatitis and Pregnancy. M. Pirinoli. Semana 
med. 64:1304-1308 (Dec. 26) 1957 (In Spanish) 
[Buenos Aires]. 

Fortj^-three pregnant women with pregnancies of 
between 4 and 8 months’ duration and wth wal 
hepatitis were observed at the Maternity Hospital 
of Cordoba City. Fourteen patients out of the 43, 
admitted in coma at different periods of evolution 
of the disease, spontaneously delivered premature 
babies (8 of whom died between the first day and 
the first week after birth). A woman in the 7th 
month of pregnancy spontaneously delivered a 
fetus which had died in utero. A woman in the 4th 
month of pregnancy had a spontaneous abortion. 
A therapeutic abortion or else a therapeutic parturi¬ 
tion was induced in 5 women. On a woman who 
entered the hospital in deep coma, a cesarean sec¬ 
tion was performed, which resulted in saving the 
life of the patient, but the baby died 48 hours after 
birth. The 14 women who were admitted in coma 
at different periods of the disease presented 3 well- 
defined s>mdromes which have made it possible to 
classify the patients into 3 groups. Six of the 7 pa¬ 
tients who died had prodromal s^miptoms of severe 
infection before the appearance of coma. In this 
first group the liver was reduced in size, and coma 
was preceded by convulsions, tremor, and delirium. 
Coma was deep, with pupillary rigidity, frequently 
irregular pulse and subnormal temperature, and 
final fever. The metabolic and anatomicopathologi- 
cal changes in these patients were severe. Six of the 
7 patients who survived coma had had jaundice for 
2 to 4 weeks before the appearance of coma. In this 
second group there were no other prodromal symp¬ 
toms. The size of the liver did not change. Coma 
developed gradually and then became deep. The 
third group of 2 patients had acute yellowish atro¬ 
phy of the liver; one died. The author concludes 
that viral hepatitis is severe in pregnant women and 
may cause acute massive necrosis of the Uver. The 
only possibility of saving a patient under these 
threatening conditions is to stop pregnancy as soon 
as a diagnosis is reached. There is a group of clues 
for an early diagnosis, namely, slowness of sedi¬ 
mentation rate of erythrocytes, subnormal values 
for fibrinogen, and marked dysproteinemia. Hyper¬ 
cholesterolemia and urinary crystals of leucine and 


hTosine indicate a poor prognosis in the direction 
of insufficiency of the liver, but these signs appear 
only in rare cases. 

On the Problem of the Immunobiological Relation¬ 
ships BeRveen the Human Mother and Fetus: H. 
Determination of Antigen Groups in Amniotic 
Fluid. L. S. Volkova. BuU. Exper. Biol. 6c Med. 
(Translation from the Russian) 41:965-968 (Nov.) 
1956 [New York]. 

The author studied 197 specimens of amniotic 
fluid and the same number of blood specimens, 
obtained from corresponding mothers and newborn 
infants, regarding the presence of antigens of groups 
A, B, and AB. Neither antigen A nor antigen B was 
found in 39 specimens of amniotic fluid, and the 
blood specimens obtained from the newborn in¬ 
fants were also free from group antigens, while die 
blood of the mothers belonged to different blood 
groups. The presence of antigens A, B, and AB was 
estabhshed in the remaining 158 amniotic fluid 
specimens, and here also complete correspondence 
between the grouping of the amniotic fluid and the 
blood grouping of the newborn infants was found. 
These data suggest that the amniotic fluid of man is 
differentiated into groups and contains antigens 
which are identical ufith the blood-group antigens 
of the fetus (newborn infant). In no case were 
hemagglutinins found in the amniotic fluid which 
were lacking in the blood of die newborn infant, 
or vice versa. 

The discrepancy between the author’s findings 
and those of other investigators, who were not al¬ 
ways able to find hemagglutinins in the amniotic 
fluid, is e.xplained by the difference in the methods 
used to study the amniotic fluid. With consecutive 
dilution of the standard serums by the same sample 
of tested amniodc fluid, the most complete re¬ 
covery of antibodies was obtained by the author. 
This technique, as well as the use of amniotic fluid 
in comparatively low dilutions or undiluted, permits 
the recovery of even small amounts of the group 
substances which are present in the amniotic fluid. 
In determining the quantitative content of the 
group substances in the amniotic fluid, it was es¬ 
tablished that the quantitative content is consider¬ 
ably greater than the amount of hemagglutinins 
which are present in the blood serum of die new¬ 
born infants and noticeably greater than those in 
the serum of the mothers. The quantitative differ¬ 
ences among the group antigen contents of the 
amniotic fluid and the blood serums of the new¬ 
born infants and the mothers indicate that the 
group antigens of the embrymnic fluids do not 
originate from the blood of the mother or the fetus. 
Group antigens of the amniotic fluid, like the fluid 
itself, form as a result of the secretory activity of 
the amnion, whose glandular structure has been 
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confiiiTied conclusively. The presence of a large 
amount of group antigens in the awniotic fluid, 
which are identical with the blood-group antigens 
of the child, can play a significant role in the im- 
munobiological relationships between the mother 
and the fetus. When there is serologic incompatibil¬ 
ity between mother and child, the group substances 
in the amniotic fluid may agglutinate the corre¬ 
sponding isoantibodies of the mother’s blood and 
protect the child’s system from possible injury by 
this means. 

Local Hydrocortisone Therapy of Vaginal and 
Vulval Pruritus. R. S. Finkler. Am. J. Obst, & 
Gynec. 75:319-321 (Feb.) 1958 [St. Louis]. 

The effect of locally applied hj^drocortisone on 
genital pruritus was studied in 40 consecutive fe¬ 
male patients seen in office practice. The complaint 
of pruritus was associated witli a heterogeneous 
group of disorders, but the hydrocortisone was 
used primarily in an attempt to alleviate the 
pruritus, and tlie results were evaluated accord¬ 
ingly. The patients ranged in age from 17 to 74 
years, with a median age of 47. I^Iost of these 
women had a history of previous and largely un¬ 
successful therapy directed toward relief of the 
pruritus. Vaginal tablets containing 10 mg. of 
hydrocortisone were given to the patient with in¬ 
struction to insert a tablet deep into the vagina 
once daily. In more severe cases, 1 tablet twice 
daily was presciabed for the first 2 or 3 days, after 
which the dosage was reduced if possible. In 31 
of the 40 patients pruritus was practically elimi¬ 
nated, and in 3 others some benefit was ultimately 
achieved. 

Undesirable effects of hydrocortisone therapy 
were absent. In no case was there any evidence of 
systemic absorption with its attendant complica¬ 
tions, nor was there any sign of local irritation due 
to the hydrocortisone or its vehicle. Relief of 
pruritus usually occurred dramatically witliin the 
first 24 hours of treatment; it is noteworthy that, 
while the duration of therapy in half of the pa¬ 
tients was 10 days or less, there was no return of 
pruritus when hydrocortisone was withdrawn ex¬ 
cept in 3 instances, in each of which the patient 
had been treated for 10 days or longer. Hydro¬ 
cortisone therapy appeared to be equally effective 
in all age groups. Neither the onset of the meno¬ 
pause nor senile atrophic changes in the genitals 
were correlated with detectable differences in re¬ 
sponse. The author concludes from this trial of 
vaginal tablets containing hydrocortisone that this 
therapy is a safe and uniformly effective method of 
relieving genital pruritus in women; when it is 
combined with therapy effective against the under¬ 
lying cause of the disorder, it can achieve com¬ 
plete and lasting relief in most cases. 


PEDIATRICS 


L>ortisone and Salicylates in Chronic Relapsine 
Rheumatic Carditis. J. Lorber, K. S. Holt, J. Rendle- 
Short and R. S. Illingworth. Ann Rheumat. Dis 
16:481-484 (Dec.) 1957 [London], 


The authors describe the response to combined 
cortisone and salicylate treatment of 6 children, 5 
girls and 1 boy, who had 1 or more previous at¬ 
tacks of rheumatic fever. There had been con¬ 
tinuous rheumatic activity for several months be¬ 
fore hormone treatment was instituted, and all the 
patients had gross cardiac damage. All 6 children 
received cortisone or prednisolone in association 
with salicylates, either until 3 consecutive weekly 
normal erythrocyte sedimentation rates had been 
obtained or for longer periods if considered neces¬ 
sary. Taking relapses into account, these 6 children 
have received so far 14 courses of combined treat¬ 
ment. Three children responded promptly and did 
not suffer relapse. Two children responded well, 
but tlieir condition relapsed several times as soon 
as treatment was discontinued. In 1 child the re¬ 
sponse, as measured by the erythrocyte sedimenta¬ 
tion rate, was doubtful, and hematemesis developed 
as a result of treatment. 

There is no doubt that combined cortisone and 
salicylate therapy improved the general health of 
these children. It could hardly be expected that 
long-existing cardiac lesions would regress under 
treatment, and, in fact, no such improvement oc¬ 
curred. In spite of the prolonged rheumatic activity, 
however, there was no deterioration in the state of 
the heart in any case. The response to ti'eatment, 
as judged by the erythrocyte sedimentation rate, 
was not as uniformly satisfactory as in children 
treated in their first attack, although the initial 
response was satisfactory in 5 of the 6 children. The 
marked tendency to relapse was disappointing. It 
may be that these relapses occurred because the 
disease was so well established in these chronic 
cases that therapy could only be suppressive and 
not curative. It is suggested that combined therapy 
is a useful method in children with smoldering 
rheumatic carditis but that the duration of treat¬ 
ment may have to be prolonged. 


A Study in the Transmission of Maternal Anti¬ 
bodies. H. I. B. Atkins. Brit. M. J. 1:187-190 (Jan. 
25) 1958 [London]. 

The incidence of gastroenteritis, bronchitis with 
bronchopneumonia, and otitis media was recorde 
in 2 groups of female children who were studied 
with die long-term object of determining the rela¬ 
tionship of breast feeding to breast cancer. T a 
534 female infants in the first group were known 
never to have received human milk, and an equal 
number of infants in the other group were breast¬ 
fed. Gastroenteritis occurred in 22 infants ot m 
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first group and in 21 of the second group; bron¬ 
chitis and bronchopneumonia occurred in 60 in¬ 
fants of the first group and in 49 of the second 
group; and otitis media occurred in 11 children in 
each of the 2 groups. The slightly increased inci¬ 
dence of bronchitis and bronchopneumonia among 
the children in the “milkless” group was statistically 
insignificant. These results suggest that breast feed¬ 
ing has no effect on the incidence of these diseases. 
The incidence of the zjonotic fevers, such as 
measles, rubella, chickenpox, pertussis, and epi¬ 
demic parotitis, was likewise recorded in the 2 
groups of female infants and proved to be strikingly 
similar. There also was no significant difference be¬ 
tween the age incidence in the 2 groups for these 
diseases. These observations support the view that 
antibodies to the zjTnotic fevers, like antibodies to 
pyogenic infections, are not transmitted in man by 
way of the colostrum or in the maternal milk. The 
anatomic and biochemical evidence is described in 
support of tlie view that in man antibodies are 
transmitted from mother to offspring in utero. 

Prednisone in the Treatment of Allergic Diseases 
in Children. S. J. Levin and P. Adler. A. M. A. J. 
Dis. Child. 95:178-184 (Feb.) 1958 [Chicago]. 

The authors report on 85 children, 55 boys and 
30 girls, between the ages of 2 and 17 years, with 
acute allergic states who were treated with predni¬ 
sone. Fifty-five of these patients had bronchial 
asthma, 11 had atopic dermatitis, 5 had perennial 
allergic rhinitis, 13 had seasonal pollinosis, and 1 
had urticaria. In patients over 5 years of age, treat¬ 
ment was started with 10 to 20 mg. of prednisone 
in divided doses for the first 4 days, and subse¬ 
quently the dose was decreased to 5 mg. on the 
5th day and to 2.5 mg. per day for 2 more days. In 
younger children, less prednisone was used initial¬ 
ly, and the dose was reduced in a fashion similar 
to that practiced in the older children. Eighteen 
of the 55 patients with asthma thus far required 2 
courses of the drug, 5 required 3 courses of the 
drug, and 1 patient is on continuous maintenance 
therapy. 

Prednisone for short-term therapy has been uni¬ 
formly excellent for allewating acute episodes of 
various allergic states, thus facilitating earlier al¬ 
lergic investigation or enabling long-term desensi¬ 
tization therapy to continue uninterrupted. The 
short-term use of this drug has been almost com¬ 
pletely free of the undesirable side-effects, includ¬ 
ing excessive weight gain and hj'pertension, noted 
with the older steroid preparations. Especially in 
the short-term use of prednisone, low-sodium diets 
and the supplemental use of potassium are not 
necessary. Reports by other workers on serious un¬ 
toward reactions associated witli the long-term use 
of prednisone and other steroids in the treatment of 
allergic diseases in children suggest that the long¬ 


term use of these drugs should be reser\’ed for the 
exceptional and extreme^ rare patients with in- 
traetable asthma or other chronic, debilitating al¬ 
lergic state. Even in such patients, tliorough and 
persistent efforts to uncov'er and treat specific and 
nonspecific causes should be continued, so that 
eventually steroid therapy can be terminated. Since 
this paper was submitted, 4 children with severe 
bronchial asthma were treated with prednisone, 
1 of whom required treatment for 4 weeks, 2 for 6. 
weeks, and 1 for 3 months, 2.5 to 5 mg. of the drug 
being administered twice daily after the patients 
had initially received higher doses. No undesirable 
side-effects were noted in these patients. 

Mammah'an Bites of Children: A- Problem in Acci¬ 
dent Prevention. H. A. Carithers. A. M. A. J. Dis. 
Child. 95:150-156 (Feb.) 1958 [Chicago]. 

The biting of children by pets is a common, al¬ 
though rarely fatal, accident. Of 617 children com¬ 
ing under the author’s observation for routine pedi¬ 
atric care, 531 were over 1 year of age, and 15.4% 
of these had been bitten by a mammal, 2.1% of 
them more than once. The anthor reports on 157 
children who in the course of over 20 months sus¬ 
tained bites from animals, including dogs, cats, 
rabbits, squirrels, horses, rats, hamsters, monkeys, 
skunks, and raccoons. The dog was by far the most 
frequent offender. The preponderance of evidence 
showed that usually the child was at fault in pro¬ 
voking the bite. Nineh'-five of the children were 
boys, and 62 were girls. Most of the children bitten 
were behveen the ages of 2 and 10 years, during 
which period parental protection wanes, and ad¬ 
venturous and sometimes daring behavior takes 
place among children. There was httle seasonal 
variation in bites. The location of mammalian bites 
is significant because of the danger of rabies after 
a short incubation period when one is bitten by an 
animal harboring the virus of this infectious dis¬ 
ease. Fifty of the 157 children were bitten on the 
head, 58 on the upper extremities, 11 on the trunk, 
and 38 on the lower extremities. Treatment has 
been discussed in some detail, with particular ref¬ 
erence to the problems of tetanus control and ad¬ 
ministration of rabies \'accine or serum. 

Since the emotional and educational value of 
pets far ouh\’eighs tlie danger of bites and disease 
to which children are subjected from this source, 
7 rules are suggested to help prevent accidental 
biting of children by mammals. Tliese rules are 
as follows: 1. Cbildren should not own pets until 
they can care for them and can show discretion in 
their handling, i. e., not until they are 6 years of 
age and older. 2. Older animals are to be preferred 
to immature ones as pets for young children. 
3. Children should be taught that animals have 
rights, including an e.xistence free of pain and ex¬ 
cessive teasing. 4. In the early years children should 
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be taught to avoid all strange animals, especially 
those sick or injured. 5. Even as toddlers, children 
should be taught not to trespass, and, as older chil¬ 
dren, when riding bicycles, they should deliberate¬ 
ly avoid routes where dogs are known to chase 
vehicles. 6. Under the supervision of an adult, chil¬ 
dren should make friends with the pets in their 
immediate neighborhood. 7. Children should be in- 
■stuicted not to quell a fight between animals, even 
if their own pet is involved, but sliould try to get 
their pet away from the melee by cajoling. Tlie 
relative frequency with which children in this sur¬ 
vey sustained this type of accident emphasizes 
the need for preventive measures. 

A One-Year, Conti'olled Study of the Effect of Low- 
Phenylalanine Diet on Phenylketonuria. D. Y.-Y. 
Hsia, W. E. Knox, K. V. Quinn and R. S. Paine. 
Pediati-ics 21:178-202 (Feb.) 1958 [Springfield, Ill.]. 

Twent}'-four patients with phenylketonuria from 
3 state institutions for the mentally retarded in 
Massachusetts were brought to a hospital. They 
were divided into 12 matched pairs, comparable as 
to age, sex, intelhgence, and length of institutional 
placement. One member of each pair was selected 
by lot to receive a jihenylalanine-deficient diet for 
a 12-month period; the other member of tire pail- 
received a control diet identical in appearance and 
flavor. The identity of the control and tlie experi¬ 
mental patients was not known to those caring for 
them. Five unpaired, institutionalized patients and 
5 outpatients also received low-phenylalanine diets. 
At the end of a test period of 12 to 15 months, the 
patients were evaluated in terms of adequacy of 
chemical control and changes observed in intelli¬ 
gence, behavior, skin condition, hair color, seizures, 
and electroencephalograms. Although prolonged 
therapy with low-phenylalanine diets is generally 
feasible while the patients are at home with their 
parents and under close medical observation, the 
program seems more difficult to acliieve on a large 
scale in an institutional setting. Malnuti'ition severe 
enough to require discontinuance of the diet for 
temporary periods was observed in some of the 
patients. The low-phenylalanine diet is dangerous 
unless the patients are closely observed. 

Estimation of the levels of iphenylalanine in 
plasma is a more difficult test than that for urine 
phenylpyruvate, but it is essential since the plasma 
concenti-ation may remain high when the urine is 
normal. Extremely low values for phenylalanine in 
plasma may require slight increase in phenylalanine 
intake. Death in status epilepticus has been re¬ 
ported, possibly associated with extremely rapid 
decrease in phenylalanine in plasma to nearly zero. 
The possible beneficial effect of a low-phenylal¬ 
anine diet on intelligence was limited to 4 patients 
who were 6 months, 7 months, IV 2 years, and 3 years 
of age at the time the diet was begun. Improve- 
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ments in skin condition, in behavior, and possib 
m electi-oencephalograms were obtained in old 
mdividuals, but such benefits would not seem 
justify the difficulties and dangers of diefa: 
therapy. These observations, together witli the r 
ported results of other investigators, support tl 
tentative conclusion that the metabolic disturbanc 
associated with the elevated concentration 
phenylalanine in plasma characteristic of phenylk 
tonuria interfere with normal cerebral develo 
ment rather than with the function of a normal 
developed brain. Recognition of phenylketonur 
at the earliest possible age and prompt institutic 
of dietary control are essential if the possib 
therapeutic benefits of a low-phenylalanine di 
are to be conclusively evaluated. 

Respiratory Illness in 6 Infants Infected with 
Newly Recognized Echo Virus. H. G. Cramblel 
L. Rosen, R. H. Parrott and others. Pediatrics 2 
168-177 (Feb.) 1958 [Springfield, Ill.]. 

Many viruses have been recovered in tissue cr 
ture from specimens taken from the alimentai 
tracts of children. Certain of these agents ha^ 
been given the name “enteric cytopathogenic hi 
man orphan” (ECHO) viruses. So far 19 or moi 
antigenically distinct ECHO viruses have bee 
recognized. Studies were made on a group of ii 
fants, who were newly admitted to an orphana^ 
in Washington, D. C., in order to explore tlie roi 
of newly isolated viruses as causes of disease i 
childi-en. Each inhabitant of the orphanage wi 
under surveillance in regard to excretion of viru 
In order to study the clinical manifestations ass( 
ciated with these viral infections, new members ( 
the orphanage population were admitted to tl: 
clinical center of the National Institutes of Healti 
The 6 infants in this study ranged in age from 5 1 
14 months. In all patients except 1, throat and an: 
swabs for isolation of virus were taken at least 
times weekly. Serum was collected for testing ; 
appropriate intervals. Specimens from all 6 patien 
yielded a virus cytopathogenic for monkey kidne 
tissue cultures, which could not be identified as an 
described agent known to be cytopathogenic fc 
this t^'pe of culture. The effect produced by th: 
agent resembled that caused by most of the d( 
scribed ECHO viruses. It was referred to as th 
JV-1 virus. 

A close association was established between on 
set of infection with an ECHO (JV-1) virus and tin 
onset of a mild clinical respiratory illness in 6 in 
fants, 5 to 14 months of age. The illnesses wen 
characterized by coryza, pharyngitis, and fever 0 : 
short duration. Other manifestations included ab; 
normal stools, erythema of tlie ear drams, and mdc 
conjunctival congestion. There was 
of the 6 children were already infected with J v-i 
virus when first admitted to tlie clinical center. 
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Other 2 patients became infected shortly after re¬ 
turning to the orphanage after the initial admission 
to the clinical center. Tlie only knoum contact witlr 
illness in each case was in the virus-laden environ¬ 
ment of the orphanage. The examination of paired 
serums taken from tire infants during the acute and 
the convalescent stage of the illness demonstrated 
a rise in titer of both neutralizing and complement¬ 
fixing antibodies against the prototj^e JV-1 virus. 
Conversely, tests of serums taken during the same 
time period of the illnesses did not, with one ex¬ 
ception, reveal rising antibodies against adeno¬ 
viruses, tjTpe A of the Coxsaclde viruses, tj'pe 8 
of the ECHO viruses and tj-pes A, B, and C of the 
influenza viruses. 

DERMATOLOGY 

Sporotrichosis: A Report of Twenty-Three Cases in 
tlie Upper Extremit)’. R. J. Duran, M. B. Coventry', 
L. A. Weed and R. R. Kierland. J. Bone & Joint 
Surg. 39 A:1330-1342 (Dec.) 1957 [Boston]. 

Sporotrichosis is an infectious granulomatous dis¬ 
ease caused by the fungus, Sporotrichum schenckii, 
wlrich is found on plants, flowers, and trees, as well 
as in animals, insects, and birds. Sporotrichosis is 
most commonly seen in farmers, florists, and la¬ 
borers and may be regarded as an occupational 
disease. The authors review observations on 23 
patients seen at the Mayo Clinic. While in the 
world-wide distribution of cases 6 different clinical 
types (lymphatic, disseminated, epidermic, mucosal, 
skeletal, and visceral) have been recognized, the 
patients observed at the Mayo Clinic and in other 
American series fit into Moore’s classification of 
3 groups: localized, gummatous disseminated, and 
extracutaneous or systemic. In 21 of the 23 patients 
the disease began as the localized lymphatic type, 
and in 1 of these it progressed to the systemic t)pe. 
Thirteen of the primary lesions occurred in the 
right upper extrimity. 

The localized lymphatic type of sporotrichosis 
may be cutaneous or subcutaneous. The cutaneous 
form is characterized by ulcers, nodules, gummata, 
and abscesses, witli the primarj' lesions at the site 
of injury. The wound of entry may be a previous 
one later contaminated by the organism, or the 
initial injury may introduce the organism by means, 
for example, of a contaminated thorn. From 20 
days to 3 months may elapse between inoculation 
and appearance of the primary lesion. The primary 
abscess enlarges to form a nodule, which is at first 
semisolid, spherical, freely movable, and nontender. 
It then becomes attached to the skin, which is 
first pink and gradually becomes violaceous. The 
nodule forms a flucbaant center and ruptures spon¬ 
taneously, forming a granulomatous ulcer, which 
bleeds easily and tends to crust. The ulcer may heal 
spontaneously, or it may remain open as the pri¬ 


mary chancre; this may persist for months. Com¬ 
monly, within a fe\v days to a week after the ap¬ 
pearance of the primary' lesion, the fimgus spreads 
through the l^rniph channels to produce an ascend¬ 
ing chain of secondary' subcutaneous nodules. Tlie 
Ijonph channels may appear as firm, cord-like, pain¬ 
less structures. The nodules, which may number 
from 3 to 40 or more, are freely movable and pain¬ 
less. Later they become attached to the skin. They 
may also soften and ulcerate, discharging a thin, 
watery secretion. Nodules and ulcers may appear 
simultaneously, and these secondary lesions may 
persist for months or years if the disease is not 
treated. 

Tlie second t^Tpe of sporotrichosis, tlie gum¬ 
matous disseminated ti'pe, is rarely seen in this 
country, but 3 of the 23 patients studied by the 
authors had the third tj'pe, the extracutaneous or 
systemic type of sporotriehosis. The histories of 
tliese 3 patients are reported. One of these 3 pa¬ 
tients died, autopsy rev'ealing lesions in the brain 
and in the root of the first sacral vertebra. Potas¬ 
sium iodide remains the drug of choice for treat¬ 
ing the localized Ijnnphatic type of sporotrichosis. 
It is also of value in all other forms except involve¬ 
ment of the central nerv’ous system. In the systemic 
type, the administration of 2-hydro.xystilbamidine 
may be helpful. Although the authors have had 
little experience with bone and joint sporotrichosis, 
they believe that potassium iodide therapy in a 
systemic way (and perhaps 2-hydroxystilbamidine 
as ivell) and surgery, which ivould include synoi'ec- 
tomy, drainage of abscesses, debridement, and oth¬ 
er obvious surgical methods, should prove effica¬ 
cious in treating skeletal sporotrichosis. Tliis study 
represents the combined efforts of the sections of 
special bacteriology, dermatology, ortliopedics, and 
plastic surgery at the Mayo Clinic and suggests 
the close cooperation so helpful in the diagnosis 
and treatment of sporotrichosis. 

Disseminated Cutaneous Sporotrichosis with Sys¬ 
temic Involvement. G. W. Arthur and J. W. Al- 
brittain. A. M. A. Arch. Dermat. 77:187-190 (Feb.) 
1958 [Chicago]. 

The authors present the history of a patient with 
disseminated cutaneous sporotrichosis w'ith vis¬ 
ceral lesions, including a sporotrichotic scleral 
nodule and granulomatous uveitis. Eye involve¬ 
ment, such as this patient demonstrated, has rarely 
been described. The patient was a 64-year-old man 
who reported that about 10 months prior to admis¬ 
sion he had noticed on his scalp an itchy, scaly area 
which did not heal. The nodules, which began to 
appear 4 months afterward, did not bother him 
except that some of them w'ould open and drain 
a seropurulent fluid. His physician treated him with 
penicillin without relief. Physical examination rer 
vealed many subcutaneous nodules in various stages 
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of cleyelopnicnl scattered over tlie entire body. An 
examination of the eyes revealed findings consistent 
with chionic glaucoma, A left-sided hydrocele was 
present, and there was swelling of the right knee. 
Soon after admission a nodule appeared on the 
medial portion of die patient’s right sclera. Biopsy 
of a skin specimen revealed a granuloma, and fun¬ 
gus cultuies from the nodules, hydrocele, and knee 
effusion consistently grew Sporotrichum schenckii. 
The patient was ti'eated with increasing doses of 
potassivnn iodide solution, starting with 10 drops 
3 times daily and increasing to 55 drops S times 
daily. Gastric irritation, which developed once, was 
oi'ercome by a short (2 days) interruption of treat¬ 
ment. 

At the end of 7 months, all skin lesions had ap¬ 
parently Iiealed, and the dosage was lowered to 
40 drops 3 times daily. The scleral nodule had also 
completely regressed, and the knee effusion had 
subsided. The medication was continued for 1 
month after apparent cure, and the patient was fol¬ 
lowed for 4 months after therapy was discontinued. 
During this time he remained asymptomatic. Vidien 
this patient was first seen, his lesions were con¬ 
sidered pyogenic in origin. If attention were direct¬ 
ed to the possibility of a fungus as the cause of 
some chronic granulomas, perhaps more cases of 
sporotrichosis would be correct!)^ diagnosed early 
in the course of the disease. Other diseases to be 
included in the differentia] diagnosis are tulare¬ 
mia, glanders, tuberculosis, S 3 '-phflis, drug eruption, 
leishmaniasis, and other deep mjwses. 

Dermatitis Caused by Penicillin in Milk. H. R. 
Vickers, L. Bagratuni and S. Alexander, Lancet 
1:351-352 (Feb. 15) 1958 [London]. 

Since the introduction of machine milking, the 
incidence of mastitis in cows has increased, and 
the common practice among herdsmen is to inject 
100,000 units of irrocaine penicillin into the teat 
of the infected quarter. About 70% of the cases 
of mastitis in cows are due to Streptococcus agalac- 
tiae-an organism highly sensitive to penicillin- 
and the infection rapidly subsides. As a result of 
this treatment, milk may contain penicillin. If pa¬ 
tients previously sensitized to penicillin by local 
application drink milk containing penicillin, der¬ 
matitis may develop and persist indefinitely if its 
true nature is not recognized. The authors recent¬ 
ly saw 2 patients in whom penicUlin in milk seems 
to have been the cause of dermatitis. 

The first patient, now 55 years old, at age 20 
had had dermatitis due to contact with dyed fur. 
At age 45 a rash developed on her ears after con¬ 
tact with a pig with scaling ears; treatment with 
penicillin resulted in severe dermatitis of the ears, 
and the rash spread to the face and neck. At age 
49, a rash developed on her hands. Allergy tests 
were all negative, but thereafter she had recurrent 


attacks of dermatitis affecting particularly the face 
and hands. She came to the outpatient department 
m August, 1957, when she had acute dermatitis 
With erythema and weeping, of the face, neck, and 
back of die hands and foi'canns. Patch tests' dis¬ 
closed strongly positive reactions to penicillin. A 
more detailed history revealed tliat this patient had 
lived on farms for many years. When she obtained 
rnilk from her own cow (which had not had penidl- 
lin), she was well, but when the cow stopped lactat- 
ing and milk, probably containing penicillin, was 
obtained from another source, she had a relapse. 
Her previous attacks had been associated witli 
drinking milk, for she improved when away from 
the farm. Analysis of fresh milk from the farm 
wliere she lived showed a penicillin content of 
4 units per milliliter. She was densensitized to peni¬ 
cillin and now tolerates I million units with no 
ill-effects. The second patient, a fanner, aged 44 
years, admitted giving bis cows penicillin for mas¬ 
titis and drinking the milk. Patch tests were posi¬ 
tive in reaction to procaine penicillin. The authors 
suggest that the American ruling, prohibiting the 
sale of milk from cattle for 72 hours after the last 
injection of penicillin, should be adopted in Britain. 


UROLOGY 

Transposition of External Genitalia in a Case with 
Fanconi Type Deformity. B, S. Chappell. J. Urol. 
79:115-118 (Jan.) 1958 [Baltimore]. 

The author reports the case of a child who was 
first seen on urologic consultation at the age of 
6 weeks. Examination showed multiple congenital 
anomalies. The right forearm was absent; there 
were shortening and deformity of the left forearm; 
the legs were bowed; and x-ray examination of the 
skeletal system revealed absence of a number of 
bones. Examination of the external genitalia sliovvecl 
a scrotum l>4ng above the penis. There was some 
hjpospadias witlr mild downward curvature. In 
the midline of the perinemn and behind tlie penis, 
there was a shallow, bluish depression, suggesting 
die possibility that a vagina might be present be¬ 
low the skin at this level. The hemoglobin level, 
red blood cell count, white blood cell count, and 
platelet count were below normal. Bleeding from 
a puncture in the ear lobe lasted more than ^ 
hours and was controlled with considerable dif¬ 
ficulty. Sternal punctoe was not thought advisable 
because of this severe bleeding tendency. T e 
scheduled plastic surgery on tire external gemtato 
was canceled. There has been a strong famiha^i 
tendency toward skeletal deformities in this chi 
family, but the main purpose in reporting tins case 
has been to bring to the attention of urologis« 
the coexistence of congenital pancytopenia, !'!> 
coni type, and anomalies of the external gem < 
and, more particularly, to call to their attention 
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dangerous bleeding tendencies present in the Fan- 
coni tj’pe of deformity'. A search should be made 
for congenital panc\i:openia (Fanconi tj’pe) wth its 
dangerous bleeding tendencies, when surgerj' is 
planned on congenital anomalies of the external 
genitalia. 

Torsion of the Spermatic Cord. H. D. Woodson, 
A. L. Herring and R. D. Mynatt. J. Urol. 79:127-1.3.3 
(Jan.) 1958 [Baltimore]. 

Ten patients with torsion of the spermatic cord 
were observed by the authors in the course of 
6 years. All had been seen by their family physician 
prior to referral. The time elapsing between onset 
of pain and surgery or manipulation varied from 
1 hour to 3 days in the 9 acute cases; the time lapse 
was 7 years in the 1 case which was classified as 
recurrent. In 4 of the acute cases the first diagnosis 
was epididjTnitis. The history’ in each case yvas 
similar: there was a sudden onset of testicular pain 
which was persistent. Phy'sical findings were uni¬ 
form: there was a painful testicular mass, and any’ 
manipulation accentuated the pain. Scrotal edema 
appeared to be a late finding and was closely’ cor¬ 
related with hemorrhagic infarction. Laboratory' 
studies were of little value other than ruling out 
inflammatory’ conditions. Two of tire 9 patients in 
whom the condition was acute were relieved by 
external manipulation. Surgical exploration in the 
other 7 confirmed the preoperative impression of 
acute torsion of the spermatic cord. In four of these 
patients hemorrhagic infarction necessitating or¬ 
chiectomy’ had already developed, and in 3 patients 
the organ was viable after reheving the torsion. 
The patient with recurring torsion was relieved by’ 
orchiopexy. In all cases where the opposite hemi- 
scrotum was e.xplored, there was a similar con¬ 
genital malformation which could predispose to 
torsion. Hemorrhagic infarction did not occur in 
any case where the time lapse between onset of 
pain and surgery’ or e.xtemal manipulation was 
less than 5 hours, but 1 testis was conserved where 
the time lapse was 3 days. 

Hemorrhagic Infarct of the Testis in the Newborn. 
L. H. Tankin and M. A. Robbins. J. Urol. 79:119- 
126 (Jan.) 1958 [Baltimore]. 

The authors present the Instories of 4 newborn 
infants with hemorrhagic infarct of the testis, whom 
they observed in die course of 1 year. This seems 
to suggest that the condition is more frequent than 
reports would indicate. In 3 of the 4 infants intra¬ 
uterine torsion was present, and in the 4th infant 
the etiology was unknow’n. There is no clinical dif¬ 
ferentiation between torsion of the testis and idio¬ 
pathic hemorrhagic infarction in the newborn in¬ 
fant. Since die end-result is idendcal in both types, 
that is, vascular occlusion of die testis widi hemor¬ 


rhagic infarction, one can only’ be certain if a defi¬ 
nite tis’ist of the cord is found at surgery. The severe 
subjective signs that accompany’ testicular torsion 
in older children or adults are absent in the new¬ 
born infant, and the first sign is that of an abnor¬ 
mally large testis xvhich is firm to stony hard. The 
overly’ing sltin of the scrotum is bluish-black in 
color. 

The condition must be differentiated primarily 
from hematoma of the scrotum due to trauma at 
birth, hydrocele, and strangulated hernia. Malig¬ 
nant tumor of the testis should be considered when 
a hard scrotal mass is detected. If tumor is sus¬ 
pected, the infant should be examined for lym- 
phadenopathy’ and a chest film taken to rule out 
metastases. The ideal treatment would be early’ 
surgical e.xposure. The testis might he salvaged in 
case of torsion, if tlie condition is recognized early. 
Unfortunately’, diagnosis and exploratory’ procedure 
have been carried out too late in the majority’ of 
cases, and irreversible necrosis has taken place. 
Microscopic examination in the 4 cases obserx'ed 
by die authors indicated such complete destruction 
that it cannot be conceived how these testes might 
be useful. Unilateral atrophy’ of the testis in adults 
may be a sequela of undiagnosed testicular infarc¬ 
tion of infancy’. 

THERAPEUTICS 

Comparison of Buffered and Unbuffered Acetyl- 
salicyh’c Acid. R. C. Batterman. New England J. 
Med. 258:213-219 (Jan. 30) 1958 [Boston]. 

The author presents new data on the following 
questions: Mffiat is the likelihood of encountering 
gastrointestinal intolerance when acety’lsalicylic 
acid is used alone according to usual clinical prac¬ 
tice? How effective are the relatively small quan¬ 
tities of antacids that can be incorporated in a 
0.3-Gm. (5-grain) acety’lsalicy’lic acid tablet in pre¬ 
venting or decreasing any’ gastrointestinal intoler¬ 
ance to aspirin? Do such quantities of antacids alter 
in man the absorption and excretion of salicy’lates 
so as to influence the clinical effectiveness in terms 
of rapidity’ and degree of analgesia? What are the 
analgesic effectiveness and the gastrointestinal 
tolerance for a rapidly' disintegrating unbuffered 
0.3-Gm. (5-grain) tablet and a buffered 0.3-Gm. 
(5-gram) tablet containing small amounts of di- 
hydroxyaluminum aminoacetate and magnesium 
carbonate (Bufferin) and supplied as identical-ap¬ 
pearing tablets labeled “analgesic tablet C” and 
“analgesic tablet D”? The code for tliese tablets 
was made known only after the completion and 
analy’sis of the studies, so that their differences 
were completely unkno%\’n to all investigators, the 
staff, and the patients until after the data had been 
tabulated and the conclusions drav'n. 



Since evaluation of any analgesic agent should 
consider both ambulatory and hospitalized patients, 
both types were included. Furthermore, the results 
of medication should be studied from single doses, 
from repeated doses given for 1 or several days’ 
and from chronic administration for several weeks 
or longer. Therefore, 160 patients in all, divided 
into 4 groups, were given the buffered or the un¬ 
buffered drug or both. The hospitalized patients 
were on the medical, surgical, and specialty wards 
of a hospital for acute and chronic diseases, and 
the ambulatory patients were treated in the arthri¬ 
tis and medical clinics of 2 hospitals. In none of 
the 4 types of comparisons used was it possible 
to distinguish behveen the medicaments for anal¬ 
gesic effectiveness or for gastrointestinal tolerance. 
The time required to produce analgesia, the de¬ 
gree of analgesia, and the frequency of gastro¬ 
intestinal intolerance were identical for both prepa¬ 
rations. A similar study utilizing the single-blind 
method produced the same conclusions. Although 
sodium bicarbonate might delay the absorption of 
salicylate, the buffering antacids exemplified by 
aluminum compounds do not alter the rapidity of 
absorption of salicylate from the gastrointestinal 
tract of man. It is, therefore, concluded that these 
antacids serve no useful purpose as constitutents 
of the tablets studied and that inclusion of them 
with acet)'lsalicylic acid offers no advantage over 
aspirin alone, 

Laboratory and Clinical Studies with Buffered and 
Nonbuffered Acetylsalicylic Acid. G. A. Cronk. New 
England J. Med. 258:219-221 (Jan. 30) 1958 
[Boston]. 

This study was designed to examine the relative 
efficiency or deficiency of buffered and nonbuf¬ 
fered acetylsalicylic acid as a pharmaceutical agent. 
Two basic drug preparations were used. The first 
was a commercial buffered preparation purchased 
on the open market and then repackaged in con¬ 
tainers marked ‘^container A” and container D. 
The second preparation was made from bulk acetyl¬ 
salicylic acid to which starch had been added to 
increase the bulk of the preparation. The acetyl¬ 
salicylic acid thus increased in bulk was then 
pressed with a die, resulting in a tablet grossly 
indistinguishable from the buffered drug and con¬ 
taining 0.3 Gm. of acetylsalicylic acid per tablet. 
These latter tablets were coded "tablet B” and 
"tablet C.” The 2 agents were packaged in an out¬ 
side facility, and the code identification was not 
revealed until the project was completed. Blood 
salicylic acid curves were determined in a cross¬ 
over study in 20 healthy volunteers after the ad¬ 
ministration of 0.6 Gm. of buffered and nonbuffered 
acetylsalicylic acid. Blood samples were obtained 
at 0 10, 20, and 60 minutes. The average blood 
salicylic’aci’d levels after administration of buf¬ 
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fered acetylsalicylic acid were 0, 0.9, 1.8, 2.3, and 
2.8 mg. per 100 ml. The average levels after ad¬ 
ministration of nonbuffered acetylsalicylic acid 
were 0, 0.9, 1.9, 2.2, and 2.8 mg. per 100 ml. 

In a double-blind study, 667 doses of nonbuf¬ 
fered acetylsalicylic acid (0.6 Gm.) and 757 doses 
(0.6 Gm.) of buffered acetylsalicylic acid were ad¬ 
ministered to patients hospitalized with painful 
conditions. No statistical difference was demon¬ 
strated between the 2 agents studied in the time 
required for relief of pain, the duration of the re¬ 
lief, or the degree of relief. Approximately 30% 
of the patients in both groups failed to experience 
relief of discomfort. Gastrointestinal symptoms fol¬ 
lowed the administration of buffered acetylsalicylic 
acid in 3 patients (0.4%) and the administration of 
nonbuffered acetylsalicylic acid in 5 patients (0.7%), 
In all of these 8 patients, buffered and nonbuffered 
acetylsalicylic acid was administered on subsequent 
occasions without the occurrence of gastrointestinal 
symptoms, suggesting that the underlying disease 
affected the production of these symptoms. 

Use of Mecamylamine in Treatment of Arterial 
Hypertension. E. Manzini, A. Morini and C. Paltri- 
nieri. Minerva med. 48:4028-4031 (Nov. 28) 1957 
(In Italian) [Turin, Italy]. 

Mecamylamine was given to 20 patients with 
arterial hypertension, most of whom had had die 
arteriosclerotic type for a period of about a month. 
The group was composed of 16 women and 4 men, 
ranging in age from 49 to 80 years. The initial dose 
of 2.5 to 5 mg. was given twice daily by mouth 
and was gradually increased. Most of the patients 
responded to the average daily dose of 20 to 30 mg. 
The drug was also administered to a control group 
of 5 persons. Supine blood pressure response was 
slight and erratic; in this position tachycardia was 
noted in some patients and bradycardia in the 
others. Tachycardia was always noted in patients 
in standing position. Hypotensive effect was ob¬ 
served within a few hours after the drug adminis¬ 
tration. The greatest fall in blood pressure oc¬ 
curred within 5 to 8 hours, which level persisted 
for a period of 12 to 24 hours. Tire supine systolic 
blood pressure was reduced, on the average, by 
20% and the supine diastolic blood pressure by 16%. 
The fall in blood pressure in standing position 
varied between 23% for the maximum pressure 
and 20% for the minimum pressure. The patiente 
who had not previously received other ganglionic 
blocking drugs responded better to mecamylamine 
than did those who had. Several patients developed 
untoward side-effects. Two of the 5 persons in the 
control group showed a state of anxiety, which e 
to withdrawal of the drug in 1. Dizziness and 
mental symptoms were a common compJaini 
among the patients; some of them were so dis- 
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abled that it was necessary to discontinue the 
medication. Troublesome gastrointestinal sj'mptoms 
were also observed in some instances. 

Tlie authors consider mecamylamine to be a use¬ 
ful agent in the treatment of hypertensive disease. 
Its therapeutic advantage over drugs with similar 
ganglionie effects consists mainly in the adminis¬ 
tration by mouth, which gives a more stable and 
longer duration of action. In comparison wth other 
ganglionic blocking agents, mecamj'lamine causes 
more intense untoward side-effects. 

The Treatment of Hepatolenticular Degeneration 
\\ath Penicillamine, wth a Report of Two Cases. 
W. P. Fister, J. E. Boulding and R. A. Baker. 
Canad. M. A. J. 78:99-102 (Jan. 15) 1958 [Toronto]. 

The authors present a report on two patients 
with hepatolenticular degeneration. One patient 
has been under treatment for 4 years. Treatment of 
this patient first with dimercajirol (BAL) and then 
with Calcium Versenate is described and con¬ 
trasted with the more successful treatment of the 
other patient with penicillamine. The better re¬ 
sults with penicillamine are felt to be due to its 
abilitj' to cause a greater diuresis of copper than 
either or both of the other agents. The steady im¬ 
provement of the patient treated with penicil¬ 
lamine paralleled his degree of negative copper 
balance. The penicillamine used was made from 
penicillin. The authors also studied the effect of 
L-penicillamine and racemic or DL-peniciUamine, 
all as the hydrochloride. As regards the copper 
' output in the urine, these '3 substances are ap¬ 
parently identical. The authors feel that peni¬ 
cillamine is more desirable for the treatment of 
hepatolenticular degeneration than previously 
available chelating agents. It has the additional 
advantage of being effective orally. One of the 
authors had the opportunity to treat a second 
patient with hepatolenticular degeneration Nvith 
penicillamine. It is too early to comment on the 
chnical course, but it is possible to say that the 
diuresis of copper has been satisfactory. 

Chlorpromazine as Masking Agent in Intestinal 
Obstruction. D. A. Barnett. J. Oklahoma M. A. 
51:16-17 (Jan.) 1958 [Oklahoma City], 

The author describes experimental studies on 
dogs to ascertain the effect of chlorpromazine on 
the intact small intestine and on high intestinal 
obstructions. Chlorpromazine has no consistent 
effect on the motility of the intestine, its effects 
being on the chemoreceptor trigger zone in the 
diencephalon. It significantly delays the onset of 
vomiting in complete high intestinal obstruction, 
and it decreases the total vomitus in intestinal 
obstruction. Chlorpromazine does not lengthen the 
survival time in intestinal obstruction; thus, it is a 
masking agent in such obstruction. It is known 


that chlorpromazine is a potent and effective 
antemetic in many conditions, but, like other good 
drugs, it can be abused. Chlorpromazine has been 
used all too frequently symptomatically in tlie 
treatment of vomiting without determining tlie 
underljdng cause. MTien intestinal obstruction is 
present, operation could be delayed to the point 
of irreversibility. 

Oral Treatment with Tolbutamide. S. Aarseth. 
Tidsskr. norske laegefor. 77:1135-1139 (Dec. 15) 
1957 (In Norwegian) [Oslo]. 

Unlike carbutamide (BZ 55), tolbutamide (D S60) 
is not a sulfanilamide derivative. Peroral treatment 
with tolbutamide is not effective in patients with 
absolute deficiency diabetes or \\nth acidosis or 
in coma. It can control the diabetic symptoms in 
patients with mild to moderate diabetes of the 
so-ealled stable type, without complications, which 
cannot be regulated satisfactorily by diet alone. It 
may be considered for patients in whom diabetes 
has developed after the age of 30 to 40 years and 
who do not require large amounts of insulin. It is 
rarely of value in patients under 20. From 60 to 80% 
of diabetic patients over 60 will react satisfactorily 
to it, because their diabetes is due to deficient 
utihzation of, or increased need for, insulin. The 
last-named type of diabetes can pass into a genuine 
insulin deficiency diabetes, and not a few older 
patients will therefore be refractor}' to tolbutamide 
treatment. Overweight diabetics in this age group 
must first be given dietetic treatment, and tol¬ 
butamide should be tried only if, in spite of re¬ 
stricted diet and eventual loss of weight, consid¬ 
erable hyperglycemia and glycosuria continue. 
Tolbutamide treatment is contraindicated for pa¬ 
tients with unstable diabetes which is difficult to 
regulate satisfactorily by any means. To start or to 
continue tolbutamide treatment in patients with 
ketonuria or acidosis or in coma is contraindicated. 
The treatment is contraindicated in acute aggrava¬ 
tion of diabetes due to different forms of stress and 
in at least the second half of pregnancy, also in 
hepatic disease, renal insufficiency, and diseases of 
the th>Toid. Long-continued tolbutamide treatment 
should not be instituted in persons who cannot or 
wll not cooperate. 

Diabetics treated with tolbutamide must be care¬ 
fully instructed and must be under regular medical 
supervision. The physician must impress on the 
patients the necessity for strict observance of the 
diet. Tolbutamide is low in toxicit}'. Side-effects 
occur in at most 3% of those treated. The most 
serious side-effect to date has been hypogh'cemia, 
especially in the transition from insulin to tolbuta¬ 
mide. If allergic manifestations appear, tolbuta¬ 
mide must be \s’ithdra%vn at once and insuh’n sub¬ 
stituted. Carbutamide should no longer be apph'ed. 
On tolbutamide treatment, 3 Gm. (6 tablets) are 
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given the first day, after which the dose is reduced 
by 0.5 Gm. (1 tablet) daily down to 1 Gm. (2 tab¬ 
lets), which is in most cases a suitable maintenance 
dose. If the patient has been treated with insulin, 
the insulin should not be withdrawn suddenly. On 
satisfactory response, the effect is usually seen dur¬ 
ing the first days, and, as a rule, a test period of 
1 week will suffice. Patients treated with tolbuta¬ 
mide, particularly those previously treated with in¬ 
sulin, must be under close supervision during the 
test period. Treatment noth tolbutamide should be 
continuous; intermittent treatment increases the 
chance of hypersensitivity reactions. It is still too 
early to know the long-range significance of tol¬ 
butamide. Its only advantage over insulin is that 
it can be taken by mouth. Insulin therapy is the 
only ph}'siological substitution therapy indispensa¬ 
ble in all diabetic complications. 

Anaphylactic Reaction: A Violent Reaction to Topi¬ 
cal Penicillin. C. A. Nvstrom. J. Kansas M. Soc. 
59:7 (Jan.) 1958 [Topeka]. 

A 67-year-old woman noticed a sore area in her 
mouth. She broke up a penicillin tablet and placed 
one-fourth of it on the raw area. Almost imme¬ 
diately her lip began to swell, and she complained 
of an increasing numbness in her legs. She felt 
cold, sweaty, and faint. On her way to the clinic 
by automobile, she complained of difficulty with 
her vision. On arrival at the clinic, 4 or 5 minutes 
later, she fainted. Her blood pressure was unob¬ 
tainable; her heartbeat was regular, although faint 
to auscultation. Her skin was wet and clammy. 
She could not be roused by strong stimuli. The 
patient was given Solu-Cortef, 100 mg. intrave¬ 
nously, at 1:35 p. m.; epinephrine, 0.5 cc. subcutane¬ 
ously, at 1:40; Benadryl, 5 cc. intramuscularly, and 
epinephrine, 0.3 cc. subcutaneously, at 2:15; Solu- 
Cortef, 100 mg. intravenously, and epinephrine, 
0.3 cc. subcutaneously, at 2:30. Her blood pres¬ 
sure was unobtainable during all this time, and 
her breathing was shallow. She did not respond 
to her name or to painful stimuli until 2:45 p. m. 
At that time her breathing improved, and her blood 
pressure was 90/65 mm. Hg. The patient was given 
several doses of Solu-Cortef during the next 9 hours 
and recovered. 

Phenylbutazone (Butazolidin) in the Treatment of 
Thrombophlebitis. R. Castagna and C. Mairano. 
Minerva med. 48:3915-3917 (Nov. 21) 1957 (In 
Italian) [Turin, Italy], 

Phenylbutazone was used in the treatment of 
thrombophlebitis in 115 patients, 103 of whom had 
the superficial and 12 the deep venous throrn- 
bophlebitis of arms and legs. Patients with hepatic 
and renal insufficiency were not included in this 
series. Phenylbutazone was given orally to the pa¬ 


tients with the mild forms of the disease, orally or 
intramuscularly to the patients with medium-severe 
forms, and intramuscularly to those with severe 
forms of the disease. The daily oral dose varied 
from 400 to 800 mg. and the daily intramuscular 
dose from 600 mg. to 1.2 Gm. Mild forms of the 
disease were present in 65 patients. Excellent re¬ 
sults were observed in 45 patients (70%), good 
results in the rest. Twenty-five patients had the 
medium-severe form of the disease. Good results 
were observed in 15 patients (60%), fair results in 
the others. The earliest response to treatment was 
manifested by a decrease in pain, and this was 
apparent after the 1st injection or 12 hours later. 
Objective symptoms (fever, inflammation) subsided 
completely within 2 to 3 days of the treatment. 
Patients with a severe type of the disease were 
given phenylbutazone in combination with ethyl 
biscoumacetate. The results were good in almost all 
patients. Pain disappeared within 12 to 24 hours, 
resolution of phlebitic and periphlebitic inflamma¬ 
tions took place within 2 to 3 days, and swelling of 
the lymph nodes disappeared within 8 to 10 days. 
It seems that the drug exercised a prophylactic ac¬ 
tion in cases of severe lesions by anticipating new 
inflammatory processes in local or in adjacent areas. 

Beneficial effects from the administration of 
phenylbutazone were obtained in 5 patients with 
migratory thrombophlebitis, associated with throm¬ 
boangiitis obliterans. The combined therapy of 
phenylbutazone with an anticoagulant was also 
effective in patients with deep venous thrombophle¬ 
bitis of the legs, in 11 of whom the lesion developed 
in the postoperative state and in 1 without an 
apparent reason. The first response to the drug was 
decrease in pain, followed by considerable retro¬ 
gression both of edema and of fever within 1 to 4 
days. Phenylbutazone is a valuable drug in the 
treatment of thrombophlebitis due to its anti-in¬ 
flammatory, analgesic, and antipyretic qualities 
rather than its causal and prophylactic properties. 

Therapeutic Results Obtained in 111 Patients with 
Tuberculous Empyema Treated with Various 
Drugs. M. Serembe and M. Majetti. Minerva med. 
48:3918-3923 (Nov. 21) 1957 (In Italian) [Turin, 
Italy]. 

The authors describe the results of various 
chemotherapeutic regimens in treating 111 hospital¬ 
ized patients with tuberculous empyema, in 27 of 
whom the clinical disease had not been manifest 
for longer than 12 months. Treatment consisted in 
withdrawal of the empyema fluid and in rinsing 
with a physiological solution, followed by adininis- 
tration of the drugs. The following were the daily 
dosages in the administration of a single drug: 500 
mg. of streptomycin given intramuscularly in 
divided doses to 12 patients, 10 to 12 Gm. o 
aminosalicylic acid given orally in divided doses to 
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10 patients, 250 to 350 mg. of isonicotinic acid 
hydrazide given orally in 5 divided doses to 10 
patients, and 250 mg. of oxytetracycline given in- 
trapleurally to 9 patients. The first 3 groups of 
patients have received in addition the same drug 
administered intrapleurally. Complete recovery or 
substantial improvement in descending order of 
efficacy was as follows; 5 patients (50%) in the 
isonicotinic acid hydrazide group, 4 patients (44%) 
in the o.xytetracycline group, 4 patients (40%) in 
the aminosalicylic acid group, and 4 patients (33%) 
in the streptomycin group. 

Three groups of patients received different com¬ 
bined chemotherapies. The combination strepto¬ 
mycin-aminosalicylic acid was given to 14 patients. 
Streptomycin was administered intramuscularly in 
daily dose of 500 mg. and aminosalicylic acid orally 
in daily dose of 10 to 12 Gm. The combination 
dibydrostreptomycin-isonicotinic acid hydrazide 
was given to 8 patients. Dihydrostreptomycin was 
administered intramuscularly in daily dose of 500 
mg. and isonicotinic acid hydrazide orally in daily 
dose of 250 to 350 mg. The combination dihydro- 
streptomycin-aminosalicylic acid-isonicotinic acid- 
hydrazide was given to 10 patients. Dihydrostrep¬ 
tomycin alone was administered intramuscularly in 
the daily dose of 300 mg. and orally in combination 
with isonicotinic acid hydrazide in daily doses of 
250 to 350 mg. The combined drugs were also ad¬ 
ministered intrapleurally, each one containing a 
dilution of the respective 2 or 3 drugs in a physi¬ 
ological solution. Complete recovery or substantial 
improvement, in descending order of efficacy, 
was as follows; 7 patients (70%) in the dihydro¬ 
streptomycin-aminosalicylic acid-isonicotinic acid 
hydrazide group, 9 patients (57%) in the strepto¬ 
mycin-aminosalicylic acid group, and 4 patients 
(50%) in the diliydrostreptomycin-isonicotinic acid 
hydrazide group. The best results were obtained 
in patients with closed empyema, even if the dis¬ 
ease was accompanied by fever, provided that the 
morbidity was of recent date. Poor results were 
obtained in patients with chronic empyema or in 
those in whom a persistent bronchopleural fistula 
was present. 

PATHOLOGY 

Duodenal Ulcer as an Etiologic Factor in Gastric 
Ulceration. J, D. Ballard and J. T. Payne. North¬ 
west Med. 57:193-196 (Feb.) 1958 [Seattle]. 

The authors report on 59 men, between the ages 
of 26 and 77 years, with gastric ulcer. Nineteen of 
the 59 patients had an acute gastric ulcer in asso¬ 
ciation with another illness and, therefore, were 
considered as having stress ulceration. Twenty pa¬ 
tients had a chronic gastric ulcer without any other 
disease and without a duodenal ulcer or scarring. 
The remaining 20 patients had a duodenal ulcer or 


deformity in association with the gastric ulcer. All 
gastric ulcers were diagnosed by x-ray, except 3 
which were deteeted at surgical inter\'ention or at 
autopsy. All were ulcers of the lesser curvature. 
All duodenal ulcers or deformities were diagnosed 
by x-ray at surgery or autopsy. There were 16 pa¬ 
tients between the ages of 16 and 50 years, and 8 
of these (50%) had associated duodenal ulcer de¬ 
formity. Of the 43 patients over 50 years of age, 15 
had an associated acute illness; after this stress 
group had been eliminated, 28 patients remained, 
and 11 of these (40%) had associated duodenal 
ulcer deformity. These findings suggest that duo¬ 
denal malfunction plays a role in the genesis of 
gastric ulcer and that, in patients in whom the 2 
lesions coexist, medical treatment may be doomed 
to failure. Gastric ulcer associated with duodenal 
deformity may best be treated by gastric resection 
or by some adequate physiological procedure or 
altering procedure or both and, in addition, by 
gastric drainage. 

Sinus Histiocytosis of Lymph Nodes in Cancer. 
M. M. Black and F. D. Speer. Surg. Gynec. & Obst. 
106:163-175 (Feb.) 1958 [Chicago.] 

The authors have been interested in the relation¬ 
ship behveen the survival of cancer patients and 
the various structural features of their primary 
cancer and the regional l^rniph nodes. The lymph 
node features which were studied included follicu¬ 
lar prominence, sinusoidal structure, and the 
.cellular pattern of the pulp. When it 'vas found 
that cancer patients with a marked degree of sinus 
histiocytosis of the regional lymph nodes had 
prolonged survivals, it was assumed that sinus 
histiocytosis might have prognostic significance. A 
study was made of the occurrence of sinus histiocy¬ 
tosis in lymph nodes removed from patients with 
and without cancer. Within the cancer group the 
relationship between sinus histiocytosis and surv'ival 
was studied in regard to its dependence upon 
regional node metastases and the differentiation 
of the primary' tumor. The data obtained would 
seem to justify the following conclusions: 1. Sinus 
histiocj'tosis is an uncommon finding in the lymph 
nodes of cancer-free humans, rats, and mice. 
2. Sinus histiocytosis is more properly considered 
as representing a reactive change of honph 
nodes than as a variant of the normal nodal struc¬ 
ture. 3. Sinus histiocytosis of the regional lymph 
nodes is greater in patients with breast and gastric 
cancer, who subsequently sur\4ve for prolonged 
periods of time, than in those who die of the 
disease within three years after the operation. 4. The 
survival of cancer patients wth sinus histiocytosis 
is greater than the survival of similar patients 
wdthout sinus histiocj-tosis. 5. Tire favorable prog¬ 
nostic significance of sinus histiocjdosis is not de¬ 
pendent upon the presence or absence or amount 
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source of tJic strains and tlie technical performance 
of the method, a.s well as the interpretation of the 
results. Whatever method one chooses, a practical 
tj'ping or, at least, screening of the strains can gen¬ 
erally be achieved, if every technical step is thor- 
oughh' standardized and the interpretation critical¬ 
ly considered in tlie light of experience gained by 
investigations of epidemiologically well-defined 
sh-ains. The combined use of the 3 methods gave 
results considerably more sensitive and more spe¬ 
cific than did any one of them. 

Acute Benign Granulocytopenia as an Immunologic 
Beaction. A. Gentile and G, Gelli. Minerva pediat. 
9:1389-1393 (Nov. 24) 1957 (In Italian) [Turin, 
Italy]. 

The authors report on a 4-month-oId male infant, 
whose diagnosis on admission to the hospital was 
neutropenia associated with lymphocytosis. A month 
before admission the infant had received chloram¬ 
phenicol for pharjnigitis accompanied by fever. He 
had a short jDeriod of irrostration a •sveek before 
admission, which symptom recurred the following 
day. Enlarged spleen and liver on palpation and 
occult blood in the feces were found on admission. 
On the 7th hospital day combined therapy with 
prednisone (daily dose of 25 mg.) and vitamins was 
instituted. The size of the enlarged spleen had de¬ 
creased after 7 days. The white blood cell count of 
4,000 per cubic millimeter, rose to 10,000, and the 
value of 2.8% neutrophils in the differential mar¬ 
row count rose to 5.6% within 10 days of medica¬ 
tion with prednisone. The patient was soon dis¬ 
charged, and a reduced daily dose of 12 mg. of 
prednisone was jprescribed. Since then he has been 
seen regularly in the outpatient department at 
2-week intervals or more and has generally been 
well. Slight enlargements of the spleen and liver, 
accompanied by mild fever and occasional vomit¬ 
ing, have persisted, however. Prednisone therairy 
was discontinued 2 weeks after discharge from the 
hospital. The last recorded values of the white 
blood cells varied between 8,200 and 11,800 per 
cubic millimeter. 

The authors discuss 3 possible etiological factors 
in this case of granulocytopenia. One possibility is 
the influence of the chloramphenicol therapy given 
a month before admission to the hospital. The 
second possibility is the direct action of an unde¬ 
tected viral infection on granulocytopoiesis. The 
third and most plausible possibility is the presence 
of a peripheral mechanism, marked by a marrow 
activation process and by the presence of anti- 
erythrocytic autoantibodies (not accompanied by 
symptoms of hemolytic anemia), followed by the 
appearance of leukoagglutinins. Altliough tlie last 
possibility of this case, which is an immunological 
one, has not been rigorously proved, yet it indi- 
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cates the existence of an acute idiopathic granulocy¬ 
topenia as a clinical entity characterized by few 
symptoms and a favorable prognosis. 

Massive Occlusion of the Main Pulmonary Arter}' 
and Primary Branches: Case Report. J. M. Leinas- 
sar and N. R. Niles. Circulation 17:60-64 (Jan.) 1958 
[New York]. 

The authors report a case of a massive occlusion 
of the main pulmonary artery and its major 
branches, on the right and on the left, in a 40-year- 
old man who early in 1950 had suffered sudden 
chest pain and hemoptysis and later had 5 or 6 
similar attacks in 1951. At the latter time he was 
given digitalis because of exti-asystoles. In October, 
1954, recurrent ulcers of the left leg were treated 
by stripping of a vein of the upper leg. The cardio¬ 
pulmonary disease and the syndrome of pulmonary 
artery obsp-uction remained undetected, although a 
chest roentgenogram as early as 1951 had revealed 
pulmonary densities and prominent hilar shadows. 
Blood pressure varied between 80/50 mm. and 
100/70 mm. Hg. Before the patient’s death in 
March, 1956, the hemoglobin level was 18.2 Gm. 
per 100 cc., and the hematocrit was 59. Autopsy 
revealed a single, huge, old, laminated, thrombotic 
pulmonary embolus involving the main pulmonary 
artery and its primary branches; the proximal end 
was just 1 cm. abo\'e the pulmonic valve ring. At a 
few points, especially in the distal segment of the 
main arterial branch on the right, there were soften¬ 
ing, friability, and roughening, suggesting that some 
portions of tire tlmombus here may have been more 
recent. A tortuous channel around die thrombus 
existed from the proximal portion of the pulmonary 
artery into the periphery of both lungs. In die more 
peripheral portions of the arterial tree, numerous 
other thrombotic masses were apparent. Some of 
these were organized, and at least 1, measuring 6 
mm. in diameter and progressing for a distance of 
approximately 2 cm., was not connected with the 
main thrombus. There were marked right venfticu- 
lar and right artrial hypertrophy and dilatation. 
The heart itself weighed, after fixation, 635 Cm. 
and measured 12.5 cm. in maximum transverse di¬ 
ameter. There were 2 old, well-healed myocardial 
infarcts and widespread myocardial fibrosis, with¬ 
out demonstrable coronary artery disease. 

Apiiarently dris patient had a tremendous pul¬ 
monary embolism in 1950, 6 years before his death, 
and most, if not all, of the disease resulted from 
diis. Tliere were other similar clinical episodes m 
1951, probably as a result of smaller emboli break¬ 
ing off from the major mass in the pulmonary 
artery, or possibly as a result of additional throm¬ 
bosis being superimposed on die original embolus, 
as suggested by the lamination. When seen early 
in 1955, the patient had definite evidence of severe 
chronic cor pulmonale by physical examination, 
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chest roentgenogram, and electrocardiographic 
study. The 2 old myocardial infarcts and focal myo¬ 
cardial fibrosis may have resulted from anoxemia 
due to pulmonary vascular obstruction. This is ap¬ 
parently the most massive obstruction of the pul¬ 
monary artery of any significant duration recorded 
in the literature; the patient’s survival for 6 years 
after the initial episode is, therefore, especially 
surprising and also the longest yet reported. A plea 
is made for proper causative diagnosis of cor pul¬ 
monale as well as for recognition of the syndrome 
of chronic pulmonary vascular obstruction. 

Bilateral Cystosarcoma Phyllodes, Malignant Var¬ 
iant, Avith 14-Year Follosvup; A Case Report. 
T. Reich and C. Solomon. Ann. Surg. 147:39-43 
(Jan.) 1958 [Philadelphia]. 

The incideirce of malignant cystosarcoma phyl¬ 
lodes is low. Approximately 30 cases have been 
reported, and none of the previously reported bi¬ 
lateral cystosarcomas were malignant. The authors 
report tlie first case of a bilateral malignant cysto¬ 
sarcoma phyllodes. When 23 years old, this woman 
presented herself with a lump in the left breast of 
6 years’ duration. The lump began to enlarge when 
the patient became pregnant in February, 1942. A 
well-encapsulated firm mass, 14 by 12 by 8 cm., was 
e.xcised. In March, 1943, the mass recurred. The 
skin over the tumor was pink, contained many 
dilated blue veins, and showed lymphedema. Radi¬ 
cal mastectomy was performed. The breast con¬ 
tained many lobulated tumors from 1 to 9 cm. in 
diameter. On microscopic examination the tumors 
were seen to be composed of intertwining fascicles 
of dense spindle cells with elongated nuclei and 
little cytoplasm. A pathological diagnosis of adeno- 
fibrosarcoma was made. In March, 1950, the patient 
was again admitted to the hospital for removal of 
an olive-sized mass in the right breast. In June, 
1953, after the birth of her third child, a tumor 
developed in the right breast. A right radical 
mastectomy was performed. In 1955 the woman 
was admitted twice for removal of axillary masses. 
She died early in 1956, and autopsy revealed wide¬ 
spread metastases. Both breasts became involved 
in association with pregnancy. The metastatic 
tumor cells were blood-bome, and the lesions had 
no epithelial elements. 

Sarcoma of the Stomach. F. Baldrati and G. Matti- 
oli. Minerva chir. 12:1335-1349 (Nov. 15) 1937 (In 
Italian) [Turin, Italy]. 

The authors report on 12 patients, mostly females, 
with sarcoma of the stomach. Their ages ranged 
from 23 to 73 years, the average age being 52. All 
tlie patients had the infiltrating type of sarcoma; 8 
showed ulceration, and 4 had intact mucosa. Four 
patients had no manifest metastases. There was in¬ 
volvement of the peritoneal, omental, mediastinal. 


and hepatic regional lymph nodes. A neoplastic 
lesion of the intestine was found in 1 patient, which 
the authors consider to have been an independent 
tumor. Except for a few instances of Kunphosar- 
coma, reticulum cell sarcoma predominated. Epi¬ 
gastric pain of the ulcer type was the most noted 
symptom. Perforation occurred in 1 patient. The 
average duration of symptoms before tire onset of 
medical treatment was 4% months, witlr variations 
from 1 to 10 months. The general state of health of 
the patients was not bad; one-half of them felt 
fairly well. Laboratory^ findings were of no help in 
establishing a preoperative diagnosis of the nature 
of the tumor. 

Two main features were observed in this series: 
one was the possible multicentric origin of sarcoma 
of the stomach, such as was seen in the patient who 
apparently had 2 solitary lesions, 1 in the stomach 
and one in the intestine; the other was the possible 
“transformation” from a gastric ulcer into sarcoma. 
A lymphosarcoma developed in the seat of a post¬ 
operative peptic ulcer in a patient who had had the 
latter lesion for 13 y'ears. The prognosis for sarcoma 
of the stomach seems to be better than that for 
carcinoma of the stomach. The treatment is surgery-, 
combined with or replaced by irradiation therapy. 
Three patients died shortly after the operation. 
Surgical biopsy was performed for 2 patients, be¬ 
cause a surgical operation would have been ineffec¬ 
tual in view of the diffused lesion. Irradiation ther¬ 
apy was given to 2 patients. Four patients died in 
less than 6 months, 1 died in less than 1 year, 1 died 
in less than 2 years, and 3 lived for more than 3 
years. Exploratory laparotomy is indicated for diag¬ 
nosis of sarcoma of the stomach in patients with a 
palpable gastric tumor of recent history. 

RADIOLOGY 

Hypotonic Duodenography. F. Soria. Rev. Asoc. 
med. argent. 71:244-249 (Aug.) 1937 (In Spanish) 
[Buenos Aires]. 

The roentgenologic study of the second portion 
of the duodenum is of importance for the diagnosis 
of diseases of the pancreas. This portion ordinarily 
cannot be visualized well, because it does not retain 
the contrast substance. The author developed a 
technique for roentgenologic examination of this 
portion of the duodenum, which he used in the 
case of more than 700 persons, either normal or 
with diseases of the pancreas. Tlie technique is 
described in detail. It consists of the intravenous 
injection of oxyphenonium (Antrenyl) in doses of 1, 
1.5, or 2 cc. according to the body weight of the 
person under examination (from 134 to 198 lb. [70 
to 90 kg.]). Two or 3 minutes after tire injection, 
peristalsis almost stops. Hypotonicity- of that por¬ 
tion of the duodenum follows, during which the 
contrast substance entirely fills the duodenal loop. 
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The normal picture of duodenography then con- 
sists of dilatation of the duodenal loop, thick and 
parallel plicae circulares, and convexity of the 
internal border of the duodenal loop toward the 
median line. The duodenal papilla can be visual¬ 
ized only in cases of hypertonia or hypertrophy of 
the sphincter of Oddi, The ampulla of Vater is 
visualized onlj^ in extremely rare cases of chronic 
pancreatitis. Chronic pancreatitis and carcinoma 
of the pancreas give typical duodenal roentgeno¬ 
grams of diagnostic value. The duodenal changes 
of chronic pancreatitis seen on the roentgenogram 
consist of (1) disappearance of the convexity of the 
internal border of the duodenal loop or transforma¬ 
tion of the convexity into concavity, (2) enlargement 
and rigidity of the duodenal papilla, (3) edema of 
the internal border of the duodenal loop, and (4) 
disorganization of the duodenal folds. The roent¬ 
gen-ray picture of cancer of the pancreas or of the 
ampullar region consists of (1) normal or shrunken 
duodenal C, (2) presence of a “mark of depression 
on the duodenum” from compression of the dilated 
common bile duct on the region immediately near 
tlie bulb, whether the bulb is involved, and (3) 
complete disorganization of the duodenal folds, 
which become rigid and tlie seat of infiltration. In 
cases of large carcinoma of the head of the pan¬ 
creas, the duodenal C is enlarged and the duodenal 
loop is displaced, fixed, and of diminished lumen. 
The presence of Frostberg’s sign of tlie inverted 
number 3 is of great diagnostic value for carcinoma 
of the head of the pancreas. This sign may also 
appear in recurrent j)ancreatitis. The technique 
described by the author is harmless and well 
tolerated by the patients. It is contraindicated in 
patients with prostatic disease and with retention 
jf urine. 

Treatment of Cancer of the Lung by Interstitial 
Implantation. E. E. Clifiton, U. K. Henschke and 
H. H. Selby. Cancer 11:9-17 (Jan.-Feb.) 1958 [Phila¬ 
delphia]. 

Many patients with carcinoma of the lung who 
have exploratory thoracotomies are found to have 
lesions that are nonresectable. Thoracotomy offers 
an opportunity to treat the lung cancer by inter¬ 
stitial implantation with radioactive sources. Be¬ 
tween 1941 and the end of 1955, 140 patients witli 
cancer of the lung received interstitial radon seed 
implants at thoracotomy at the Memorial Center 
for Cancer and Allied Diseases in New York. One 
hundred twenty-nine of these patients had bron¬ 
chogenic carcinoma; the other 11 patients included 
6 with metastatic carcinoma, 2 with esophageal 
tumors, 2 with lymphoma, and 1 with a teratoma. 
Of the'129 patients with bronchogenic carcinoma, 
21, or 16%, had resections in addition to implanta¬ 
tion at thoracotomy. Results were poor for the 9 
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patients treated by pneumonectomy and implanta¬ 
tion; 4 of these 9 died during or after the operation- 
the average survival was 4.7 months, and after im¬ 
plantation it was 6.5 months. Results were much 
better for the group of 12 patients treated by lobec¬ 
tomy and other limited resections; there were only 
3 postoperative deaths; the average survival was 
17.4 months; the median survival was 7.0 montlis 
after implantation. The latter group has included a 
patient who is living and is well more than 8 years 
after implantation. 

Results in the 108 patients with bronchogenic 
carcinoma who received implants without resec¬ 
tions at thoracotomy were as follows: operative 
mortality, 5.6%; average survival, lO.S months; 
median survival, 7.0 months after implantation. 
Slight differences in survival were found among 
the patients with histologically different tumors 
who were treated by implantation alone; average 
survival was 9.6 months for 24 patients with oat¬ 
cell carcinomas, 9.8 months for 51 with squamous- 
cell carcinomas, 11.5 months for 6 with adenocar¬ 
cinoma, and 10.5 months for 27 with unclassified 
cancers. Corresponding median survival figures 
were 7, 8, 12, and 7 months. In the group of 5 pa¬ 
tients with superior sulcus tumors treated by im¬ 
plantation without resection, no deaths occurred; 
the average survival was 27.8 months, and the 
median survival was 29 months. Good palliation 
was achieved in every case. One of these patients 
is living and is well and free of pain 4 years and 8 
months after implantation. Radioactive sources for 
interstitial implantation can be made available 
much more widely than can radon seeds. Radio¬ 
active gold (Au'”'*) and radioactive iridium (Ir’°") 
offer many practical advantages over radon seeds 
and have been used in most cases for interstitial 
implantation of lung cancer at the Memorial Cen¬ 
ter for Cancer and Allied Diseases since January, 
1957. In addition, a method for more accurate 
permanent implantation has been used since Jan¬ 
uary, 1956, with radon seeds and since January, 
1957, with Ir‘®" sources. 

Evaluation of Roentgenologic Examination of the 
Breast. R. Dohrmann and R. Labusch, Chirurg. 
29:3-6 (Jan.) 1958 (In German) [Berlin]. 

The essential factor in the roentgenologic ex¬ 
amination of the breast is the evaluation of struc¬ 
ture and density. In young women the visualization 
of the glandular structiire depends on the amount 
of fat tissues; the connective tissue fibers are usual¬ 
ly readily differentiable. With increasing age the 
sti-iictural outlines disappear, since the fatty tissues 
increase and the glandular tissues become atrophic. 
A tumor shadow appears on the roentgenogram a 
only about one-thii-d of the clinically ascertained 
size, since in the course of palpation die superim¬ 
posed layers are included in die estimation. In 
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carcinoma the shadow is darkest in the center, and 
tlie densit}' decreases toward the periphery. There 
are also cancerous infiltrations in the form of “foot¬ 
like” e.xtensions. Tlie rapidly growing carcinomas 
may show diffuse development. Their shadow is 
not homogeneous; they have irregular outlines, 
produce thickening and greater densit}^ in the con¬ 
nective tissue fibers, and show ray-like extensions 
into the glandular tissue. Miliarj' calcium deposits 
may likewise be present. Retraction of the mam¬ 
milla is regarded by some as tj'pical of cancer but 
not by otliers. 

The sclerotic form of mastitis shows fine as well 
as thickened strands of connective tissue fibers, 
whereas the cystic form is characterized by nu¬ 
merous rounded, polycyclic changes, which set it 
off sharply from the surroundings. Some cysts show 
tj'pical homogeneous shadows, the density of which 
corresponds to that of connective tissue. Here again 
coarse granular deposits of calcium may appear. 
Published reports suggest that, as regards the 
benign or tlie malignant character of the lesion, 
roentgenologic and histological findings coincide in 
from 85 to 95% of the cases. This relatively good 
agreement, together with the aversion of some 
women to physical examination and particularly to 
surgical inten'ention, has induced some physicians 
to base the diagnosis of breast tumor only on the 
roentgenologic examination. The authors regard this 
as dangerous, not only because the percentage of 
diagnostic failure may be higher and effective 
therapy may come too late, but also because errone¬ 
ous positive diagnoses may lead to preoperative 
irradiation, which may interfere ivith the histologi¬ 
cal demonstration of a carcinoma. 

The authors review the results of roentgenologic 
studies in 157 women who were referred to the 
surgical clinic of the Free University of Berlin be¬ 
cause of suspected cancer of the breast. This num¬ 
ber did not include patients in whom ulcerating 
tumors or the presence of metastases estabhshed 
the diagnosis of cancer beyond any doubt. 
Histological studies revealed carcinoma in 117 
patients and benign tumors in 40. The roent¬ 
genologic diagnosis coincided with the microscopic 
findings in 136 cases, in 104 of the 117 carcinomas 
and in 32 of the 40 benign tumors. Thirteen, or 
11 .1%, of the carcinomas had not been detected by 
the roentgenogram, and 8, or 20%, of the benign 
tumors had been mistaken for carcinoma. Three 
case histories illustrate the difficulties in the roent¬ 
genologic diagnosis of breast tumors. While roent¬ 
genoscopy revealed a carcinoma in a few instances 
before it could be detected by palpation, the au¬ 
thors believe that a diagnosis of cancer of the breast 
should not be based on roentgenoscopy alone. In 
view of the high incidence of mistaking benign for 
malignant tumors in roentgenologic examination, 
they warn against instituting preoperative irradia¬ 
tion without previous histological verification. 


Radiodermatitis and Cancer wth Regard to 52 
Patients, in 12 of 'i^Tiom Cancer Developed. B 
Duperrat and R. Andrade. Presse med. 66:59-62 
(Jan. 15) 1958 (In French) [Paris]. 

The authors, A^dth the collaboration of otlier hos¬ 
pital services, were able to collect observ’adons on 
52 patients with radiodermatitis. The irradiations 
that led to radiodermatitis were given for 20 dif¬ 
ferent causes. Malignant degeneration developed in 
12 of the 52 patients. Ten of these 12 patients had 
received only roentgen-ray radiation, but 1 of these 
10 had been e.xposed to an additional carcinogenic 
factor, namely, arsenic. One patient had been 
treated only with radium and another with radium 
and roentgenotherapy. Three types of malignant 
degeneration were observed: spinocellular, baso- 
cellular, and sarcoma. The authors comment on the 
complete absence of malignant melanoma in lesions 
of radiodermatitis. This seems surprising when it is 
considered that a pigmented nevus must occa¬ 
sionally be accidentally e.xposed in an area of 
radiodermatitis. It is suggested that perhaps the 
vascular damage accompanpng radiodermatitis, as 
well as the resulting fibrosis or perhaps an inherent 
quality of the nevus, might explain this. 

Malignant degeneration of radiodermatitis was 
especially frequent in the case of lesions of occupa-. 
tional origin. The age of the patient seemed to play 
no part, but the latent period between irradiation 
and malignant degenerah’on was important. The 
interval was 25 years in the spinocellular epitheli¬ 
omas and 30 years in the basocellular lesions and 
the sarcomas. The tendency to multiplicity of 
malignant foci was at least Urice as great in radio¬ 
dermatitis as in spontaneous cancers; metastases, 
however, were of about the same frequency (16%) 
in both types. Metastases have been relatively rare 
in the cancers of occupational origin, particularly 
in recent years. The authors ascribe this to the more 
effective treatment by e.xcision and grafting. They 
suggest that in the future this treatment be em¬ 
ployed as a prophylactic measure so as to avoid 
the cancerous degeneration of radiodermatitis. 

Parotid Sialography: Roentgenologico-Surgical 
Correlation in a Series of 70 Cases. R. A. J. Ein¬ 
stein and S. L. Perzik. California Med. 88:98-102 
(Feb.) 1958 [San Francisco]. 

The importance of sialography, the roentgeno- 
graphic visualization of the ductal system of tlie 
parotid gland, was studied in 70 patients wnth 
lesions of the parotid, the chief aim being to study 
the correlation of sialographic, clim’cal, and siugical 
obserx^ations. The technique of sialography is brief¬ 
ly described. Although there are considerable 
anatomic variations in the size and shape of normal 
parotid glands and in the caliber and branching 
of the ductal system, it is not difficult to establish 
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criteria of normal relationships. The normal ap¬ 
pearance is that of a “winter tree” with evenly 
distributed branches gently tapering toward the 
periphery. A normal parotid duct is not more than 
4 mm. in diameter. Abnormal findings can be 
grouped as (1) inWnsic space-occupying lesions, 
(2) e.ytrinsic indenting masses, and (3) abnormalities 
within the ductal system. 

Sialography revealed 36 space-occupying lesions 
in the superficial lobe of the parotid gland, 14 in 
the deep lobe, and 3 in the accessory lobes. Two 
t)atients had dilfusely infilti-ating changes, 9 had 
purely sialangiectatic changes, and in 6 tlie findings 
Avere considered normal. Operations for total or 
subtotal removal of the parotid were performed 
on 5S of the 70 patients. The sialographic diagnosis 
proA^ed correct in 50 of the 58 patients. In 3 cases 
in Avhich the roentgenologic diagnosis was deep 
lobe masses, tumors in the pterygoid portion Avere 
obserA'ed at operation. The tumors Avere bulky and 
had an "umbrella” effect. In 4 other cases, the 
neoplasm Avas thought to invoh'e the pterygoid 
and inferior portions but at operation Avas found 
to be in the deep lobe. These masses Avere all 
located posteriorly. In 1 case in AAdiich the 
roentgenogram Avas interpreted as normal, a small 
superficial lymph node Avithin the gland Avas ob- 
serA'ed at operation. 

The authors conclude that sialography is a 
useful tool in distinguishing betAveen extrinsic and 
intrinsic space-occupjang masses in the parotid 
region. It permits differentiation betAA^een inflam¬ 
matory lesions and neoplasms, thus eliminating 
needless surgical explorations. It alerts the surgeon 
to masses invohdng the deep lobe. It can be easily 
performed and causes little discomfort. Bearing in 
mind its limitations, sialography is an important 
diagnostic and preoperatiA^e aid in the manage¬ 
ment of parotid lesions. 

The Prevention of Experimental Contrast Medium 
Injury to the Nervous System. P. D. Kenan, G. T. 
Tindall, G. Margolis and R. S. Wood. J. Neuvosurg. 
15:92-95 (Jan.) 1958 [Springfield, Ill.]. 

The authors believe that there is probably no 
known contrast agent that is not capable of pro¬ 
ducing a necrotizing lesion if it reaches the vascular 
bed of ah organ in the mainstream of its flow in a 
concenti'ation approaching the high initial level 
required for angiography. They list die theoretical 
approaches diat have been explored and the various 
agents and procedures used in seeking a protective 
mechanism against contrast medium injury. In ani¬ 
mal experiments with various protective agents, 
the conb-ast medium, sodium acetrizoate (Urokon), 
was injected into the aorta via a retrograde femoral 
artery catheter. All agents to be tested were ad- 
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ministered through the catheter prior to die injec¬ 
tion of Urokon. The experiments emphasized the 
remarkable protective effect of glucose and pro¬ 
caine against experimental injury to the canine 
spinal cord. 

Mucocele of the Vermiform Appendix with Pseu¬ 
domyxoma Peritonei; Treatment of Four Cases with 
Radioactive Colloidal Gold. J. D. Palmer, R. G. 
Rose and M. N. Louglieed. Canad. J. Surg. 1:142- 
144 (Jan.) 1958 [Toronto]. 

This is a preliminary report of a long-term pro¬ 
gram attempting to evaluate the possible useful¬ 
ness of radioactive gold (Aid”®) as an adjunct to 
surgery and x-irradiation in the management of 
pseudomyxoma peritonei secondary to mucocele 
of the appendix. Eort}'-five cases of mucocele have 
been diagnosed at the Monbeal General Hospital 
since 1925, 8 of them since 1945, in 4,905 consecu- 
tiA'e appendectomies. In 5 patients pseudomyxoma 
peritonei developed, and 3 of these patients Avere 
treated with Au”'® additionally. The histories of 
these 3 patients and of a 4th patient treated at 
the University of Texas Tumor Institute are pre¬ 
sented. Observations on these 4 patients confirm 
the value of irradiation and suggest that radioactive 
colloidal gold can retard the rate of reaccumulation 
in patients Avith pseudomyxoma peritonei and is, 
therefore, a useful addition to standard methods of 
therapy. 

Failure of the radioactive gold therapy in 1 pa¬ 
tient may have been related to the fact that the 
appendix was not removed and that the pseudomyx- 
omatous material Avas not thoroughly “cleaned 
out” at die 2 operations. Since the maximum pene¬ 
tration of the beta particles from Aid®® is less tlian 
4 mm., it is essential that the abdominal cavity be 
carefully and completely cleared of the mucoid ma¬ 
terial and the numerous cj^sts broken doAvn before 
colloidal gold therapy is given. The tumor cells are 
relatively scant)' and are Avell surrounded by the 
pseudomyxomatoiis material; thus, they Avill be pro¬ 
tected from the beta particles unless surgical clean¬ 
out is as complete as possible. The authors feel that 
the most promising application of radioactive gold 
therapy is its routine use postoperatively to prevent 
the possible development of pseudomyxoma peri¬ 
tonei in patients in Avhom a mucocele or an ovarian 
cyst has ruptured before or during surgical removal. 

Intervertebral Disk Changes After Diskography, 
I. Goldie. Acta chir. scandinav. 113:438-439 (No. 6) 
1957 (In English) [Stockholm]. 

Diskography has been found helpful in the 
diagnosis of rupture of the annulus fibrosus. Con¬ 
trast medium is injected into the disk, and the extent 
of the rupture is readily perceptible. French authors 
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have stressed that diskography is not entirely free 
from complications, in that they have observed ne¬ 
crosis and areas of degeneration in disks subjected 
to diskography. The autlior examined 122 surgically 
removed disks of which 53 had been examined by 
diskography. The interval behveen diskography and 
operation ranged from 1 week to 3 months. The 
findings at operation in 28 of the 53 diskography 
cases included not only the usual edema and rup¬ 
ture but also changes believed to derive from the 
reaction of the contrast material \vith the disk 
tissue. These consisted of small drops, refractive to 
light but anisotropic. The droplets varied in size 
up to 10 times that of a blood corpuscle and were 
termed hyaline droplets. They occurred in groups 
but also singly. They occurred most plentifully in 
the nucleus pulposus but have also been found in 
the annulus fibrosus. The remaining 25 disks did 
not show similar changes. The necrosis and tissue 
degeneration reported by French authors were not 
observed. 

The droplets were interpreted as being remnants 
of contrast material. Contrast medium was injected 
into human cadaver disks, and the same medium 
was studied also in lumbar disks of liwng and 
dead rabbits. The animal experiments agreed with 
the clinical series in that the droplets were most 
plentiful in patients operated on 15 to 20 days 
after diskography, and in the absence of changes in 
the autopsy series. It is clear, then, that the de¬ 
velopment of the hyaline droplets is linked with a 
time factor, which suggests that they are the 
product of a reaction behveen the contrast material 
and the disk tissue. A number of staining methods 
were used in order to study the composition of the 
hyaline droplets. From the results of these studies it 
is believed that the hyaline droplets are composed 
of chondroitin-sulfuric acid. 

ANESTHESIA 

Intraglossal Injections in Unconscious Patients: An 
Alternative to Intravenous Injection. J. Bullough. 
Lancet 1:80-81 (Jan. 11) 1958 [London]. 

When veins are inaccessible and a rapid onset of 
action is required, drugs may be injected into the 
tongue in unconscious patients. The onset of action 
takes 45 to 90 seconds. The author describes the 
method of injection as follows: The needle is in¬ 
serted via the ventral surface of the tongue, be¬ 
cause bleeding on withdrawal of the needle is less 
common there. The 2 veins on either side of the 
midline should be avoided. With the patient supine, 
the tip of his tongue is picked up in a gauze swab 
between the index finger and thumb of the left 
hand and drawn out of the mouth. The syringe is 


held in the right hand, and the needle is inserted 
directly posteriorly (vertically dovmwards). Vol¬ 
umes of up to 2 ml. may thus be injected, and pro¬ 
vided that a sharp needle, size 16 to 18, is used, 
bleeding on vathdrawal of the needle is uncommon. 
In anesthetized patients the needle may be left in 
situ for serial injections, and the intraglossal route 
may be used for most drugs. Irritating solutions 
should be avoided, e.xcept perhaps as a lifesa\dng 
measure. Barbiturates should not be used; nor 
should solutions of tubocurarine and of pheno- 
thiazine derivatives, because a tender lump as big 
as a pea is left for a week or so. Dimethyltubocura- 
rine iodide, being in aqueous solution, can be used 
as an alternative to tubocurarine, and gallamine 
can be used. Pethidine, nalorphine, atropine, and 
neostigmine can all be used. 

The Prevention of Fatal Aspiration During Anes¬ 
thesia. W. Hugin. German M. Month. 3:22-24 
(Jan.) 1958 (In English) [Stuttgart, Germany]. 

Aspiration of the contents of the stomach occurs 
frequently in the course of an operation when the 
patient is under general anesthesia. While it is 
technically not difficult to prevent aspiration, it is 
not so easy always to carry out consistently all 
the precautionar}' measures. Brief inhalation anes¬ 
thesia requires the same thorough preparation as 
prolonged and deep anesthesia. Before an elective 
surgical interv^ention it is adwsable to give the 
patient only soup as the evening meal. Water and 
tea may be taken until midnight; after that time any 
further intake is no longer permitted. During an 
emergency operation or in a patient with an ob¬ 
struction of the digestive tract, it is often difficult 
to avoid aspiration. The followng preanesthetic 
measures are recommended, particularly for small 
hospitals without a stafF physician who is an expert 
in administering anesthetics. The stomach should 
be emptied with the aid of the intravenous admin¬ 
istration of apomorphine hydrochloride, an emetic, 
to which the vomiting center promptly reacts. The 
initial dose of the drug is 2 mg., and a second in¬ 
jection of 1 or 2 mg. should be given when vomiting 
starts. Aspiration of gastric juice with the aid of an 
“indwelling” tube is particularly adw'sable if only 
fluid or pulpy contents of the stomach may be ex¬ 
pected according to history. In patients in whom 
emptying of the stomach by vomiting is contraindi¬ 
cated, occlusion of the cardia vdth the aid of a bal¬ 
loon tube is a reliable method for the prevention of 
regurgitation and vomiting. Gastric lavage is not 
recommended, because portions of the irrigation 
water and food residues may remain in the stomach. 
If vomiting occurs during anesthesia without endo¬ 
tracheal intubation, the patient’s head should be 
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lowered ijiimediately and suction with a wide-Iumen 
catheter should be started. If necessary, suction 
may be performed with the suction tube directly 
attached to 1 nostril, while the other nostril is kept 
closed. 

PHYSIOLOGY 

Accidental Freezing with Cooling Down to 23.5 C 
(74.3 F) Followed by Recovery. L. Justin-Besangon, 
H. Pequignot and J.-P. Etienne. Semaine h6p. 34: 
63-69 (Jan. 14) 1958 (In French) [Paris]. 

The patient was a 49-year-old man who was 
hospitalized after having been found stretched out 
nude on the floor of his room. He was unconscious 
and in deep coma. The skin was a bluish-red and 
extremely cold; it could not be pleated and gave 
the impression of being “stuffed.” The patient did 
not react to any stimulation, and there was a spastic 
miosis of the pupils. The corneal reflexes and the 
tendon reflexes were abolished, as was also die 
sivallowing reflex. Hjqiertonia prevented move¬ 
ment of the head and the extremities and made it 
impossible to study the plantar reflex. Tonic move¬ 
ments of the extremities could be observed at in¬ 
tervals of about 2 minutes. Respiration was regular 
in rhythm but very slow at a rate of approximately 
8 per minute. Tlie radial pulse could not be pal¬ 
pated, nor could arterial tension be ascertained, but 
the femoral pulse could be felt. Auscultation re¬ 
vealed bradycardia. The rectal temperature was 
23.5 C (74.3 F); the cutaneous temperature was 
17 C (62,6 F) at the feet and 24 C (75.2 F) at the 
chest and neck. Rewaiming was begun at once 
with the aid of heat cradles, but at first there was 
only slight clinical change. About 4 hours after the 
patient had arrived at the hospital, he was traced 
for 15 minutes in a warm bath, the temperature of 
which was maintained between 38 and 35 C (100.4 
and 95 F). A temporary improvement was followed 
by collapse, which could be overcome only with 
die aid of blood transfusions. Consciousness re¬ 
turned after 24 hours, at which time the rectal 
temperature had reached 37 C (98.6 F). 

In die hours which followed the patient showed 
signs of delirium tremens and symptoms of pneu¬ 
monia complicated by serofibrinous pleural effu¬ 
sion. The prognosis remained doubtful for about 6 
days. On the second day of the delirium tremens 
there was a sudden reduction in temperature to 
below 35 C (95 F), which necessitated the return 
to warming measm'es. On the day after that, tiiere 
were signs of collapse. On the 5& day the patient 
seemed to recover from the pneumonia, and slowly 
the signs of delirium tremens subsided. In addition 
to repeated electrocardiographic records, various 
biological investigations were carried out as the 
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temperature gradually increased. The followinsi 
were the most notable abnormalities: at 24 C (75 F) 
the blood did not clotj at 32.5 C (90.5 F) there was 
a tali m the hematocrit and in the prothrombin 
time. Hypoglycemia was evident on the day after 
the hypotliermia. In the weeks which followed the 
patient was subjected to various biological exami¬ 
nations, which revealed slight disturbance in gly- 
cemia and abnormalities in liver function tests, 
which were probably the result of his addiction to 
alcohol. Fatty degeneration of the Hver was demon¬ 
strated by biopsy. 

Accidental Deep Hypothermia in Adults: Clinical 
and Biological Studies. L. Justin-Besan 9 on, H Pe¬ 
quignot and J.-P, Etienne. Semaine hop. 34:69-83 
(Jan. 14) 1958 (In French) [Paris], 

Tire case of deep hypothermia reported in the 
preceding paper induced the authors to review tlie 
literature for similar cases. They found reports of 
7 other patients who recovered after accidental 
deep hypothermia with reduction of temperature 
to less than 30 C (86 F). Several of tliese reports 
date back to the 19th century. In 6 of these S pa¬ 
tients the lowest temperature reached was below 
25 C (77 F), and the lowest in any patient who 
survived was 18 C (64.4 F). The authors also review 
2 cases in svhich death resulted after hypothermia. 
Apparently the most frequent causal factor is acute 
alcoholism. Contrary to what has been generally 
believed, most authors are not opposed to rapid 
rewarming of the victim of freezing. Warming with 
the aid of a warm bath at 40 C (104 F) seems to be 
advisable. When recovery is obtained, there are 
usuall)^ no unfavorable sequelae. Many of the bio¬ 
logical disturbances tliat result from deep hypo¬ 
thermia have also been demonstiated in animal 
experiments. Initially there is often hyperglycemia, 
but this is frequently followed by hypoglycemia 
and a tendency to acidosis. Otirer changes are ele¬ 
vation of the hematocrit and moderate reduction 
in the volume of plasma, also disturbances in the 
coagulation process. The electrolytes in the blood 
and the oxygen content of the blood show only 
slight disturbances. The mechanism of death from 
deep hypothermia is still not completely under¬ 
stood. 

Observations on the Gastrooesophageal Junction 
During Swallowing and Drinking. B. Creamer and 
J, W. Pierce. Lancet 2:1309-1312 (Dec. 28) 1957 
[London]. 

The term "gastroesophageal jnnetion” denotes 
the ai'ea covering the lowest 3 cm. of the esophagea 
tube and not the exact point of transition from 
tube to stomach. In the experiments described, 
simultaneous cineradiography,and pressure record- 


MEDICAL LITERATURE ABSTRACTS 



Vol. 167, No. 1 


MEDICAL LITERATURE ABSTRACTS 


139 


ings were made in 10 normal subjects during the 
passage of barium through the gastroesophageal 
junction. In the first series of e.xperiments, the sub¬ 
jects were given barium to hold in the mouth and 
to swallow later when the esophagus was at rest. 
Under these conditions the barium was held up at 
tire gastroesophageal junction, which slowly opened 
after a pause. The opening of the junction was 
accompanied by a fall in pressure in this area. 
These findings indicate a sphincteric mechanism at 
the gastroesophageal junction; it appears to be 
situated in the lowest 2 to 3 cm. of the esophageal 
tube. The sphincter may be forced open prema¬ 
turely by a sufficiently high intraesophageal pres¬ 
sure. In the second series of experiments, the sub¬ 
jects were given the same volume of barium to 
drinh from a cup. Under these conditions the 
barium passed straight through the junction wthout 
delay, and, further, the junction appeared widely 
open as the barium arrived. The act of drinking 
was preceded by a descent of the diaphragm. These 
observations indicate that drinking and swallowing 
are difiFerent physiological processes and that the 
gastroesophageal sphincter is opened earlier in 
drinking than in swallowing. 

PUBLIC HEALTH 

Infectious Hepatitis: Report of an Outbreak, Ap¬ 
parently Water-Borne. E. C. Wallace. M. J. Aus¬ 
tralia 1:101-102 Gan. 25) 1958 [Sydney]. 

Twenty students, ranging in age from 17 to 19 
years, went on a picnic hike, and 19 of them drank 
untreated water from a river polluted by a sewage- 
treatment plant. Because the plant is greatly over¬ 
loaded, its effluent is of unsatisfactory quahty. The 
effluent, before its entry into the river, is subjected 
•to chlorination but insufficiently, as shown by check 
tests for residual chlorine and the presence of fecal 
organisms. Gastrointestinal upset developed in 15 
of the 19 students from 2 to 5 days later, and in 6 
of these the symptoms of infectious hepatitis, in- 
cludins jaundice, appeared from 26 to 38 days 
later. Of the 13 students in whom infectious hepa¬ 
titis did not develop, 5 had symptoms of significant 
constitutional upset (undue tiredness, headache, 
nausea, anore.xia) 37 to 43 days later. All these 13 
students and 1 student whose condition was subse¬ 
quently diagnosed as infectious hepatitis were given 
gamma globulin 40 days after drinking the river 
water. The use of gamma globuhn was extended to 
room contacts of those who drank the water. No 
secondary cases developed in the college. 

Outbreaks of apparently water-borne infectious 
hepatitis recorded in the hterature are discussed 
by the author. In most of these outbreaks consider¬ 


able numbers were affected; cases occurred almost 
simultaneously and ceased to occur when tire sus¬ 
pected water supplj' was no longer used. In some 
instances the infectious hepatitis outbreak was pre¬ 
ceded by gastrointestinal disturbance, as in the 
present series. In some of the recorded outbreaks 
the water had been chlorinated. This measure, ac¬ 
cording to studies conducted by Neefe and others 
in 1945, would not have been a protection. B)' 
treating water kno\%Ti to be infective and feeding it 
to volunteers, Neefe found that the customary 
amount of chlorine used in the chlorination of 
water supplies does not inactivate or attenuate the 
virus of infectious hepatitis. 

Poisoning by Synthetic Insecticides. D. Galigani 
and R. Melis. Minerva med. 48:3753-3763 (Nov. 
10) 1957 (In Itahan) [Turin, Italy]. 

Synthetic insecticides may be toxic to human 
beings. Poisoning by sjmthetic insecticides occurs 
as a result of either eating foodstuff from which 
the insecticide has not been completely removed or 
handling insecticides in pest control. Tlie authors 
report on 3 cases of poisoning which were caused 
by various commercial preparations of hexachloro- 
cyclohexane. The first patient, a woman 2-5 years 
old, on admission to the hospital had a diffuse 
eczema over the upper and the lower e.xtremities. 
After a period of improvement, sjmptoms reap¬ 
peared in an intensified form. They were caused by 
the application of a medicated compress, utilizing a 
preparation of hexachlorocyclohexane in concen¬ 
tration of about 0.15%, on the right thigh for a 
period of 2% hours. The second patient, a 57-year- 
old woman, who had used an insecticidal prepara¬ 
tion of hexachlorocyclohexane the day before 
admission to the hospital, experienced hematuria, 
a rash over the e.xposed parts of the body, and con¬ 
siderable e.xhaustion. Symptoms slowly subsided. 
The third case comprised 3 members of a family 
who had eaten raw tomatoes. There was e\4dence 
that the tomatoes were contaminated by hexachlo¬ 
rocyclohexane. The patients complained of severe 
diarrhea, abdominal pain, and vomiting. The 4th 
member of the family, who had not eaten tomatoes, 
had no pain. 

Diagnosis of poisoning by synthetic insecticides 
can be made when a patient develops sjmptoms of 
organic poisoning; these symptoms manifest them¬ 
selves in the nerx'ous, digestive, or respiratory- 
sy-stem after contact vdth insecticides and disappear 
after the patient is no longer exposed to the insecti¬ 
cide. Treatment consists in a thorough elimination 
of the poison and in instituting measures aimed at 
relief from symptoms and reinforcement of the body- 
in its effort to eliminate the poison and to restore 
the normal organic functions. 
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BOOK REVIEWS 


Radiation in Pood and Agriculture. Edited bv 
Ralph Singleton, Miller Professor of Biology. University 
ot Virginia, Charlottesvdlle. Geneva series on peaceful uses 
of atomic energy. Editor of series: James G. Beckerley. 
Cloth. $8.50. Pp. 379, with illustrations, D. Van Nostrand 
Coinpanj', Inc,, 120 Alexander St., Princeton, N. J.; 257 
Fourth ^Avc., New \ork 10; D. Van Nostrand Company, 
Ltd., 338 Ken.sington High St., London, W. 14, England- 
25 Hollinger Rd., Toronto 16, Canada, 1958. 


Tlie subslance of tliis book is taken from the 
conference on peaceful uses of atomic energy in 
Geneva in 1955. The concentration is on agricul¬ 
ture, pbotosjmthesis, and plant physiology and 
pathology, witli special attention to the use of radio¬ 
isotopes in research and the genetic and biological 
hazards of nuclear radiation. The discussion of tlie 
control of trichinosis by radiation, in the section 
on food sterilization, suggests a technique for con¬ 
trolling the world-wide problem of all food-borne 
helminthiases. Details are also given of the experi¬ 
mental study resulting in the complete elimination 
of the screw-worm fly in Curagao, Netherlands 
Antilles, by releasing gamma-ray sterilized male 
flies among the natural population. The authors of 
the oi'jginal papers include well-known workers 
from the East and the West. The editor has rear¬ 
ranged, annotated, and condensed the reports, hut 
tin’s volume constitutes a fundamental reference 
w’ork in its special area. 


General Diagnosis and Therapy of Skin Diseases: An | 
troduction to Dermatology for Students and Physicians, j 
By Hermann M^erner Siemens, M.D., Professor of Skin and 
Venereal Diseases at University of Leiden, Holland. Trans¬ 
lated from German edition by Kurt Wiener, M.D., Derma¬ 
tologist, Mount Sinai Hospital, Milwaukee, Wis. Cloth. $10. 

Pp. 324, wth 375 illustrations. Umversity of Chicago Press, 
5750 Ellis Ave., Chicago 37; Cambridge University Press, 
Bentley House, 200 Euston Rd., London, N.W.l, England; 
University of Toronto Press, Toronto 5, Canada, 1958. 


In 1952, the autlior, in the preface to the Ger¬ 
man edition of his hook, stated that the only excuse 
for a new textbook on dermatology would be a new 
approach to teaching dermatolog>\ In tliis textbook 
he has fulfilled this requirement. The viewpoints 
and organizations, tlie tojiics and sequence of chap¬ 
ters, and the distribution and use of tlie photo¬ 
graphs and drawings all show a fresh and origiaal 
approach. No other book so clearly demonstrates 
just what constitutes and distinguishes the specialty 
of dermatolog)^ what differentiates it from all other 
specialties, and what special knowledge, skills, and 
techniques are required by its practitioners. Eng¬ 
lish-speaking persons interested in diis specialty 
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should be grateful not only to tlie author but also 
to Dr. Kurt Wiener and his associates for their fine 
translation of this hook. It does not pretend to be a 
complete textbook on dermatolog)^ It does not pre¬ 
sent a nomenclature or classification of skin disease 
nor include systematic descriptions of deimatologi- 
cal entities and a discussion of their diagnosis and 
management, hut it does discuss practical princi¬ 
ples. Tlie first section is an anatomic and histo- 
pathological introduction which gives one of the 
most concise and accurate accounts of the anatomy 
of the skin that one could possibly compress into 
such a small space. Then follows a section entitled 
“General Diagnosis,” which covers (1) color; (2) le¬ 
sions; (3) extent, shape, and dishibution of a derma¬ 
tosis; (4) changes in the skin appendages; (5) sys¬ 
temic symptoms; (6) subjective symptoms and 
history; and (7) auxilliary diagnostic techniques, 
Tlie chapter on lesions is the most precise and 
complete account of the primary and secondari’ 
skin changes available in English, Ilie black and 
white illustrations in tins chapter are well chosen 
and show how much can be done, without color, by 
good photography, intelligent selection of subjects, 
the necessary close-ups and lighting arrangements, 
logical ju.xtapositions, and appropriate legends. In 
tlie division on changes in the appendages (mainly 
tlie hair and the nails) tlie same holds true. No one 
who has looked at the photographs of psoriatic 
nails (page 176), spoon nails (page 177), or 
onychogryphotic nails (page 180) would ever fail 
to recognize a typical case of such ungual disorders 
when encountering it in a patient Tlie chapter on 
systemic symptoms, while brief and not by any 
means complete, presents a sane and matter of fact 
analysis of many questions dealing widi the rela¬ 
tionship between skin diseases and disorders of 
otlier organs and systems, including the psyche. 
The same analytic soundness and saneness per¬ 
vades the chapters on tlierapy. Thus, scientific prin¬ 
ciples of therap)^ rather than the details of prescrip¬ 
tions, form tlie very heart of the chapter entitled 
“The Administration of the Treatment.” This chap¬ 
ter tells precisely how to evaluate topical remedies. 
In it, both the principles and the details of the use 
of methods of sjmimetrical paired comparison and 
of simultaneous paired comparison of topical me¬ 
dicaments are described, discussed, illustrated, and 
evaluated. Conclusions are draim in an objective 
and scientific fashion. There may still be some 
doubts in tlie minds of nondermatologists as to the 
effectiveness of topical remedies and tlie manner m 
which such efi’cctiveness has been or can be proi e 
or disproved. Tliese doubts should be laid perma¬ 
nently to rest by a study of this chapter. 
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All in all this extraordinary' textbook combines 
tlie scholarly background of the autlior, his lively 
imagination and original ideas, and his powers of 
unbiased scientific analysis—an ideal combination 
in a physician or an author. The practitioner who 
wshes to attempt die diagnoses and treatment of 
sldn diseases by rote and without thought and logic 
•mil find no comfort in diis book, but to those who 
wish to think and to deduce, this book wll teach 
more about dermatology' than many of the more 
pretentious and ency'clopedic works. It makes such 
fascinating reading that even those who are not 
particularly interested in sldn diseases should de¬ 
rive instrucdon and profit from reading many of the 
passages diat deal with basic concepts and the fun¬ 
damental methods for arriving at diagnoses and for 
evaluating the effects of dierapy. 

The Evolution of Medical Education in the Nineteenth 
Centur>’. By Charles Newman, M.D., F.R.C.P., Dean of 
Postgraduate Medical School of London. Cloth. S4.80; 30 
shillings. Pp. 340. Oxford University Press, Amen House, 
Warmck Sq., London, E. C. 4, England; 114 Fifth Ave., 
New York 11; Amen House, 480 Universitj' Ave., Toronto 
2, Canada, 1957. 

This thoughtful review of medical education in 
England in the past century' is based on the Fitz¬ 
patrick Lectures delivered at the Roy'al College of 
Physicians by the author. The portrayal of medical 
.education and practice at the beginning of the 19th 
century serves as a good background for under¬ 
standing modern developments. In 1800, medical 
practice and medical education were almost solely 
concerned with symptoms and their empirical 
treatment. The difference between educated and 
uneducated physicians was determined mostly by 
the presence or absence of knowledge outside of 
medicine, for neither group possessed any great 
knowledge of medicine. The author’s study of the 
old London hospitals’ records indicates tliat the 
importance of physical examination started with 
Laennec’s introduction of the stethoscope in 1819. 
The evolution of clinical medicine from 1825 to 
1850 through correlation of physical findings with 
the morbid anatomy revealed at autopsy lead the 
autlior to observe that medical progress in that 
quarter century' was the equal to that in the con¬ 
temporary period. With the recognition of physical 
signs, the emphasis shifted from empirical treat¬ 
ment to disciplined diagnosis and the student’s 
role in die hospital changed from a passive to an 
active one: he “worked rather than listened, was 
educated rather than instructed.” The predomi¬ 
nantly French influence in the move from empirical 
to clinical medicine provided the groundwork for 
the transition, under German leadership late in the 
century, to laboratory medicine. There was an ac- 
eompany'ing shift of primary concern from symp¬ 
toms to what the physician could find and to re¬ 
ports from the laboratory. Much' else that trans¬ 


pired during the immediate past century' should be 
of interest not only to medical educators but to all 
thoughtful physicians. The American reader will 
suffer litde loss by' omitting the section dealing 
with the influence of government legislation. 

The Postoperative Chest: Radiographic Considerations 
after Thoracic Surgerj'. By Hiram T. Langston, M.D., Chief 
of Surgery, Chicago State Tuberculosis Sanitarium, Chicago, 
Anton M. Pantone, NLD., Clinical Assistant Professor of 
Radiology, University of Illinois College of Medicine, Clii- 
cago, and Myron Melamed, M.D., Clinical Assistant Profes¬ 
sor of Radiology, University of Illinois College of Medicine. 
Publication number II, John Alexander Monograph Series on 
Various Phases of Thoracic Surgery. Memorial to John 
Alexander (1891-1954), Professor of Surgery, University of 
Michigan. Editor: John D. Steele, M.D. Editorial Board: 
Howard T. Barldey, M.D., and others. Cloth. S8. Pp. 228, 
with 80 illustrations. Charles C Tliomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Pubh'cations, Ltd., 24-25 Broad St, O.xford, England; Ryer- 
son Press, 299 Queen St, IV., Toronto 2B, Canada, 193S. 

This book analy'zes the complex shadows seen in 
the postoperative roentgenogram. It is one of a 
series of books commemorating the late John Alex¬ 
ander. The material was selected from over 300 
cases and is classified as to roentgenographic ap¬ 
pearance into the follow'ing categories: soft tissues, 
foreign bodies, ribs, diaphragm, mediastinum, pleu¬ 
ral cavity, lungs, and complications. Each illustra¬ 
tion is accompanied by' an e.xplanatorj' schematic 
drawing. The audiors recommend a relatively' high 
voltage technique with a stationary' grid when 
possible. The form of presentation is that of an atlas 
wth concise but adequate legends. This book offers 
a reasonably complete analy'sis of die chest in post¬ 
operative situations as demonstrated on roentgen¬ 
ograms and should be most helpful to physicians 
interested in chest diseases. It is also recommended 
to radiologists and thoracic surgeons. 

The Human Ear Canal. By Eldon T. Perry, M.D., in¬ 
structor in Dermatology, Waj'ne State University, Detroit. 
Publication number 322, American Lecture Series, monograph 
in Bannerstone Division of American Lectures in Derma- 
tolog>’. Edited by Arthur C. Curtis, M.D., Chairman, De¬ 
partment of Dermatologj' and Syphilology, University of 
Michigan Medical School, Ann Arbor. Cloth. §4.75. Pp. 116, 
with 40 illustrations. Charles C Thomas, Publisher, 301-327 
E. LawTence Ave., Springfield, Ill.; Blackwell Scientific Pub¬ 
lications, Ltd., 24-25 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto 2B, Canada, 1957. 

This small book rex'iews contemporary knowl¬ 
edge of the human external auditory' canal from 
the vantage point of a dermatologist. It presents a 
succinct summary' of the anatomy, physiology', 
microbiology', bacteriology, and cerumen of the 
e.xtemal auditory' canal, with a number of pertinent 
comrnents on external otitis. The chapter dealing 
wth the treatment of external otitis is sketchy. 
Despite this faffing, the book can be recommended 
for a quick review of facts pertaining to a structure 
of interest to dermatologists, otologists, and general 
practitioners. 
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QUESTIONS AND ANSWERS 



YEAST IN URINE 

To THE Editor:— /n a woman who complained of 
pains sinudaiing lhai with kidney stones and who 
required morphine for relief, urinalysis revealed 
5 pus cells, 2 erythrocytes, few epithelial cells, 
oceasional granular casts, and many yeast cells 
per high-power field. MHuit is the significance of 
these yeast cells? ^Ivin H. Seibert, M.D. 

Grosse Pointe Park, Mich. 

Ansm'er.— Fungi which niultiiily by budding 
have no pathological significance; they occur as 
smooth, highly refractive oval cells that may reach 
the size of leukocytes, but they are usually smaller. 
They either are isolated and aiTanged in rosary¬ 
like chains or appear in clumps. Buds in process of 
constriction are frequently attached to the larger 
cells. Isolated yeast cells are often found in urine 
that has been e.vposed to tlie air for some time and 
is undergoing acid fermentation. Yeasts do not 
thrive in urine free from sugar, but tliey grow rap¬ 
idly in urine of persons with diabetes. In such, 
they appear in large cells, sometimes elongated in 
the shape of filaments. They may even be present 
in freshly voided urine. Tlie presence of a large 
quantity of yeast in urine suggests glycosuria. Yeast 
cells may be distinguished from leukocytes by tlie 
iv^sence of buds, their characteristic outline, a 
■ ter refractivity, and the absence of fine granu- 
in the nuclei. After the addition of acetic 
., the saccharomyces remain unaltered, while 
’'ocytes become more transparent and the nuclei 
■ e distinct. The yeast cells may also be carried 
from tlie vulva or the vagina into tlie urine. This 
patient should have a urine culture and a test for 
blood sugar done. The finding of yeast cells in tlie 
urine has no bearing on the symptoms, except in¬ 
directly if the patient should have diabetes. 

LACTOBACILLUS ACIDOPHILUS 

To THE Editor:-A t what pH does the vaginal 
bacilli, Ddderlein bacilli, grow best? What is the 
lowest pH at which this organism can survive? 

M.D., Texas. 

Answer.— It is now believed that the so-called 
Doderlein bacillus is identical witli Lactobacillus 
acidophilus. Extensive studies have been made 
witli this organism indicating tliat the optimum pH 

The answers here published have been prepared by competent au¬ 
thorities. They do not, liowever, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony¬ 
mous communications cannot be answered. Everj' letter must contain 
the writer’s name and address, but these will be omitted on request. 


for its growth is 6. Growtli occurs, however, over- 
a range from 4 or lower to 8 or higher. The lowest 
pH at which this organism can survive has not 
been well determined but is believed to be in the 
range of 2. An extensive bibliography will be found 
in an article by Rosebury (Arch. Path. 38:413,1944). 

ENOPHTHALMOS 

To the Editor:—a 40-year-old woman has noticed 
an increasing repession of both eyes during the 
past four years. She states that periodically the 
right eye begins to pain and the eyelid feels 
heavy while the eye recedes deeper into the 
socket; on the next day the process ceases in the 
right eye and begins in the left. A fairly marked 
bilateral enophthalmos is apparent. There is no 
apparent ptosis of eyelids; ocular reflexes and 
movements, retina, peripheral fields, and vision 
are normal. There is a narrowing of palpebral 
fissures bilaterally, somewhat more marked on 
right side. A thorough neurological examination 
was negative. Blood studies, sinuses, and basal 
metabolic rate are normal. X-ray of the cervical 
spine shows a slight subluxation of the fourth 
cervical vertebra in relation to the fifth. There 
is no history of any eye injury or infection. 
Horners syndrome and myasthenia gravis have 
been considered, but there does not seem to be 
enough evidence for either. If this is simply an 
excessive absorption of ocular fat tissue, what 
would be the etiology in an individual this 
young? What further diagnostic measures and 
tohat treatment, if any, would be recommended? 

M.D., Ohio. 

Answer.— Cases of ti-ue enophthalmos are very 
rare. To prove that an enophthalmos actually ex¬ 
ists, it would be necessary to measure the position 
of the eyes with an instrument such as the exoph- 
tlialmometer. The majority of cases of so-called 
enophtlialinos are due to a narrowing of tlie palpe¬ 
bral fissure due to a change in the position of the 
eyelids in relation to the surface of tlie eye. This 
more common “apparent” type of enophtlialmos 
may be associated with Homer’s syndrome and, in 
an older age group of people, with myasthenia 
gravis. Certain disturbances in tiie brain stem also 
may produce ptosis of tlie eyelids and relative 
enophtlialmos, altliough in most cases the narrow¬ 
ing of tlie palpebral fissure is accompanied by 
some degree of ophtlialmoplegia. In some people 
tliere is a narrowing of tlie palpebral fissure an 
apparent enophtlialmos associated with severe orbi- 
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tal pain or witli headaches such as migraine. In 
true enophthalmos, there may be an actual de¬ 
crease in orbital fat; but all such persons usually 
have a history of orbital fracture or face injury. 
Another disorder that is said to be associated 
udth true enophthalmos is so-called intermittent 
exophthalmos. This is a rare disorder characterized 
by intermittent, rather pronounced protrusion of 
one eye caused by a venous stasis in tire affected 
orbit, which in turn is brought on by sudden 
changes in the position of the head. When this 
venous pressure is suddenly released, the exoph¬ 
thalmos subsides and a true enophthalmos may 
then be present for some minutes. 

TREATMENT OF NARCOLEPSY 
To THE Editor:—I s there any new treatment for 
narcolepsy? Therapy with the usually given 
drugs has been unsuccessful. A 43-year-old pa¬ 
tient has had this trouble for more than 10 years. 
The thyroid is normal, as is blood sugar level, 
encephalogram, and blood cell counts. 

Arthur Bamberger, M.D., New York. 

Answer.— Finley (in Forster, Modem Therapy in 
Neurology, C. V. Mosby Company, 1957, p. 39), 
says, “The treatment of narcolepsy consists of the use 
of amphetamines. It is often necessary to use large 
doses, and amphetamine sulfate or dextro ampheta¬ 
mine sulfate may be empIo)'ed. It is usually udse to 
begin with 10 mg. in die morning and 5 mg. at 
noon and increase or decrease the dose as indi¬ 
cated. It is best not to give medication later than 
3 or 4 p. m., so as not to interfere with night sleep. 
Patients have received as much as 140-180 mg. per 
day of amphetamine before relieving the patho¬ 
logical sleep. Usually, however, 20, 30, or up to 50 
mg. per day will suflace. The use of amphetamines 
in the 15-mg. long-acting form tends to spread the 
effective medication throughout the day so the 
dmg taken in die morning gives a more even distri¬ 
bution of drug response through the day.” 

Haymaker and Anderson (in Baker, Clinical 
Neurology, vol. 2, Paul B. Hoeber, Inc., 1955, 
p. 1207) state, “Amphetamine sulfate has proved 
highly beneficial in the treatment of narcolepsy and 
cataplexy. The same is true of dextro amphetamine 
sulfate (a dextrorotatory amphetamine), which, be¬ 
cause of its somewhat higher potency, can be ad¬ 
ministered in smaller doses. The dosage varies with 
each patient; 10 mg. two or three times daily usually 
suffices. Administration should be started in the 
morning. Medication should be stopped in the late 
afternoon so as not to interfere widi sleep. ^Vhen 
amphetamine causes gastrointestinal disturbances, 
feelings of tension or anxiety, or palpitation with 
cardiac extrasystoles, dextro amphetamine should 
be substituted, the maximal daily dose being 50 mg. 
If this drug, too, cannot be tolerated, ephedrine sul¬ 


fate should be tried. Commonly, narcolepsy can be 
controlled by desiccated thjToid administration, the 
initial dose of about 8 mg. being gradually in¬ 
creased to tolerance, as determined by the subjec¬ 
tive response and the pulse rate. There are reports 
that symptomatic cure has been achieved by re¬ 
peated injections of air into the subarachnoid space 
or by performing encephalography or lumbar punc¬ 
ture. In those instances in which the cataplexj’’ re¬ 
mains unresponsive to the measures described, 
some help may be obtained by giving the patient 
0.6-1.5 Gm. of potassium chloride three times a 
day.” They add, “The patient should not engage in 
an occupation in which he may endanger his oum 
life or the lives of others and should not drive an 
automobile or other vehicle.” 

NICOTINIC ACID 

To THE Editor:—P lease give information on cer¬ 
tain pharmacological actions of nicotinic acid and 
its derivatives. Otologists use nicotinic acid al¬ 
most routinely to treat Meniere’s syndrome, yet 
internists are skeptical about its ability to cause 
any vasodilatation of the intracranial arteries, of 
which the.arteries to the inner ear are branches. 
Does nicotinic acid cause a dilatation of the in¬ 
tracranial vessels, including the cochlear and 
vestibular arteries? What effect has nicotinic acid 
on the caliber of the pulmonary vessels? If it 
causes vasodilation, could this effect be of any 
use in combating the endarteritic process which 
leads to progressive idiopathic emphtjsema? 
Ophthalmologists in the Middle West have been 
using nicotinamide in cases of senile macular 
degeneration, feeling that this compound has 
enough vasodilating effect to combat the retinal 
ischemia leading to this condition. How much 
vasodilating effect does it have? 

Paid Guggenheim, M.D., Council Bluffs, Iowa. 

ANS^VER.—The question as to whether or not nic¬ 
otinic acid causes vasodilatation of intracranial ar¬ 
teries is just as debatable as is that of the action of 
any other drug in this area. The most recent evi¬ 
dence is that vasodilatation may occur by the ac¬ 
tion of certain chemicals and that presumably the 
cochlear and vestibular arteries would be affected. 
A feeling of increased fulness of the head and 
awareness of tlie pulse are symptoms indicating 
vasodilatation after nicotinic acid administration. 
There is no ewdence of the effect of nicotinic acid 
on the pulmonary bed. Even if vasodilatation was 
produced by nicotinic acid, the effect would be so 
transient that it is doubtful that there would be 
any value in combating progressive idiopathic 
emphysema. Nicotinamide has, essentially, no vas¬ 
odilating action. Such action is definite and noted 
xvith nicotinic acid but not with the amide. Oph¬ 
thalmologists should be able, however, to observ'e 
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the reh'na and determine wliether there is any im¬ 
provement in retinal ischemia in senile macular de¬ 
generation when these drugs are given, 

OVULATION IN LACTATING M^OMEN 
To THE Eoiron:—W/}flf oufJioriiy exists for the coin- 
monhj held notion that a xooman does not be¬ 
come ptejgnont or that ovidafioii does not occur 
while she is breast feeding a baby? 

Frank Howard Richardson, M.D. 
Black Mountain, N. C. 

Answer.— Ovan’an function is suppressed but not 
completely inhibited during lactation. Recent evi¬ 
dence indicates that it is the stimulus of suckling 
of the infant rather than lactation which acts on the 
pituitary gland, probably by way of the midbrain. 
The decrease in the frequency of feedings and the 
cessation of nursing result in the reestablishment 
of ovarian function, the reappearance of menstrua¬ 
tion, and, ultimately, ovulation. Complete breast 
feeding in the early months of life is a fairly effec¬ 
tive method of suppressing ovarian function and 
conception. In a study of women post partum, 
McKeonm found tliat menstrual bleeding reap¬ 
peared in an increasing number of women as lac¬ 
tation proceeded and returned more rapidly, even 
in tlm early months, if the child was weaned. Of 
1,237 women, 87 became pregnant within a year 
after delivery. Only 10 of these 87 women con¬ 
ceived while their children were being wholly or 
partially breast fed. Of these 10 women, 4 con¬ 
ceived before tlie onset of menstruation, 2 after an 
initial bleeding period, and 4 after 2 or more men¬ 
struation periods. 
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INFECTION WITH ESCHERICHIA COH 
To THE Eonon:—Postmortem findings in a TO-ijear- 
old woman, who clinically had an acute perito¬ 
nitis of unknown cause, were cirrhosis of the liver 
and peritonitis, pericarditis, and pleuritis, all due 
to Escherichia coU. How does such an infection 
jocctirp Robert Q. Shupe, M.D. 

Huntington Beach, Calif. 
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peatediy to contain Esch. coli, probably comin<r 
rom the intestine, although some investigators fail 
to conhrm tliis observation. It is assumed that nor¬ 
mally, Kupffer’s cells of the liver remove these bac¬ 
teria, and it has been postulated that in severe he¬ 
patic diseases this filtering action of the hepatic re¬ 
ticuloendothelial system is impaired. In addition in 
hepatic cirrhosis, portal vein blood bypasses the 
hepatic parenchyma either through extrahepatic 
portosystemic collateral vessels as found in the ab¬ 
dominal wall or in esophageal varices or through 
intrahepatic anastomoses between branches of the 
portal vein and tributaries of the hepatic vein. 
These vascular anastomoses (Meindoe, Arch. Path. 
& Lab. Med. 5:23, 1928; Popper and others, Am. ]. 
Clin. Path. 22:717, 1952), characteristic of cirrho¬ 
sis, are probably more important in predisposing 
to Esch. coli septicemia in this disease. 


PSORIASIS 

To THE Emrom—Please give information on the use 
of triamcinolone in treatment of psoriasis. 

J. Q. Martin, M.D., Wadsworth, Ohio. 

Answer.— Triamcinolone diacetate (9 a-fluoro-lfi 
a-hydroxy-liydrocortisone-diacetate) is a derivative 
of prednisolone. The corticosteroids are not gener¬ 
ally recommended for the routine treatment of pso¬ 
riasis. They are sometimes used for a short period 
when the disease is so widespread that the patient 
is a virtual psoriatic cripple. 


HIATUS HERNIA 

To THE Editor:—!. Can a congenital predisposi¬ 
tion or toeakness of the esophageal hiatus exist 
in a middle-aged person without actual hernia, 
similar to a predisposition to inguinal hernia? 
2. Under such circumstances, can the strain of 
heavy lifting produce an acquired, apparently 
irreducible, esophageal hiatus hernia, involving 
about one half of the stomach? 3. Can a pre¬ 
existing slidmg esophageal hiatus hernia, involv¬ 
ing one half of the stomach in a middle-aged 
person, become apparently irreducible after the 
same type of strain? 4. Is shock a necessary con- 
comitant in either of the above cases? 5. Is esoph¬ 
ageal hitafus hernia of the diaphragm, as found 
in adults, usually acquired, in contrast to the 
congenital variety of diaphragmatic hernia which 
commonly occurs in entirely different areas of the 
diaphragm? M.D., New York. 


Answer.— The relative frequency of bacteremia 
caused by gram-negative bacilli in the presence of 
liver cirrhosis has often been reported (Martin and 
others, A.M.A, Arch, Inf. Med. 98:8,1956; Whipple 
and Harris, Ann, Inf. Med. 33:462, 1950). It is 
probable that the peritonitis, pericarditis, and pleu¬ 
ritis in the case in question are the result of such 
a bacteremia. Portal vein blood has been found re- 


Answer.— 1. This is a commonly accepted point 
of view, since it exialains the development of esoph¬ 
ageal hernia in middle-aged patients. 2, Theoreti¬ 
cally, this could occur, but in actual practice, when 
rupture of the diaphragm is produced by trauma, 
tire area involved is other than the esophageal re¬ 
gion. 3. It is unlikely tirat a preexisting henija 
would become irreducible after heavy lifting. 
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Trauma of sufficient severity to produce diaphrag¬ 
matic rupture usually is accompanied by other 
shock-producing internal injuries. Cases of trau¬ 
matic rupture of the diaphragm not recognized 
until years after the injury because’of the paucity 
of findings at the time of the accident have been 
reported. 5. Esophageal hernia is acquired in the 
sense that it usually develops during middle age, 
but it develops only in those patients in whom 
there is a muscular and fascial deficiency. 

To THE Editor:—B y what mechanism does a hiatus 
hernia produce symptoins similar to those of an¬ 
gina pectoris and coronary occlusion? 

H. O. Skinner, M.D., St. Paul, Minn. 

Answer.— The substemal distress of hiatus hernia 
may be confused with the precordial pain of angina 
pectoris. The pain is probably caused by peptic 
esophagitis or distension of the intrathoracic por¬ 
tion of the stomach rather than by direct pressure 
on the heart. ‘ 

LOSS OF TOENAILS 

To THE Editor:—I s there any clinical significance 
in the spontaneous loss of the second toenail 
from each foot within a period of one month? 
The patient is a 30-year-old man in good health. 
The toenails are growing hack normally. 

M.D., Virginia. 

Answer.— Spontaneous separation of the nail 
from its bed, or onychomadesis, is often without 
any clinical significance, and the cause is hard to 
determine. A number of similar cases have been re¬ 
ported and also others in which several nails have 
been involved. This phenomenon has also been ob¬ 
served during the terminal phase of scarlet fever 
and other eruptive diseases. Occasionally, it is 
seen in conjunction with an extensive alopecia 
areata, dermatitis exfoliativa, and tabes, but in 
most cases the cause remains obscure. 

TYING THE UMBILICAL CORD 
To THE Editor:— IF/mf is the most effective way 
to tie the umbilical cord in the newborn infant? 
A former practice at this hospital was doubly 
ligating all cords with a linen cord; this has been 
abandoned because of rare umbilical bleeding. 
Some physicians are using Ziegler umbilical 
clamps, and others are using a spring wire de¬ 
vice. The hospitals concerned are small, and con¬ 
venience in removing the device is important. 

J. E. Rockwell Jr., M.D., Grangeville, Idaho. 

Answer.— There is no “most effective way” to tie 
or occlude the umbilical cord in the newborn in¬ 
fant. Complete occlusion of the umbilical vessels 


can easily be accomplished by simple means that 
do not require such special attention or removal 
as special umbilical clamps demand. Completely 
satisfactory ligation can be secured with a piece 
of linen bobbin, coarse silk, a rubber band, or 
strong string. Except in cases of possible er}’thro- 
blastosis where the portion of cord attached to the 
baby should be left long, only a small piece of 
cord should be left on the baby. This will fall off 
with whatever disposable material was used to 
ligate the cord. Regardless of which of these ties 
is used, the knot must be secure; this is obtained 
by tightening the knot slowly and uninterruptedly, 
thus permitting the jelly of Wharton to escape 
from under the material used for typing. 

MAGNESIUM SULFATE DRESSINGS 
To THE Editor:— Is there any rational purpose in 
the use of magnesium sulfate in water for com¬ 
presses and soaks to injured parts? If not, how 
did this absurd practice arise? 

M.D., Pennsylvania. 

Answer.— Three of the cardinal signs of inflam¬ 
mation, rubor, tumor, and dolor, result from the 
edema, hyperemia, and stasis in acutely injured 
tissues. The deposition of fibrin and continuously^ 
decreasing tissue permeability further barricades 
the inflamed zone, thereby' precluding drainage of 
entrapped lymph and edema fluid. The application 
of wet soaks or dressings containing hy'pertonic salt 
solutions aims at augmenting the osmotic pressure 
bey'ond the increasingly impermeable peri-inflam¬ 
matory membrane. Since flm’d flows from areas of 
lesser to greater osmotic tension, reduction of in¬ 
flammatory edema is facilitated by any' agent cap¬ 
able of heightening the osmotic pressure of ad¬ 
jacent or surrounding tissues. Thus, the use of 
magnesium sulfate in wet dressings for acutely- 
injured tissue is by no means an absurd practice. 

SEROLOGIC TESTS FOR SYPHILIS 
To THE Editor:— W/iflf is the significance of nega¬ 
tive findings in a Kolmer’s test and faintly posi¬ 
tive findings in a Venereal Disease Research Lab¬ 
oratory (VDRL) test in the same patient? This 
has been reported in patients with no syphilitic 
history and even in some with negative spinal 
fluid findings. ^.D., California. 

Ansu'er.— These results may be obtained in the 
presence of the following conditions: (1) old, treat¬ 
ed sy'philis, (2) very early, untreated syphilis, (3) 
a collagen disease, and (4) certain acute infectious 
diseases. Such results also may' follow recent vacci¬ 
nation against smallpox, or they may represent a 
zonal reaction. Tlie aberrations reported are more 
likely to be the results of a \T>RL testing system 
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which is too sensitive, or tliey may be caused by 
the technicians’ overreading tlm test. VDRL tests 
sliould be read as follows; no clumping or very 
slight roughness, nonreactivc; small clumps, weakly 
reactive; and medium or large clumps, reactive. It 
is difficult to interpret the expression “faintly posi¬ 
tive.” The phrase suggests that the laboratory is 
not following standard procedure. When weakly 
reactive results are obtained, the serum should be 
retested by means of the quantitative procedure 
before a report is submitted. 

CYSTIC MASTITIS 

To THE Editor:—A woman in her late forties, still 
regularly menstruating, breast fed her two chil¬ 
dren (now grown up and healthy). There is no 
family history of tumors, hut she now has sev¬ 
eral 7nasses in both breasts, of “itiany years ” du¬ 
ration. Five years ago one of them was aspirated 
and yielded 10 cc. of dark fluid. One year later, 
a lump was excised from the other breast and 
the clinical diagnosis of cystic mastitis was con- 
firmecl Recently, another lun^p was excised and 
'' reported to be fibrocystic with one small fibrade- 
noma. What future course should be pursued 
with regard to these tumors? 

M.D., New York. 

Answer.— Watchful waiting is important in this 
problem. Involution of cystic mastitis usually sets 
in after the menopause, but chronic fibrotic-walled 
cysts cannot be expected to regress. Whetlier cystic 
disease of the breast is always a precancerous le¬ 
sion has been a most controversial subject, but 
here is no real foundation for such a concept. The 
ate Dr. J. C. Bloodgood, in his later years, con¬ 
cluded that chronic cystic mastitis was not pre¬ 
cancerous. 

ULTRASONIC THERAPY 

To THE EoiTon :— Other than the usual contraindi¬ 
cations in using ultrasonic therapy on adults, 
are any special precautions indicated in its use 
on infants and children? When using such ther¬ 
apy on infants and children, should the watts 
per square centimeter and duration of applica¬ 
tion be reduced? Of particular interest is its use 
in patients with chronic, nonproductive, afebrile 
bronchitis, subsequent to an upper respiratory 
infection, that does not respond to any cough 
medication or various antibiotics. 

Jack L. Boyd, M.D., Homestead, Fla. 

Answer.— Ulti-asonic therapy should be used with 
extreme caution when treating infants and chil¬ 
dren As a rule, the watts per square centimeter 
should be reduced to levels that are known to be 
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safe. There is no conclusive evidence in tlie litera¬ 
ture, however, that ultrasonic therapy is of any 
value in the treatment of chronic bronchitis, and 
its use for this purpose cannot be recommended. 

TREATMENT OF ABRASIONS 
AND LACERATIONS 

To the Editor:— 7n The Journal for Feb. 8,1958, 
page 710, a question concerns an antiseptic 
agent which could conveniently and painlessly 
be used for children injured at school Hexachlor- 
ophene was briefly mentioned. I would like to 
expand on the versatility of this antiseptic. The 
standard 3% solution used in many operating 
rooms and also as an agent to prepare operative 
wound sites is well known. If is sw-prising 
that hexachlorophene soap, which is equally as 
satisfactory, has not been more widely used. In 
the past two years 1 hove replaced,all antiseptic 
ointments with undiluted hexachlorophene ap¬ 
plied directly on the most severely abraded, lac¬ 
erated wounds and burns of the skin without 
evidence of dermatitis or other manifestations of 
sensitivity. It is a most efficient antiseptic and 
causes little or no discomfoH to the most sensi¬ 
tive woimd areas. If the dressings are changed 
every other day, they will neither dry out nor 
become painfully adherent. 1 have advised many 
patients to replace the standard tincture anti¬ 
septics for home use with hexachlorophene. hi 
the emergency room the severely contaminated 
injuries of the skin and underlying structures, in¬ 
cluding compound fractures, are treated by a 
compress with an antiseptic detergent containing 
hexachlorophene diluted half and half with ica- 
ter. This placed on a severely confused tooiind 
and followed, by a compression dressing and 
splint will most satisfactorily take care of the 
compound fracture which cannot be treated in 
the emergency room and must await more defini¬ 
tive care in the operating room. 

A. F. Serbia, M.D. 

99 Pratt St. 

Hartford 3, Conn. 

The above comment was referred to the con¬ 
sultant who answered the original question, and 
his reply follows.— Ed. 

To THE Editor:— The procedure described is prob¬ 
ably sound, although this consultant has had no 
experience in its use. Presumably Dr. Serbia uses 
hexachlorophene soap, rather than pure hexa¬ 
chlorophene as indicated above. The compress 
procedure with the antiseptic detergent seems 
’ especially logical. Since hexachlorophene is more 
bacteriostatic than bacteriocidal, it can hardly be 
classed with the usual rapidly killing germicides. 
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WASHINGTON NEWS 

FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Proposed White House Conference on 
Aging Indorsed by A.M.A. . . 

VA Altering Arrangements 
for Home-Town Care Program . . 
JF^orkmen’s Compensation in 
Radiation Hazards . . 

Compromise Bill on Aid to Medical Schools 
Being Draicn Up . . 


A. M. A. SUPPORTS LEGISLATION FOR \\TnTE 
HOUSE CONFERENCE ON AGING 

The American Medical Association is supporting 
legislation tliat would request President Eisenhower 
to caU a White House Conference on aging and 
make grants to tlie states,.to help tliem conduct 
state conferences prior to the meeting in Washing¬ 
ton. 

The A. M. A.’s views were presented to Chair¬ 
man Roy W. Wier (D., Minn.) of a subcommittee 
of the House Committee on Education in a letter 
from the Association’s general manager, Dr. F. J. L. 
Blasingame. While backing the ^^Tlite House con¬ 
ference, die letter said that the A. M. A. would 
prefer that action be deferred on proposals to set 
up a separate bureau on aging in the Department 
of Health, Education, and Welfare and to establish 
a commission on aging. It was pointed out that the 
\\diite House conference probably would consider 
these ideas among others. 

Tlie Blasingame letter mentioned that the 
A. M. A. has had a “deep and longstanding” inter¬ 
est in the problems of the aged, particularly their 
health needs. It described the worlc of die Associa¬ 
tion’s committee on the aging, the recent confer¬ 
ences conducted by the committee, and the activitj' 
of state medical societies in this field. 

Dr. Blasingame also pointed out that the A. M. A. 
is a member of the recently formed Joint Council 
to Improve the Healtii Care of the Aged, which vail 
intensify research in this field through joint efforts 
and will initiate projects as rapidly as possible. 

The letter adds: 

“Tlie American Medical Association believes very 
strongly that there is a need for systematic inter¬ 
change of ideas in this field. Through our e.xperi- 
ence with our regional conferences on aging and 
through our activities as a member of the Joint 
Council, we have learned that much is to be gained 
from state and national conferences on tiiis subject, 
such as proposed in H. R. 9822 and H. R. 11835. 
The members of die medical profession will take 
part in these conferences, bodi on die state and 
national levels, to the fullest extent possible.” 


NEW FEE SYSTEM FOR VA 
HOME-TOWN CARE 

The Veterans Administration is about to set up a 
new system of fee schedules for state medical so¬ 
cieties under the VA home-toim medical care pro¬ 
gram. The emphasis, according to Dr. A. J. Klippen. 
VA director of clinics, vdll be on informal agree¬ 
ments Math more flexibility than in the past. 

In 25 states in which contracts expire this June 
30, the new policj' will become operative first. 
These states are Arkansas, Connecticut, Delaware, 
Florida, Georgia, Idalio, Illinois, Indiana, Kentuckj', 
Maine, Massachusetts, Missouri, Nevada, New 
Hampshire, New Jersey, Nordi Dakota, Ohio, Penn¬ 
sylvania, South Carolina, Tennessee, Vermont, Vir¬ 
ginia, West Virginia, Wyoming, and New York. 
New York operates under a special type of agree¬ 
ment. 

Medical societies in 15 other states, the District, 
of Columbia, and Puerto, where VA has no home¬ 
town contracts with medical societies or inter¬ 
mediaries, Moll be given an opportunity to negotiate 
new schedules with VA, Dr. Klippen said. The 
states are Alabama, Arizona, Iowa, Kansas, Louisi¬ 
ana, Marjdand, Minnesota, Mississippi, Montana, 
Nebraska, New Mexico, Oklahoma, Rhode Island, 
Texas, and Utah. 

Eight states and Hawaii, where VA had contracts 
widi intermediaries rather than medical societies, 
MdU not be affected by the change. The states are 
California, Colorado, Michigan, North Carolina, 
Oregon, South Dakota, Washington, and IVisconsin. 

Simplification of administrative work under the 
new agreements is expected to result in better serv¬ 
ice to veterans as well as benefitting physicians. 
Dr. Klippen said. Chief medical officers in the 
various VA regions plan to meet v'ith ofiBcers of 
state and territorial medical associations to estab¬ 
lish mutually acceptable fee schedules. 

Under the home-toMoi care program, veterans 
Midi service-connected disabilities are offered free 
choice of physicians in areas v'here VA medical 
facilities are not available. 

The original directive, signed by Chief Medical 
Director William Middleton, states that, in die 
future, adjustments of fees listed in the schedule 
M’orked out tlrrough the medical society may be 
proposed. Ne\v proposals with supporting justifica¬ 
tion must be submitted to the VA field office, prior 
to Jan. 1 of each year, for review by the chief medi¬ 
cal officer. Tliose approved become effectii'e at the 
start of the next fiscal year. 
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AFL-CIO HOLDS CONFERENCE ON 
WORKMEN’S COMPENSATION 


An. AFL-CIO national conference on workmen’s 
compensation, held in Washington to mark die 50th 
annivp-sary of die first compensation law, seeks to 
la}' the groundwork in another area—protection 
against radiation hazards. 

A subcommittee of the Joint Atomic Energy Com¬ 
mittee plans hearings in June on the subject of 
workmen’s compensation involving radiation in¬ 
juries in industry and research. This would include 
hospitals, clinics, and other places where radio- 
actii'e material is being used. 

Andrew Biemiller, director of the AFL-CIO legis¬ 
lative department, pointed out at the conference 
that federal safety standards and licenses are re¬ 
quired of all who wish to use certain radioactive 
materials or operate a nuclear reactor. Congress has 
also authorized public liability insurance for the 
nuclear reactor industry. 

“But there has been no corresponding federal 
action to provide for the needs of injured work¬ 
men,” Biemiller declared. “In light of the continued 
reluctance and refusal of the states to furnish the 
needed protection. Congress should not hold off 
any longer.” 

James J. Reid, commissioner of the South Caro¬ 
lina Industrial Commission, raised questions on the 
adequacy of state workmen’s compensation laws. 
“Why should it not be the burden of employment 
to furnish medical care as long as is necessary to 
restore the employee who suffers occupational harm 
as nearly as possible to normal? By what strange 
reasoning is it that a law charges the employer wim 
the burden of occupational harm to human beings 
and then permits that burden to be discharged 
u'hen medical charges reach $450 and when dis¬ 
ability or death payments reach a few thousand 
dollars?” he asked. 

•Secretary of Labor Mitchell had some advice for 
lie leaders in workmen’s cornpensation programs 
attending tlie conference: Don’t count on the U. S. 
Congress for any changes in such programs; seek 
improvements in state laws. He said tlie states 
should stiive for the follo\ving as an ideal law: all 
workers covered, full medical benefits, advisory 
medical panels to supervise medical benefits, wait¬ 
ing period for benefits of not more than three days, 
and total disability benefits for life. 


SUBCOMMITTEE WRITING COMPROMISE 
SCHOOL AID BILL 

An 11-man health subcommittee of the House 
Interstate Committee has taken on tlie difficult as¬ 
signment of perfecting a federal-aid-to-medical- 
schools bill that will reconcile conflicting views m 
Congress. Hearings on a variety of construction 
grant bills ended late in April before the group 
headed by Rep. John Bell Williams (D Miss.). 

The subcommittee first took up legislation on 
chemical additives in foods, milk standards, and a 
redefinition of chemical preservatives, and then it 
scheduled executive sessions on medical school 
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grants. Because of the complexity of the subject 
there was no estimate of when the subcommittee 
wimld have a bill ready for the full committee 

There are some in Congress who flatly oppose 
federal aid to any schools, although their reasons 
clilter. borne opposition involves the issue of segre¬ 
gation. Another group feels that emphasis should 
continue to be placed on nonfederal funds, either 
from private sources or from tlie states. 

The subcommittee may also have to take up the 
question of a formula for distributing federal funds 
to medical schools. Some may favor matching 
grants directly to schools, or others may favor a 
state agency like tlie Hill-13urton hospital agencies. 

Concluding witnesses in tlie public hearing were 
Drs. Leroy Burney, surgeon general of the Public 
Health Service, and Aims C. McGuinness, special 
health assistant to Secretary Folsom. 

Dr. Burney opposed the inclusion in the bills of 
schools of podiatry or veterinary medicine on tlie 
grounds that the higher priority needs were for 
schools of medicine. Chairman Williams then raised 
the question as to why schools of osteopathy were 
included in the administratipn’s bill. 

The surgeon general also opposed the proposal in 
several bills before the committee for increasing 
federal grants from 50 to 66%% if a school can step 
up its freshmen enrollment 5%. “Medical schools 
will do that without such incentive when they have 
increased their faculty and facilities,” he said. 

Tliis is the same view taken by the American 
Medical Association in supporting one-time con¬ 
struction gi’ants for medical schools. 

Other points in the Burney testimony are the fol¬ 
lowing: 1. The administration has no plans for ask¬ 
ing, at any time, for school operating funds. 2. Dur¬ 
ing the next 10 years the present ratio of ph}'sicians 
to population (one for every 750 persons) will have 
to be maintained. 

Dr. McGuinness stressed that many existing med¬ 
ical schools are outmoded functionally and their 
physical plants are badly in need of replacement. 


MISCELLANY 

The staff of the House Appropriations Committee - 
has started an investigation of the Dependents’ 
Medical Care Program (Medicare), which has been_- - 
in operation since December, 1956. It is not known 
how extensive the survey will be. 

Dr. Hugh H. Hussey, a member of the Board of 
Trustees of the American Medical Association and 
professor and director of the Department of Medi¬ 
cine at Georgetowm University Medical School, has 
been appointed dean of the school, effective July 1. 

He succeeds Dr. Francis M. Forster, who \vi\\ con¬ 
tinue as professor and director of the department 
of neurology, but \vill devote more time to research, 
especially in epilepsy and multiple sclerosis. 

Scientists from 14 nations have been invited to 
w’itness a large nuclear weapons explosion in July 
or early August to learn of progress by United 
States scientists in reducing radioactive faJlout. in¬ 
vitations were extended through the United 
tions. 
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ENTEROPATHOGENIC VIRUSES AND BACTERIA 


ROLE IN SUM.MER DURRHEAL DISEASES OF INFANCY AND EARLY CHILDHOOD 


M. Ramos-Alvarez, M.D. 
and 

Albert B. Sabin, M.D., Cincinnati 



eases 


LTHOUGH bacteria belonging to tlie 
Shigella, Salmonella, and pathogenic 
Escherichia coli groups are kno\\'n to be 
etiologically associated wtli diarrheal dis- 
that become especiall)' prevalent among 
infants and j^oung children during tlie summer 
season in temperate zones, it is also knowm that 
these enteropadiogenic bacteria are frequently ab- 
sent in die vast majority of such patients. The avail- 
able data on the etiology of infectious diarrheal 
diseases were summarized recentiy by Hodes ‘ and 
Higgins.' Although evidence for the etiological role 
of certain filtrable agents has been adduced by 
studies on human volunteers (summarized by Gor¬ 
don ^), the role of die large number of viruses re- 
coi'ered in recent years from die human intestinal 
tract either b\" inoculation of newborn mice (the 
Coxsackie group predominantiy) or by tissue cul¬ 
tures has as yet received httle attention. 

At least 46 distinct viruses, including 3 types 
of polioiirus, 19 types of Co.xsackie A, 5 tj’pes of 
Coxsackie B, and 19 types of ECHO (enteric cyto- 
pathogenic human orphan Hruses) recently 
grouped together as enteroviruses,^ are aheady 
known to be multipljnng at various times in the 
human intestinal tract, and a considerable number 


A test group of 153 children with summer 
diarrhea were compared wHh a matched 
confraiesf group of 100 children without 
diarrhea as to the results of bacteriological 
and virological examination of rectal swabs. 
In addition, acute and convalescent phase 
serums were obtained from many of the pa¬ 
tients. The number of enteroviruses recovered 
from the rectal swabs of the test group was 
2.5 times the number recovered from the con- 
tratest group. Viruses of the ECHO group 
were recovered six times more often from the 
children with diarrhea, and it is only to these 
viruses that a statistically significant etiologi¬ 
cal role could be assigned. Other important 
data as to the etiological significance and 
interrelations of enteropathogenic viruses 
and bacteria were obtained. It appeared 
that summer diarrhea of very young children 
is not an entity but rather a consequence of 
transitory infections with a large variety of 
bacterial and viral pathogens. 


From The Children’s Hospital Rese.arch Foundation, Unnersity of Cincinnati Collese of Medicine. Dr. Ramon-.^U'arez is non noth the Hospital 
Infantil de Mexico, Mexico, D. F. 




148 


VIRUSES-RAMOS-ALVAREZ and SABIN 


of ne^v ca2}didates are awaiting their turn for ad¬ 
mission into this rapidly expanding group of hu¬ 
man viruses. Altliough Travassos and associates® 
recovered Coxsackie A viruses from 9 of 20 infants 
wth gastroenteritis in Brazil, Pohjanpelto “ found 
Coxsackie viruses, mainly A 4, in only 4.4% of a 
group of 187 patients with diarrhea in Finland, and 
Ptiriott recovered only four Coxsackie strains (all 
gioup A) from 165 children with undiagnosed mis¬ 
cellaneous diarrheal diseases in the United States. 

After a study of the incidence and characteristics 
of the ECHO viruses among healthy children in 
Cincinnati ” and Mexico," we undertook an investi¬ 
gation of tlie role of the ECHO and other entero¬ 
viruses in the summer diarrheas of infants and chil¬ 
dren in Cincinnati. The orienting studies on the 
material collected from 56 children with diarrhea 
during the summer of 1955 indicated that entero¬ 
viruses of many different types could be recovered 
in monkey kidney tissue cultures from 50% of tlie 
patients."’ The fact tliat such viruses were recov¬ 
ered from only 6% of 154 children, aged one to 
four years, without diarrhea in Cincinnati in 1953, 
and that serologic tests on many of the children 
witli diarrhea indicated that the viral infections 
and the cHnical manifestations had their onset at 
about tlie same time, strongly suggested an etio¬ 
logical association between the two events. 

It was realized, however, that the results ob¬ 
tained on healthy children in one year did not 
provide a suitable control for the results obtained 
on children with diarrhea in another year. Accord¬ 
ingly we repeated this study in 1956 and extended 
our observations to include simultaneous tests on a 
control group without diarrhea matched for age, 
socioeconomic status, and time of sampling. We al¬ 
so tested both groups for enteropathogenic bacteria 
and for Coxsackie A viruses by inoculation of new¬ 
born mice. The final results obtained on 153 chil¬ 
dren under four years of age with diarrhea in 1955 
and 1956 and on 100 children of similar age with¬ 
out diarrhea form the basis of the present com¬ 
munication. 

Procedure and Methods of Study 

The children selected for this study were all 
seen in the clinics or wards of the General and 
Children s hospitals of Cincinnati during the sum¬ 
mers of 1955 and 1956. Approximataly 75% were 
under one year of age, and the remainder were 
under four years of age. They generally belonged 
to the lower-income group and were residents of 
Cincinnati. The “diarrhea” group was- made up of 
children who.were brought to the hospitals be¬ 
cause of sudden onset of diarrhea, frequently but 
not always associated witli fever, vomiting, and 
dehydration. The 1956 control group “without 
diarrhea” was made up of children who were 
brought to the same clinics for routine examina¬ 
tions or reasons other than acute illness, and were 
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selected,-matched for age and numbers, as far as 
possible on the same days that children with diar¬ 
rhea were admitted to the study.' 

Although the children in the control group had 
no history of diarrhea during the preceding month 
there were unfortunately no provisions for follow- 
regarding the development of diarrhea or other 
acute illness during the week or two after rectal 
swabs were obtained from them. Accordingly “with¬ 
out diarrhea” has reference only to the condition 
at the time of sampling and does not exclude the 
possibility that at least some of the children in this 
group may have developed this syndrome subse¬ 
quently. 

Although stool specimens would naturally be 
expected to yield a higher incidence of virus isola¬ 
tions, it was more expedient to limit the study to 
rectal swabs. The specimens were obtained as soon 
as possible after onset, on the first visit to the clinic 
or shortly after admission to tlie hospital, not only 
to increase the chances of virus recovery but also to 
eliminate the possibility of picking up viruses or 
bacteria ti'ansmitted in the Imspital subsequent to 
admission. A sterile cotton swab was moistened in 
Hanks’ balanced salt solution, passed through the 
anal orifice, turned around and removed. In the 
1955 tests, the Hanks’ solution contained 100 units 
of penicillin and 0.1 mg. of streptomycin, and only 
a single swab was obtained from each patient 
and put into 2 ml. of the solution. 

In an attempt to increase the chances of virus 
recovery, two swabs were obtained from' each child 
in 1956 and both were put into a single tube con¬ 
taining 4 ml. of Hanks’ solution without anti¬ 
biotics because an aliquot of the same solution was 
to be used for isolation of enteropathogenic bac¬ 
teria. The tubes containing tire contaminated swabs 
and solution were stored in a deep freeze at about 
—20 C. On the day of test the specimens were 
thawed, the swabs were drained against the sides 
of the tube and discarded, and to the portions used 
for virus isolation enough penicillin and strepto¬ 
mycin were added to yield concentrations of 2,000 
units and 2 mg. per milliliter respectively. In 1956 
we also added enough mystatin (Mycostatin) to 
yield 150 units per milliliter. When the extracts of 
the swabs were acid, two or three drops of a 4.4% 
solution of sodiiun bicarbonate were added to bring 
the pH to about 8. After storage for 30 minutes in 
the refrigerator, the extracts were used without 
centrifugation. 

Isolation and Identification of Cytopathogenic 
Viruses 

Trypsinized cynomolgus monkey kidney cells 
grown in stationary roller tubes were the only 
tissue cultures used. The outgrowth medium con¬ 
sisted of 0.5% lactalbumin hydrolysate an HanKs 
solution and 2% heated calf serum, and 0.5 ml. oi a 
1:200 suspension of trypsinized cells was distn 
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uted in each tube. In 1955, the medium was nei¬ 
ther removed nor changed, and after the cells had 
formed a confluent sheet in sLx to seven days, 1.5 
ml. of maintenance medium (0.5% lactalbumin 
hydrolysate in Earle’s solution) was added and the 
tubes were ready for use. In 1956, the outgrowth of 
cells was enriched by adding more growth medium 
after four days, and before use the serum-contain¬ 
ing medium was removed and replaced by the 
maintenance medium without serum. Each speci¬ 
men was inoculated into three or four tubes (0.2 
ml. per tube). 

In order to increase the comparabihty of the 
tests on tile diarrhea and control groups, a similar 
number of specimens from the control group were 
inoculated into tissue culture tubes of the same 
lot of monkey kidney cells as were used for the 
specimens from the diarrhea group. The inoculated 
culture tubes were kept in roller drums in an incu¬ 
bator at 36 to 37 C. The tubes were observed micro¬ 
scopically daily or every other day for two weeks 
for evidence of cytopathogenic change. No blind 
passages were carried out, and only the tubes that 


cause of their low potency. MTien an agent was 
neutralized by a given pool, it was finally tj'ped by 
neutralization tests with the individual antiserums. 
Antiserums for Co.xsaclde tj'pes A 7, A 9, and A 14 
were also used but the only Co.xsackie A ^^ruses re¬ 
covered in the monkey kidney tissue cultures were 
type A 9. 

All cytopathogenic agents wliich failed to be 
neutrahzed by the available serums were tested in 
newborn mice. The unclassified strains, which 
failed to produce apparent disease in newborn 
mice, were used for the preparation of antiserums. 
With tlie e.xception of three unclassified cytopatho¬ 
genic and newborn mouse pathogenic strains, all 
but five of the \druses recovered in 1955 could be 
classified. The antiserums prepared against these 
five strains indicated that two were antigenically 
broader relatives of ECHO 6, one an antigenically 
broader relative of ECHO 10, and the remaining 
two became the prototypes of the ECHO 18 and 
ECHO 19 viruses.'" These antiserums, as well as the 
antiserums for the new ECHO types 15, 16, and 
17, were also used for tire identification of the 


Table 1.—Isolation of Viruses and Pathogenic Bacteria from Rectal Swabs of Children With or 
Without Diarrhea During Summer of 1955 and 1956 in Cincinnati 


Tims Isolations 




llonkey Kidney Cultures 

Newborn Mice 



Bacteria Isolations 

NO. Patients 





Vims / 
Positive 




with Pathogenic 
Esch. Coll 



No. 

No. 

No. 

No. 

No. 

Shigella or 

Pathogenic 

Group 

Xr. 

Tested 

Positive 

Tested 

Positire 

Total 

Tested 

Salmonella 

Esch. Coli 

Yielding Vinis 

Diarrhea .. 


30 

24 

32* 

4 

2S 

41 

3 






(43%) 


(12.5%) 

(50%) 

15 

(12%) 

8 

2/3 










(20%) 

(07%) 


1956 

97 

41 

50* 

6 

47 

(487c) 

86 

6 

26 

13/26 




(42%) 


(lO^o) 


(7%) 

(80%) 

(50%) 

No diarrhea. 

... 1936 

100 

13 

87* 

20 

64 

0 

13 

2/13 




(13%) 


(«%) 

(20%) 



(20%) 

(23%) 


* These specimens iailed to yield a vims in monkey kidney tissue culture. 

t One of these strains, after passage in mice, proved to be cytopathogenic in monkey kidney tissue culture and was identifled as Coxsackie B 4 


exhibited definite or suspected specific cytopatho¬ 
genic changes were harvested for passage into a 
new series of tubes to estabhsh the transmissibility 
of the cytopathogenic agent and to provide culture 
fluid for serologic identification. 

Each cytopatliogenic agent was first titrated in 
tissue culture in order to avoid the misleading re¬ 
sults that may be obtained when amounts of virus 
significantly greater or smaller than 100 TCDjo 
(tissue culture infective doses) are used for serolog¬ 
ic identification. The antiserums used to identifj' 
these agents were either prepared and standard¬ 
ized by ourselves or supphed by others. The polio¬ 
virus and some of the ECHO antiserums were 
those prepared by Wenner and co-workers " and 
checked by the committee on enteroviruses of The 
National Foundation for Infantile Paralysis,'* and 
some of the Coxsackie antiserums were supphed by 
Drs. J. L. Melnick and J. T. Syverton. The prefim- 
inary identification was carried out vdth pools of 
poliovirus, ECHO, and Coxsackie antiserums" ex¬ 
cept for file ECHO 4 and 14, and the Coxsackie 
B 5 antiserums which were used indiwdually be- 


strains recovered in 1956. Although monkey kidney 
tissue cultures are not the medium of choice for 
the recover)^ of adeno\'iruses, four strains belonging 
to this group were isolated from tlie rectal swabs 
obtained from children wth diarrhea; the distinc¬ 
tive cytopathogenic changes first suggested the 
presence of adenoxiruses. Drs. Wallace Rowe and 
Isaac Ruchman did the serologic identifications and 
tj’ping. It is noteworthy that 45 of the 54 cytopath¬ 
ogenic agents isolated in 1956 could be classified 
with tlie available serums. 

Tests for Noncytopathogenic Coxsackie A 
Viruses 

All rectal swab extracts tliat failed to yield a 
cytopathogenic agent were inoculated in Swiss al¬ 
bino newborn mice less tlian 24 hours old—0.02 ml. 
intracerebrally and 0.1 ml. subcutaneously for each 
mouse. The animals were obserx'ed for 21 days, 
and those found dead or with suggesti^-e signs of 
infection tw.o or more days after inoculation were 
used for the preparation of a suspension for further 
tests. A 20% suspension of the carcass and wscera 
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\vas passed to another litter of newborn mice and 
also inoculated in four tubes of monkey kidney tis¬ 
sue culture. Only one of the 17 sti-ains of virus re¬ 
covered m newborn mice from the tissue culture 
negative specimens proved to be cytopathogenic 
or monkey kidney tissue culture cifter jpasscige in 
mice, and by histological and serologic examina¬ 
tions it proved to be a Co.vsackie B 4; tlie odier 16 


Fahle '^.—Inffuciicc of Age of Children in Diarrhea and 
Control Groups on Recovery of Viruses from 
Rectal Swabs (Cincii}nati, 1956) 


<i . 

l toS . 

Tot 11 ). 


Dliirrliea No Diftnlicii 


No. Positive*' No. Positive* 


Tycted 

No. 

% 

Tc.stcd 

No. 

% 

Tt 

S) 

•18 

7o 

12 

IG 

20 

1,1 

.‘lO 

2,'. 

8 

Si 

97 

•17 

•IS 

100 

20 

20 


* Positive liy te=t in monkey kidney tic.oiu- ciiitiire and In mice. 


strains produced only the muscle lesions that are 
associated with infections by Coxsackie A viruses. 
Herpes viruses would have been cytopathogenic 
after passage in mice and would also have pro¬ 
duced different lesions in tlie animals. Accordingly 
these noncytopathogenic, newborn mouse patho¬ 
genic strains were classified as Coxsackie A viruses. 

Serologic and Bacteriological Studies on Patients 

Acute and convalescent phase serums obtained 
from many but not all of tlie patients were used for 
two purposes: (1) to establish a rising antibody 
titer against the virus recovered from the patient 
which would indicate that tlie disease and the in¬ 
fection with the virus had their onset at about the 
same time, and (2) to determine the occurrence of 
infection among patients from whom no virus was 
recovered in the small amount of material obtained 
on the rectal swabs. Neutralization tests using ten¬ 
fold dilutions of serums and 100 TCD,-,o of virus 
were carried out in tissue culture tubes, the end¬ 
point being determined by the presence or absence 
of a cytopathogenic effect. The recorded titers rep¬ 
resent the 50% sennn dilution endpoints based on 
the readings six to eight days after inoculation; in 
some instances these titers were higher in the earli¬ 
er readings because the effect of antibody manifests 
itself by a retardation as well as by complete in¬ 
hibition of the cytopathogenic effect. The methods 
used for the isolation and identification of bacteria 
from die rectal swab extracts were those described 
by Edwards and Ewing.'® 

Results 

The data shown in table 1 indicate that the num¬ 
ber of enteroviruses recovered from the rectal 
swabs of the children with diarrhea was remark¬ 
ably similar in 1955 and 1956, i.e., 50% and 48%, 
respectively, while in the conti'ol group of 1956 it 
was only 20%-a 2.5-fold difference. When one sep¬ 


arates the enteroviruses into the noncytopathogen 
1 C newborn-mouse-pathogenic group (Coxsackie 
A), and the cytopathogenic group, one finds a 
threefold higher incidence of the latter among the 
children with diarrhea and no difference in the in¬ 
cidence of the former. The incidence of Shigella 
and Salmonella organisms combined was only 7% 
in tlie 1956 diarrhea group while none were recov¬ 
ered from the control group. On the otlier hand, the 
incidence of pathogenic Esch. coli was approxi¬ 
mately the same in both groups, although it will be 
shown later that at least one of the serotypes oc¬ 
curred much more frequently in the diairhea group. 

The data shown in table 2 indicate tliat in the 
diarrhea group the incidence of all enteroviruses 
was about the same in the infants under one year 
of age as in the one to three-year-old children, 
while in the control group the incidence of these 
viruses was twice as high in the older children than 
in the infants under one year of age. It should also 
be noted that the numbers of children in each 
age group are approximately tlie same in both 
groups, and tliat among the 97 randomly selected 
children with diarrhea 73% of die cases occurred in 
iofents under one year of age. 

The data shown in table 3 indicate not only that 
the diarrheal diseases became more prevalent as 
summer progressed but also diat die incidence of 
virus recovery also progressively increased from 
20% in June, to 357o in July, and 597o in August. 

The data shown in table 4 indicate that the 65 
cytopadiogenic viruses recovered in 1955 and 1956 
from the children with diarrhea included not only 
polioviruses and Coxsackie and ECHO vinises but 
also a small number of adenoviruses and some cyto¬ 
padiogenic, newborn-mouse-padiogenic viruses still 
to be identified. The adenoviruses and unidentified 
viruses just mentioned were not recovered from the 
control group. The incidence of the polioviruses 


Table 3.—Recooery of Viruses from Rectal Swabs of Chil¬ 
dren in Diarrhea ond Control Groups During Different 
Months of Summer of 1956 in Cincinnati 


Montii 

.Tunc. 

.July. 

Any... 

Totnl. 


Diarrhea 


No Diarrhea 
_>_ 


No, Positive No. Positive 
Testea’^joT^ Tested No. % 


5 

1 

20 

c 

0 

0 

34 

12 

3.'i 

33 

(1 

IS 

58 

.34 

r.9 

G1 

14 

23 

_ 

_ 

— 

—— 

— 

—■ 

97 

47 

48 

100 

20 

20 


and of the Coxsackie viruses was about the same 
in the control and diarrhea groups. On the other 
hand, the incidence of the ECHO viruses was six 
times higher in the 1956 group with diarrhea than 

in those without diarrhea. Furdiermore cCThiin 

ECHO viruses, e.g,, die five strains of ECHO o 
and the seven unclassified strains, were not encoun¬ 
tered at all among the 100 children without diar¬ 
rhea. The following types were encountered among 
the 42 ECHO strains recovered from the chiiore 
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with diarrhea in 1955 and 1956: II, 1; VI, 7; VII, 11; 
VIII, 3; X, 1; XI, 2; XII, 3; XIV, 5; XVIII, 1; XIX, 
1; and unclassified, 7. Subsequent work by Dr. R. 
Wigand in this laboratory indicated that six of the 
seven unclassified strains form three new, anti- 
genically distinct types of ECHO virus. Thus repre¬ 
sentatives of 13 distinct antigenic tjqies of ECHO 
virus were associated with diarrheal disease in chil¬ 
dren during the summers of 1955 and 1956 in Cin¬ 
cinnati. 

In a preliminary reporton the viruses recov¬ 
ered from the children vdth diarrhea in 1955, it 
was pointed out tliat six strains that could not be 
identified with available antiserums belonged to 
five serologically distinct ^qies designated D 1 to 
D 5. Subsequent work on the D 1 virus, of which 
there were two strains, showed that it was a 
“prime” variant of ECHO 6 (see table 5). The 


similar titers with the original as well as witli the 
purified viruses. Similar as well as other patterns of 
antigenic variation within the ECHO 6 group have 
also been reported by Melnick ” and Karzon ” 
among strains recovered from patients \vith the 
aseptic meningitis syndrome. 

The D 2 virus culture fluid was originally not 
neutralized by any of the available ECHO or cyto- 
pathogenic Coxsackie antiserums and was not path¬ 
ogenic for newborn mice. However, when antise¬ 
rum's were prepared against both the unpurified 
and plaque-purified progeny of this virus in the 
course of studying it as a potentially new tjqje of 
ECHO virus, it was found that the antiserums neu¬ 
tralized Coxsackie B 3 virus as well as the one 
being studied. Furthermore, it was subsequently 
possible to adapt the virus to newborn mice. This 
finding established two significant points: (I) that 


Table 4.—Incidence of Different Viruses Among Cijtopathogenic Agents Isolated from 
Rectal Swabs of Children With and Without Diarrhea 


1955 


Diarrhea (56 Children) 


Strains, 
Total Xo. 


Diarrhea (97 Children) 


Xo Diarrhea (100 Children) 


Total Strains 


Total Strains 



^-V Serologic 

Strains. . 



^ Serologic 

Strains.,- 

_ __-A— 


Serologic 

Strains, 

Virus Bccovered 

No. % Type 

No. 

Xo. 

% 

Type 

Xo. 

Xo. 

% 

Type 

Xo. 

Poliomyelitis. 

...3 5 I 

3 

3 

3 

in 

3 

3 

3 

II 

1 










III 

2 

Coxsackie .. 

... 5 9 A9 

1 

4 

4 

A 9 

0 

6 

6 

A 9 

0 


B2 

2 



B2 

0 



B2 

0 


B3 

1 



B3 

1 



B3 

3 


B4 

1 



B4 

1 



B4 

2 


B5 

0 



Bo 

2 



BS 

1 

Unclassified mouse pathogenic* .... 

3 5 


1 

1 



0 

0 



Adenoviruses. 

1 2 III 

1 

3 

3 

I 

1 










ir 

1 

0 

0 








III 

0 










Not I to X 

1 





ECHO. 

... 12 21 2 

1 

30 

31 

2 

0 

5 

0 

0 

1 


8 

1 



6 

5 



6 

0 


11 

2 



7 

11 




3 


12 

3 



8 

2 



8 

0 


Kew types 




14 

5 



14 

1 


D-1 variant of ECHO 6 

2 








- 


D-3 ECHO 18 

1 . 



Unclassified 

7 



Unclassified 

0 


DA ECHO 19 

1 










D'5 variant of ECHO 10 1 










* Tissue cultures pathog^enic for newborn mice—not neutralized by antiserums for Coxsackie A 7, A 9, A i4, B 1 to B 5, or any of the ECHO anti¬ 
serums. 


prototype ECHO 6 antiserum with a homotypic 
titer of 1:500, originally used for the identification 
of the Rvo D I strains, failed to neufralize them in 
a dilution of 1:10. More potent ECHO 6 antiserums 
used subsequently yielded titers that were 100 
times lower against D I than against the prototype 
virus. On the other hand, an antiserum prepared 
against the D I virus yielded approximately similar 
titers against tlie prototype ECHO 6 virus as 
against itself. It is also notewortliy that one of the 
children from' whom a D I strain was recovered 
developed antibody equally well for the prototype 
ECHO 6 and the homologous D I strain (table 5). 
That the D I virus actually represents an antigeni- 
cally more complex member of the ECHO 6 group 
rather than a mixture of two viruses was indicated 
by tests with an antiserum prepared with D I 
progeny derived from hvo terminal dilution pas¬ 
sages. This procedure had to be used because the 
virus did not produce plaques; this antiserum gave 


there are “prime” antigenic variants of Coxsackie 
B viruses, and (2) that some naturally occurring 
Coxsackie B 3 viruses may have such a limited 
pathogenicity for newborn mice even after passage 
in monkey kidney tissue culture that they behave 
like ECHO viruses. 

The D 3 and D 4 viruses, after rigorous analysis, 
were established as new types—18 and 19, respec¬ 
tively—in the ECHO group."' The importance of es¬ 
tablishing new types even when only a single strain 
has been isolated is exemplified by ECHO 18, 
which turned up as the sole cause of an epidemic 
in premature and full-term babies in New York in 
1956."' 

The D 5 virus produced a distinctive cytopatho- 
genic effect, similar to that of ECHO 10, but it was 
not neutralized by the ECHO 10 antiserum origi¬ 
nally available for its identification. Furthermore, 
an antiserum prepared against the D 5 virus failed 
to neutralize the ECHO 10 virus. Nevertheless, a 
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highly potent ECHO 10 antiserum was found to 
neutralize the D 5 virus, although in a one-hun¬ 
dred-fold lower titer. Accordingly it was decided 
that this virus belonged in the ECHO 10 group, 
^vhicl^ has already been found to be antigenically 
heterogeneous. Evidence that the patient, and not 
the monkey kidney tissue culture, was the source 
of this virus and that the infection was concurrent 

Ta«le S.-Auiigcnic Relationship Between D 1 and 
ECHO 6 Viruses 


.Scrum Dilution Endpoint 
per 0.1 Ml. vs. Indicated Vims 



ECHO 0 (D’Amori) 

Dl* 

.\tlll-CHUU 

TCDr.e 

Titer 

TODao 

Titer 

ECHO G (D'Ainori) 

Molnick's monkov ‘.oriun . 

100 

.200 

32 

<10 

Wenner'p monkev M'ruiu . 

Gt 

10,000 

320 

160 

ECHO G (D'.Viiiorl) Cincinnati rabbit .ecriim 
Before imimmi'ailon . lOO 

0 

20 

0 

Alter iiinmini/atinn . 

.. 100 

i,m 

20 

10 

D 1 * Cincinnati rahhif ';eruiii 
Before imiinml'atlon .. 

.22 

< r > 

32 

<5 

After immunisation . 

32 

IGO 

32 

100 

D1* patient 

1 rlay alter oii.^et of disease ... 

.. 20 

10 

32 

<6 

10 day.s after onset of disease . 

.. 20 

100 

32 

10 


• Case 12 (tiilile 7). 


.with the disease was adduced by demonstration of 
a tenfold increase in antibody in the convalescent 
phase serum (see table 6). 

If the children were mere carriers of these viruses 
while the diarrheal illness had some other etiology, 
one would expect in many instances to find almost 
maximum levels of antibody for the recovered 
viruses at the onset of the disease. Table 7 pre¬ 
sents the results of tests for antibody on the acute 
and convalescent phase serums of 24 infants with 
diarrhea against the various enteroviruses that were 
recovered from them shortly after onset of illness. 
It is noteworthy that in each case there was little 
or no demonstrable antibody in tlie acute phase 
serum while antibody of varying levels, some low 
and some high, appeared during convalescence. It 
is furthermore noteworthy that this is true not only 
of the ECHO viruses, which were isolated witli 
very much higher frequency from the diarrhea 
than from the control group, but also for the cyto- 
pathogenic Coxsackie and polioviruses which oc¬ 
curred with equal frequency in botli groups. 

To obtain some idea of the number of acute 
infections that may have been missed by using 
only rectal swabs for isolation of virus, acute and 
convalescent iphase serums from 35 children with 
diarrhea whose rectal swabs yielded no virus were 
tested against only a few of the enteroviruses that 
were recovered in 1955 and 1956. The results 
shown in table 8 indicate that in seven of these 
patients (20%) there was evidence of concurrent 
acute infection, and it is not improbable that a 
much higher percentage would have been positive 
if a much larger number of the enteroviruses and 
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adenoviruses had been used for such tests. 
This means that the total incidence of infection 
witli enteroviruses and perhaps also adenoviruses 
was considerably greater than indicated by recov¬ 
ery of virus from the rectal swabs. 

Although the incidence of all enteropathogenic 
Esch. coli was not significantly different in die two 
groups, the data presented in table 9 indicate that 
type 0.111 B 4 was six times more frequent in the 
children with diarrhea and constituted about 62% 
of the 26 strains recovered from this group. Fur¬ 
thermore, 6 of the 13 strains recovered from the 
children without diarrhea belonged to types 0125 
B 15 and 0.119 B 14 which were not recovered at 
all from the children with diarrhea. Thus, the anal¬ 
ysis of the results by individual serotypes indicates 
a more significant association of some of the entero¬ 
pathogenic Esch.' coli, especially 0.111 B 4, with 
diarrhea than was suggested by the undifferentiated 
data. The frequent association of 0.111 B 4 and 
0.55 B 5 with infantile diarrhea has been reported 
by others.” Organisms belonging to the Shigella 
and Salmonella groups were not recovered from 
tire children without diarrhea. Among the 11 strains 
recovered from children with diarrhea in 1955 and 
1956, tliere were five Sh. flexneri, one Sh. sonnei, 
three Sal. paratyphi B, and two Sal. paratyphi C. 

The data presented in table 10 indicate tliat (a) 
viruses as the sole agents were more frequently 
recovered from children with diarrhea (34% in 
1955 and 35% in 1956) than were enteropathogenic 
bacteria without viruses; (b) while the incidence 
of pathogenic Esch. coli without viruses was the 
same in the diarrhea and control groups, double 

Table 6.—Antigenic Relationship Between D S and 
ECHO 10 Viruses 


Serum Dilution Endpoint 
per 0.1 Ml. vs. Xndientod Virus 



'echo 10 (Lane) 

D5’ 


Antiserum 

' TCDso 

Titer 

' TCDao 

Titer 

ECHO 10 (Eang) Cincinnati rabbit serum 




Bctorc immunization. 

100 

10 

320 

<5 

Alter immunization . 

.. 100 

1,000 

320 

<5 

Wenner’s monkey serum . 

ICO 

16,000 

32 

ICO 

D fi* rabbit serum 





Before immunization . 

.. ICO 

<5 

32 

<0 

After immunization . 

.. ICO 

<5 

32 

500 

D 5* patient 





3 days alter onset ot disease .. 

.. 


320 

16 

25 days after onset ol disease . 



320 

lOO 


* Case 19 (table 7). 


infections with viruses and Esch. coli were tliree 
times more frequent in the diarrhea group (15%) 
dian in the control group (5%); (c) while the 
enteroviruses in the double infections with Esc . 
coli were all of tire cytopathogenic variety (pre¬ 
dominantly ECHO), the viruses found in conjunc¬ 
tion with Esch. coli in the control group were 
noncytopatlio genic Coxsackie A viruses; and (| j 
the few clhldren with diarrhea who yielded bin- 
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gella and Salmonella organisms had no associated 
viruses in 1956, while the double infections in 1955 
again involved only cytopathogenic enteroviruses. 

The enteroviruses associated with the two most 
prevalent types of enteropathogenic bacteria (0.111 
B 4 and 0.55 B 5) are shown in table 11. 

None of 153 children with diarrhea died. The 
incidence of various clinical manifestations ob¬ 
served among 66 children from whom viruses or 
enteropathogenic bacteria or both were recovered, 
summarized in table 12, indicates that (a) severe 
illness was least frequent among the children from 
whom only viruses were recovered, although 53% 
of this group were sufficiently ill to require hos¬ 
pitalization; (b) severe illness, with special refer¬ 
ence to the extent of dehydration, was most 
frequent among the children infected with entero¬ 
pathogenic Esch. coli—alone or in combination with 
viruses—and it is perhaps noteworthy that none of 
these had blood in their stools; and (c) blood in 
the stools occurred as often (20%) among those 

Table 7.—Neutralizing Antibodies in Acute and Convalescent 
Phase Serums of Children with Diarrhea Against Viruses 
Recovered from Their Own Rectal Swabs 

Days Alter 

Onset Senim -Antibody 
Obtained Titer/OIMI 

Case .Aite, , --..-*- 

Tr Xo Jlo virus Recotered Acute Conval .Acute Cental 


1 

9 

Poliomyelitis 1 

3 

24 

<0 

ICO 

0 

8 

Poliomyelitis 1 


40t 


ICO 

3 

17 

Poliomyelitis 1 

8 

35 

<5 

160 

4 

4 

Cox«ackie A 9 

1 

20 

<5 

160-f 

5 

19 

Cox-ackie B 4 

3 

39 

<5 

160+ 

6 

1 

Coxsackie B 2 

4 

23 

<5 

100 + 

7 

S 

CytopathORenio. mouse 
pathogenic, mixture 
Coxsackie B3-f-ECHO 

C 

27 

<0 

16 

8 

36 

Cytopathogenic. mouse 
patbogenlc, mixture 
Coxsackie A 9 4 - polio¬ 
myelitis 1 

2 

30 

0 

2 

9 

3 

ECHO 2 

2 

24 

0 

4 

10 

1 

ECHOS 

1 

19 

0 

5 

11 

o 

ECHO 11 

4 

20 

<0 

16 

12 

7 

ECHO 12 

9 

33 

<5 

50 

IS 

3 

ECHO 12 

4 

26 

<5 

160+ 

14 

3 

ECHO 12 

3 

33 

<5 

160+ 

15 

2 

D 1 antigenic ^ ariant of 
ECHO 6 

1 

18 

<5 

16 

10 

9 

D 1 antigenic \ ariant of 
ECHO 6 

6 

29 

<5 

50 

17 

8 

D 3 ECHO 18 

0 

21 

0 

5 

18 

2 

D 4 ECHO 19 

2 

20 

0 

2 

19 

30 

P i antigenic Muiant of 
ECHO 30 

3 

25 

16 

160 

20 

4 

ECHO G 

?• 

21 t 

0 

4 

21 

2 

ECHO 6 

1 

23 

<6 

eo 

22 

9 

ECHO 7 

1 

12 

<5 

5 

23 

1 

Coxsackie B 5 

1 

21 

5 

50 

24 

2 

Cox^^ackie B 4 

1 

15 

0 

4 


* Da> ol onset ol dl-ease not established 
1 Xuinber ol da>s after obtaining acute phase serum specimen 

from whom only viruses were recovered as among 
those from whom only Shigella or Salmonella or¬ 
ganisms were recovered (17%). 

Comment 

The results presented in this communication 
raise the question of the etiological significance of 
the various viruses that have been recovered from 


infants and children with summer diarrheal dis¬ 
eases. On the basis of the comparative frequency 
of isolation from children vnth diarrhea and from 
the control group without diarrhea at the time of 
sampling, a significant etiological role may be as- 

Table 8.—Serologic Studies on Patients with Diarrhea from 
Whom No Virus Was Recovered 


Xo PatJent^ Deielopinjr 



Patient® 

Tested 

Vini- C«e(! m 
Yeutralira t ion 

Significant Ri-e in 

^051 frail71 nv Anf 

Total 

Yr 

Xo 

Te-t 

cAiLi 0iirHI 

During Con\ ale-cence 



18 

PoliomjelitK 1 

1 




Coxsackie A 9 

I 




ECHO n 

1 

3 16 ( 



D4, ECHO 19 

D 5 \ ariant of 

0 




ECHO 10 

0 


19")G 

17 

Poliomyelitis 3 

0 




ECHO 6 

0 




ECHO 7 

4 

4 23 



ECHO 8 

0 




ECHO 14 

0 



signed only to the viruses of the ECHO group, 
which were recovered six times more often from 
the children with diarrhea. 

Although the polioviruses and cytopathogenic 
Coxsackie viruses were recovered with the same 
frequency in both groups, one cannot say that they 
were not responsible for the illness observed in 
the children from whom they were isolated for 
the followng reasons: (a) all of these viruses are 
already known to produce a spectrum of clinical 
manifestations ranging from minor illnesses, of 
which diarrhea may be an occasional manifesta¬ 
tion, especially in infants, to more severe disease 
with varying degrees of involvement of the cen¬ 
tral nervous system, as well as completely inap- 
parent infections; (h) the diarrheal illness was 
shown to be concurrent w'ith an acute infection of 
these viruses as was shown by the development 
of neutralizing antibodies during convalescence; 
and (c) although some of the children in the con¬ 
trol group from whom these viruses were recovered 
may indeed have had only an inapparent infection, 
it is possible that others might have had some ill¬ 
ness with or without diarrhea subsequent to the 
time of sampling. 

The same considerations may apply to the non- 
cytopathogenic Coxsackie A viruses which were 
found W'ith a similar low' frequency in both groups, 
since Coxsackie A x'iruses have already been estab¬ 
lished as the cause of some summer febrile illnesses 
including the syndrome of herpangina, and here 
again it is possible that w'hen such infections occur 
in very young infants that diarrhea and vomiting 
may become the predominant clinical manifesta¬ 
tions. Some of the adenowruses also seem to have 
a predilection for spreading during the summer 
months w'itlr the production of the sj'ndrome, desig¬ 
nated as phaiy'ngoconjunctival fever, in which con- 
junctis’itis may not how'ever aKvays be present 
w’hile abdominal pain, vomiting, and diarrhea may 
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not infrequently become prominent clinical mani- 
interest, therefore, tliat in both 
1955 and 1956 the rectal swabs from children with 
diarrhea, but not from those in the control group, 
yielded a small number of adenoviruses when cul¬ 
tured on a medium that is least suitable for the 
isolation of these viruses; had we used HeLa cells 
and serologic tests for detection of infection with 

Table 9 -Incidence of Various Types of Pathogenic Esch. 
Colt Among 26 Strains Recovered from Children With 
Diarrhea and IS Strains Recovered from Children 
Without Diarrhea, Cincinnati, Summer of 1956 

No. strains nntl % Incidence 
In Indicated Group 

- - ^ -——^ 

Dlarr lica. SO Tested No Diarrhea, Ct Tested 

SerolORlc Type ' % ' 

0-111 H 1 . 10 19 2 3 

O-*-’ II . 5 0 2 3 

0.2fi no . 1 1 2 3 

0.127 li S. 1 1 1 j 

0.12.'. nr. . 1 ■ 1 0 

n 7 . 1 1 0 

o.i 2 (i n fi . 1 1 0 

n.Pl'i IJ 15 . 0 4 0 

0.119 15 II . 0 2 3 
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these viruses, it is not improbable that adenoviruses 
might have accounted for a larger proportion of 
the viral infections. 

Although the ECHO viruses, as a group, were 
more frequently associated with diarrheal disease 
than any of the other groups of viruses or bac¬ 
teria, 13 different types were represented among 
the 42 strains that were recovered from the chil¬ 


The results obtained in this study of summer 
diarrheal disease are in many respects similar to 
those obtained in studies on the aseptic meningitis 
syndrome which has been etiologically associated 
with a very large number of distinct and unrelated 
viruses as well as with leptospira and protozoa. 
However, in the case of summer diarrheal disease 
we cannot even speak of a clinical syndrome, any 
more than we can speak of fever and headache 
as a syndrome, because diarrhea and vomiting are 
clinical manifestations of acute illnesses caused by 
a very large number of totally distinct etiological 
agents. The summer months in temperate zones 
are particularly conducive to the dissemination of 
enteropathogenic bacteria and viruses, which, espe¬ 
cially in infants under one year' of age, tend to 
produce acute, transitory illnesses with or without 
fever in which vomiting and diarrhea become prom¬ 
inent clinical manifestations. It is of interest, there¬ 
fore, that by using only single rectal swabs and 
Only two methods for virus isolation and very lim¬ 
ited serologic tests, we have been able to associate 
enteropathogenic bacteria or viruses with approxi¬ 
mately 80% of tlie 97 cases of summer dianheal 
disease encountered among young infants and chil¬ 
dren in Cincinnati in 1956, the distribution being 
approximately as follows: enteropathogenic bacteria 
only (including Esch. coli. Shigella, and Salmonella), 

Table 10.—Incidence of Dual and Single Infections With 
Viruses and Pathogenic Bacteria Among Children 
With and Without Diarrhea During the Summer 
of 1955 and 1956 in Cincinnati 


dren with diarrhea. Altliough ECHO types 6, 7, 
and 14 were encountered more frequently (23 of 
42) tlian the other 10 types (18 of 42), this may 
only reflect the fact that these viruses were being 
more extensively disseminated than the others dur¬ 
ing the years of our study in Cincinnati. That one 
cannot dismiss as insignificant a type of ECHO 
virus that ma)^ have been recovered only once from 
the children with diarrhea is emphasized by ob¬ 
servations on ECHO type 18. It was recovered as 
an unclassified virus from an 8-month-old baby 
with diarrhea in the 1955 study, and remained the 
only strain of its type among all ECHO viruses 
recovered in our study. However, an outbreak of 
diarrhea among premature and full-term infants at 
the New York Hospital-Cornell University Medi¬ 
cal Center during tlie summer of 1956 was shown 
by Eichenwald and associates to have been 
caused solely by ECHO type 18 virus; 15 strains 
recovered from sick infants and 2 strains recov¬ 
ered from two of the attending nurses, who were 
apparently the healthy carriers, were all ECHO 18, 
and it is noteworthy tliat there was no evidence of 
inapp,arent infection with this virus among the 
other infants on the same wards who remained 

well. 


Diarrhea 


Diarrhea No Diarrhea 


Positive 
Tested No. % 


ive ^ Positive 
Tested No. % 


ive Positive 

Tested No. % 


Agent Tested No. % Tested No. % Tested No. % 

rirtises only .. 50 19 34 97 34 35 300 17 17 

15 1 7 so 13 15 04 10 16 

■?KfvimS^L.. 15 2* 13 36 131 15 64 3? 5 

ialmoneiln only .... 41 1 2 86 4 5 64 0 

ihigelia only. 41 1 2 S6 2 2 64 0 

jhigella and viruses 41 35 7 SC 0 64 0 

JnlmonolUi and n 

~ Associated vims infections "'cre l ECHO 12 and 1 ^HO IS. 
t.Associated virus infections were ■> iOHO <, 1 EimO 14, 3 LOHO 
unclassified), 1 poliomyelitis (type 3), 1 CoxsacVie B j, and - cyto- 

'*'1 Assoeilfte'd^vims jnfecUons were 1 ECHO 11,1 Ooxsaekie B 2, and 1 

DDfllOUCDlC (UDCltlSSineU.). 


22%; enteropathogenic viruses only (including 
ECHO, Coxsackie A and B, polioviruses, and ad¬ 
enoviruses), 44%; and double infection with entero¬ 
pathogenic bacteria and viruses, 15%. 

Summary 

The incidence of infection with various entero¬ 
pathogenic viruses and bacteria was determine m 
158 infants and children with diarrheal disease 
during the summers of 1955 and 1956 in Cincinna , 

















A'ol. 167, No. 2 


VIRUSES-RAMOS-ALVAREZ AND SABIN 


155 


and in 1956 also in a simultaneously sampled con¬ 
trol group of children without diarrhea matched 
for age and socioeconomic status. Appro.ximately 
75% of the children were under one year of age. 
Monkey kidney tissue cultures and inoculation of 
newborn mice were the only methods used for 
recovery' of \Truses from rectal swabs obtained only 
once shortly' after onset of illness. A large variety 
of enteroviruses (ECHO, Coxsackie A and B, polio¬ 
viruses) and a small number of adenoviruses were 
recovered from about 50% of the children with 
diarrhea, and limited serologic tests indicated that 
acute viral infections also occurred in many' chil¬ 
dren from whom no viruses were recovered. The 
ECHO viruses were predominant and their inci¬ 
dence was six times greater in the diarrhea group 
than in the control group, while tlie incidence of 
the Co.xsackie A and B viruses and of the polio¬ 
viruses was similar in both groups. Serologic tests 
on acute and convalescent phase serums indicated, 
however, that the diarrheal illnesses were associ¬ 
ated in time with the onset of infections by the 
Coxsackie and polioviruses which are already' 
knov'n to produce a broad spectrum of clinical 
manifestations in human beings. Thirteen different 
serologic ty'pes were represented among the 42 
ECHO viruses that were recovered from children 
TOth diarrhea. 

Shigella and Salmonella organisms were recov¬ 
ered from only 9% of the children with diarrhea 
and from none of those without diarrhea. While 
tlie incidence of all enteropathogenic Esch. coli 
was not significantly greater in the diarrhea group 
(30%) than in the control group (20%), the sero- 
ty'pe 0.111 B 4, which constituted 62% of aU the 
recovered strains, was six times more frequent 
among the children with diarrhea; on the other 
hand, serotypes 0.119 B 14 and 0.125 B 15, which 
constituted about 50% of the strains recovered 

Table 11.—Association of Most Prevalent Types of Pathogenic 
Esch. Coli and Various Viruses in Children with 
Diarrhea During Summer of 1956 in Cincinnati 

Xo Strains Associated with Indicated Vims 

_A_^ 

Cox¬ 
sackie Unclas- Polio- 

Sero- ECHO 7 ECHO 14 B5 sified myelitis Total 

Type ‘ Xo. Xo. % Xo % ^’o. % Xo. % Xo. % Xo.'iT 

0.111 B4 16 5 31 1 6 1 6 1* 6 0 0 9 56 

0 55 Bo 5 0 0 0 0 0 0 It 20 1 20 2 40 

■* Cytopathojrenic, newborn mouse pathogenic agent. 

t Unclassified ECHO virus. 

from the children without diarrhea, were not found 
at all among the children wth diarrhea. Double 
infections witli enteropathogenic bacteria and vi¬ 
ruses were also encountered. 

The results of the present study seem to warrant 
tire conclusion that summer diarrheal disease in 
very' young children is not an entity but rather a 
consequence of transitory' infections wth a large 
variety of enteropathogenic x'inises and bacteria 


that are especially prone to produce diarrhea and 
vomiting as part of the clinical manifestations of 
infection in very y'oung infants. Despite the limited 
methods we employ'ed, it was possible to associate 
enteropathogenic x'iruses or bacteria or both wtli 
at least 80% of the 97 cases of summer diarrheal 
disease studied in 1956, the distribution being ap- 

Table 12.—Incidence of Most Common Clinical Manifesta¬ 
tions in Patients with Diarrhea from Whom Viruses or 
Pathogenic Bacteria or Both Were Recovered During 
Summer of 1956 in Cincinnati 


9c in Indicated Category 
__ 


Agents Recovered 

Xo. 

Hos¬ 

pital- 

iza- 

tion 

Fe¬ 

ver 

Vom¬ 

iting 

Dehy¬ 

dra¬ 

tion 

Mucus Blood 
in in 

Stools Stools 

Vlni=es only. 

.34 

33 

62 

62 

29 

44 

20 

Pathogenic E«ch. coli only 

13 

77 

11 

S5 

S.5 

15 

0 

Viruses and pathogenic 
Esch. coli. 

1.3 

92 

61 

61 

92 

23 

0 

Shigella or Salmonella ... 

6 

S3 

S3 

67 

33 

33 

17 


proximately as follows: enteropathogenic bacteria 
only' (including Esch. coli. Shigella and SalmoneUa), 
22%; enteropathogenic wuses only' (including 
ECHO, Coxsackie A and B, polioviruses and adeno¬ 
viruses), 44%; and double infection mth entero¬ 
pathogenic bacteria and wuses, 15%. None of the 
children died, and the disease was generally milder 
among the children from whom only viruses were 
recovered, although 53% of them were sick enough 
to require hospitalization. 

Addendum 

Our associate. Dr. Hans J. Eggers, recently com¬ 
pleted an analy'sis of the four unclassified, cyto- 
pathogenic, newborn mouse pathogenic strains 
listed in table 4 and found that the three 1955 
strains consisted of (1) a mixture of Coxsackie 
A 9 and pohorirus 1, (2) a mixture of Coxsackie 
B 3 and an ECHO virus, and (3) an antigenic 
relative of ECHO 10; the 1956 strain proved to be 
a mixture of Coxsackie A 9 and B 4. 

The Children’s Hospital Research Foundation, EUand 
Avenue and Bethesda (29) (Dr. Sabin). 

This study was aided by a grant from the National 
Foundation for Infantile Paralysis. 
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TREATMENT OF THE ACUTE COMPLICATIONS OF CHRONIC 

ALCOHOLISM 

USE OF AZACYCLONOL (FRENQUEL) HYDROCHLORIDE IN ONE HUNDRED CONSECUTIVE CASES 

Julius C. Travis, M.D., San Francisco 

Wliere patients are received in a clinic .such as 
the Adult Guidance Center, whicli is dedicated to 
the treatment of those who have a drinking prob¬ 
lem, someone frequently arrives who is in biologiral 
and psychological extremis. This patient 
suffering from symptoms of starvation and dehy¬ 
dration as well as from confusion, extreme restless¬ 
ness, hallucinations, nightmares, and autonomic 
nervous system syndrome.s indicating near collapse. 

Our clinic is not devoted to the drying out process 
only. We believe, however, that by treating this 
group of patients successfully while they are in 
extreme situations, rapport and confidence can 
established wliich will be the foundation for more 
definitive treatment later of the total pioblem tl 
nat"ent brings. Some of our general policies and 
procedures have been described by Peltenbuig 
ind Oiiiros,^ and will not be covered in this papei. 

In the course of assaying the value of new rnedi- 
ciments as they become available, azacyclonol 
(Frenquel) hydrochloride was tried, but little or no 
ifccesf was Achieved in its use until the coreect 
dosage had been determmed_me^^ 

Public UeaWi. 


The responses of 100 chronic alcoholic 
patienfs with acufe compliqafions were 
studied with respect to ozacyefonof hydro¬ 
chloride, a drug with marked antihallucina- 
tory effect. It was given by mouth, generally 
in doses of one 100-mg. tablet four times a 
day, in addition to the medication usually 
given to patients who are psychologically 
and biologically in extremis. Of the 75 who 
had hallucinations, 60 recovered quickly and 
8 were improved. The effects are illustrated 
by two cose histories. By treating this group 
of patients successfully while they were m 
extreme situations, rapport and confidence 
were established which formed the basis for 
more definitive treatment of the patients 
total problem. Hospitalization might have 
been useful in many coses, but if is ^eheved 
that azacyclonol was of considerable help 
in treoting these people at the outpatient 

level. 
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lished, through the reports of several investigators,® 
considerable success was achieved. Indeed, studies 
were begun on a series of 100 patients in order to 
verify our early nonstatistical conclusions regard¬ 
ing ihe benefit derived from azacyclonol. 

Plan of Treatment 

The drug was to be gi\'en primarily to those who 
had hallucinations; secondarily, to those who had 
such severe nightmares that sleep was too inter¬ 
rupted for adequate rest; and thirdly, to tliose who 
sufFered from and admitted confusion of mentation. 

The follomng statistics were kept in punch-card 
form, care being taken not to assay the treatment 
until at least two weeks had passed from the time 
it was begun: name, clinic number, date of initia¬ 
tion of treatment, age, sex, occupation, inteiv'al 
since last employment, date of return to work, 
marital status, number of marriages, interval since 
the last drink, length of binge, number of times 
delirium tremens had been e.xperienced on previ¬ 
ous occasions, t\'pe of hallucination and the period 
of the day when present, nightmares, confusion, 
psychiatric diagnosis (according to American Psy¬ 
chiatric Association Diagnostic and Statistical Man¬ 
ual of Mental Disorders, 1952), physical diagnosis, 
dosage method, frequency of administration of aza¬ 
cyclonol, adjunctive therapy, number of days of 
treatment ^^^th azacyclonol, results of treatment, 
and disposition of the patient at the end of treat¬ 
ment (or at time of statistical survey). 

I did not diagnose and treat all of the patients 
recorded in this series; some were cared for by the 
seven psychiatrists and three internists on our staff. 
These physicians were told that a statistical assay 
was to be done and were instructed to note in the 
patients’ folders certain facts, such as time of re¬ 
cover}' from specific symptoms, return to work, and 
so on. They were not asked to code their opinions 
of the treatment. 

A double-blind study was considered unneces¬ 
sary, since this method of study had already 
been utilized by others."' Moreover, azacyclonol re¬ 
verses electroencephalographic changes produced 
by d-lysergic acid diethylamide (LSD-25).'"’ We 
had previously observed the specific effect of azacy¬ 
clonol in alcohohc patients receiving intravenous 
medicaments. In them, the drug relieves hallucina¬ 
tions, frequently before the needle is removed 
from the vein. 

Numerical Assay 

The series of patients was hmited to e.xactly 100 
so that numbers of patients would correspond to 
percentage of cases. The average age was 42.49 
years, with extremes ranging from 27 to 66 years, 
and a standard deviation, of 8.17 years, which cor¬ 
respond closely to the clinic general averages. The 
sex difference was 80 males to 20 females, a ratio of 
4:1, which likewise is close to the clinic average. 
Only 38 of the group were married; of the 80 men. 


35% were married, while of the 20 women, 60% 
were married. Of the whole group, 82 had been 
married at one time. 

Occupationally, they were dmded as follows, in 
order of frequency: craftsmen, 31; sei^dce, 19; 
labor, 15; professional and technical, 10; not in 
labor force, 7; clerical, 5; operative, 5; and sales, 4. 
Managerial personnel, entertainers, and farm groups 
supplied the remaining four. 

In regard to length of the binge they had been 
on, 13 admitted 1 to 4 days; 13, 5 to 6 days; 15, 7 to 
9 days; 16, 10 to 14 days; 12, two to three weeks; 
4, three to four weeks; 4, four to five weeks; 4, five 
to six weeks; 3, six to eight weeks; 9, trvo to three 
months; 1, three to five months; and 3, over eight 
months. In three cases eitlier die patients could not 
remember how long the binge had lasted or this 
fact was not recorded. 

We questioned these patients concerning the in¬ 
terval between the time of the last drink and the 
time they sought help. Tliirt}'-five were drinking 
when treatment was started; 33 took their last drink 
the day before; 20 had stopped in the prewous 5 
days; 3, a week prior to treatment; 6, 10 to 30 days 
before; 2, two to six months ago; and 1, a year ago. 
Those who had asked for treatment so long after 
cessation of drinking were not usually hallucinat¬ 
ing but were complaining of extreme restlessness, 
bad dreams, or confusion, all leading to a desire to 
return to drinking and thus a return of die patient 
to a physician. 

Statistics were kept regarding the time inten'al 
since last emplo}Tnent. Some of these are not per¬ 
tinent here, but let it be noted that 10 of our group 
were employed at the time treatment was begun. 
This group of nine men and one woman included 
five persons who were acti^’ely hallucinating and 
three who were diagnosed as psychotic (only one 
of whom admitted hallucinations). 

Our analysis of the number of times these pa¬ 
tients had previously suffered delirium tremens 
referred usually to s}'mptomatic and subjective 
statements concerning the frequency of occurrence 
of visual, auditory, or haptic sensations which could 
not be proved by tiiem at the time and were thus 
considered subjective in origin. Sometimes the pa¬ 
tients were sufficientiy aware of the true meaning 
of delirium tremens to differentiate between it and 
hallucinosis, but not frequently. At any rate, 52 
revealed that they had had delirium tremens 1 to 
12 or more times before. Six in the group an¬ 
nounced that there were too many times to recall. 

In regard to physical illness occurring concomi¬ 
tantly with the psychiatric problem, 57 of tlie pa¬ 
tients were found to have notable diseases or for¬ 
mer operations of consequence. Peripheral neuritis 
led the list vath 19 cases. There was erddence of 
fatty degeneration of the hver in eiglit, cirrhosis in 
four, and peptic ulcer in tliree. Gastrectomy had 
been performed in five. There was one case each of 
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tlie following illnesses; bronchial asthma, recent 
head injury, arthritis, hypertension, cardiac decom¬ 
pensation, and gastritis. Since gastritis is almost 
constantly present, in the patient after a recent 
severe drinking bout, had it always been noted per 
se, the incidence would have been much greater. 

Illnesses carded as miscellaneous totaled 12%, 

Psychiati-ic disorders were as follows, in order of 
frequency, nonpsychotic diagnoses included pas¬ 
sive-aggressive personality, 30; inadequate person- 
alit)^ 25; emotionall)' unstable personality, 9; schiz¬ 
oid personality and cyclothymic personality, 2 each; 
and drug addiction, 1. Psychotic diagnoses included 
chronic brain syndrome, 2; acute brain syndrome, 2; 
agitated depressions, 2; unclassified psychosis, 1; 
and schizophrenia, 12. 

It should be noted that psychoses accounted for 
19 of the total group and, in all but tlie 4 brain 
syndromes, were not directly resultant from alcohol 
imbibition. It should also be noted that our psychia¬ 
trists did not make one diagnosis of alcoholism per 
se in these 100 “alcoholics,'” although 5 were left 
undiagnosed. In a larger group, other personality 
disorders would have been seen. 

Of the total group, 66 had auditory hallucina¬ 
tions, 41 had visual hallucinations, and 2 had haptic 
hallucinations alone. Seventy-five patients had hal¬ 
lucinations, which occurred at night in all cases and 
in the daytime as well in 49. Treatment was given 
to 25 otlier patients who seemed on tire verge of 
hallucinating and complained of bad dreams, al¬ 
most total insomnia, and confusion. 

The medicament, azacyclonol, was administered 
almost unifonnly in a dose of one lOO-mg. tablet 
four times a day. This was done in 87 of the pa¬ 
tients treated, 4 being treated on a three times a 
day basis, one twice daily, one five times daily, one 
on scattered dosage, four on intravenous plus four 
times daily by mouth basis, one orally at bedtime 
only, and one intravenously for only one dose. 

Tlrus, 91 were on oral medication four times a day 
after the initial dose. 

Tire-medicine was given only one day in 14 pa¬ 
tients, 2 days in 18, 3 days in 25, 4 days in 15, 

5 and 6 days in 11, and as long as 13 days in 7. 

Ten patients continued therapy for more than two 
weeks, since they wished to do so. Six of these 10 
were psychotic and claimed relief. The relatively 
short period of treatment reflects die prompt re¬ 
sponse to therapy, since the drug was not con¬ 
tinued more than a day after cessation of symp¬ 
toms. Some of these patients after having taken 
azacyclonol requested that ti-eatment be continued; 
others asked for the drug by describing the tablet 
after its use had been discontinued by the physi- 
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Results 


Clans. 


In no case was azacyclonol used alone, save in 
initial intravenous injections. In all other situations 
it was used as an adjunct to our usual medication 
for patients in severe condition. 


Of Je total group, 57 were considered recovered 
and 27 improved, or a total of 84 recovered or im¬ 
proved. At the time of assay, 51 'were again em¬ 
ployed It is assumed that a larger percentage 
wou d be employed if a later assay had been done 
Of the 100 patients, only 6 were sent to the hospi¬ 
tal, 6 discontinued treatment, and 4 were unim¬ 
proved. Most patients in these latter three groups 
continued to drink and were tiius unchanged or 
worse after initiation of treatment. It was not be¬ 
lieved that any patient was made worse by the 
treatment. Of the group of 75 who hallucinated, 60 
(80%) recovered quickly and 8 (11%) were im¬ 
proved, totaling 91%. 

Report of Cases 

Case l.-A divorced male of 46 years, a skilled laborer 
with a life-long history of alcoholism, reported to the clinic 
on AJarch 28, 1957, after having been absent from treat¬ 
ment for 11 months. He stated diat he had had difficulty in 
his relationship to a woman friend in that she began drink¬ 
ing. He, too, had been drinking for two weeks. He was very 
upset because of his current plight, as he was now friend- 
less, jobless, almost totally insomnic, nauseated, anore.vic, 
and uncontrollably shaky witli profuse sweating, weakness, 
and exhaustion. He was treated immediately with paren- 
terally given vitamins and dimenhydrinate (Dramamine), 
oral gastric sedatives, anesthetics, and a milk shake. He was 
given mephenesin (Tolserol), meprobamate, and barbitu¬ 
rates to take ndtli him. 

He returned tlie next day unimproved, and similar me¬ 
dicaments as well as adrenal cortical extract were given. 
The following day he returned on schedule, still miserable, 
insomnic, restless, and hallucinating. He complained of heat¬ 
ing doorbells and telephone bells which interrupted him 
repeatedly during the nights. At this visit, azacyclonol, 
100 mg. four times a day, was ordered. On his ne.xt visit 
tire following day, he reported being slightly less insomnic 
and was no longer hallucinating but lie was still restless. 
Two days later he realized he was improving. “I’m coming 
around; Tm better, but still tense. I can’t write yet,” he 
volunteered. From then until the present writing, he has re¬ 
turned to tlie clinic about twice a week. He has been work¬ 
ing steadily since April 10. Whether this patient could have 
been cared for in the clinic setting without the aid of 
azacyclonol is doubtful. 


Case 2.— This patient, a professional man of 32 years, 
witli a history of intermittent drinking since 1944, heavily 
enough to cause him to lose jobs during the past three years, 
had begun treatment at the clinic on Jan. 22, 1957. After a 
few visits he had discontinued treatment but not the drink¬ 
ing. As a result, he had to enter a sanitarium, where he re¬ 
mained 72 hours and then signed himself out. He returned 
to the clinic the next day, on March 11, 1957, in a very 
frightened and disturbed condition, stating that he had been 
having both visual and auditory hallucinations. He was 
able to maintain some sort of intellectual interest in the 
phenomena which occurred, but without avail, for he e 
came frightened both of the sensations and of the fact mat 
he had become sicker than he had realized. He was given 
azacyclonol, 100 mg. intravenously, and reported immcdiafc 
cessation of the disturbing sounds and figures. He reJaxci 
visibly as the medicine look effect, but consciousness ap¬ 
peared to improve rather than to diminish as m a sedauv 
approach. He had been taking chlorpromazine (Thorazineb 
300 mg. per day, and was allowed to continue this, 
the addition of azacyclonol, sedatives, and vitamins. 
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were no further hallucinations, although he had kept every¬ 
one awake the preWous night as he greeted people at the 
door, chased animals around the room, etc. He had ended 
up e.shausted, frantic, and confused. He returned to work 
the day after azacyclonol was given intravenously, since he 
felt that he could afford no more time off the job. The 
hallucinations did not return. Azacyclonol was discontinued 
on die fourth day. He reported that he had received no 
specific treatment for his hallucinosis while in the sani¬ 
tarium. 

Comment 

Differentiation bettveen clearly demarcated de¬ 
lirium tremens and hallucinosis was not at¬ 
tempted. In an outpatient facilit}' such as ours, 
continuous medical observation of the patient by 
trained personnel is not possible. Tlie patient 
usually is cared for by a relative or a friend, but 
sometimes there is no one. Many of these patients 
recovered alone in their rooms, venturing out only 
to come to the clinic for treatment, hiany bad poor 
later recall of events leading up to their arrival at 
the clinic. Nearly all had been almost completely 
sleepless prior to arrival, but after treatment began 
to get sufficient rest for recover}'. Sedation was 
almost uniformly used as part of the medical regi¬ 
men, as were gastric anesthetics and sedatives, and 
mephenesin. A small percentage of patients re¬ 
ceived ataractic and tranquilizing medicaments, 
too. Some were gh'en adrenal cortical e.xtracts. One 
patient, addicted to both alcohol and amphetamine, 
experienced a reduction of hallucinations after in¬ 
travenous administration of azacyclonol, but he 
could not maintain this reduction when tlie drug 
was given orally. This group of 100 patients were 
admitted to the clinic during the course of four and 
one-half months. They represent a relatively com¬ 
plete hst of consecutively treated patients in a busy 
clinic. Tliere were some, however, who were treated 
successfully in the same manner but who were not 
included in the series because of inadequate data 
in different areas, although their names were 
kno^vn; others failed to get on tlie roster and, there¬ 
fore, could not be included. 

Wffiile such patients have been treated mthout 
hospitalization more or less successfully in the past, 
the rate of success in this series was felt to be sub¬ 
stantially increased and hastened by the use of 
azacyclonol. It is not meant here that we are against 
hospitalization of any patient who needs it, but 
rather it is believed that many physicians will find 
themselves in the position of having acutely sick 
patients who for reasons of indigency or lack of 
hospital beds cannot be treated in a hospital, and 
who tlierefore need the extra assistance of the type 
offered by this drug. Many more of these patients 
should have been hospitalized; perhaps all of them 
would have benefited by such care. It was not 
available to them for the foUou'ing reasons: (1) 
actual lack of hospital space; (2) the patients o\vu 
reluctance to accept charity care; (3) fear of being 


committed to a state hospital as a result of his local 
hospitalization; and (4) unuoUingness to afford the 
luxury of time off work. 

Most of these patients were seen daily or twice 
daily in the clinic for the first several days. The 
psychiatric diagnosis was usually determined prior 
to the acute illness (as on a former admission) or 
after the early episode. 

Conclusions 

It has been shoum tliat of 100 acutely ill patients 
suffering from the acute comphcations of prolonged 
alcoholic intoxication, most could be treated suc¬ 
cessfully as outpatients. Azacyclonol is of consid¬ 
erable help in the treatment of such patients in any 
situation, primarily through shortening the recover}' 
period and making it tolerable. (If the recovery 
period is not tolerable, such patients use alcohol as 
a sedative or h}'pnotic, thereby really protracting 
and increasing the total illness.) Azacyclonol in¬ 
jected intravenously reduces fear and anxiet}' im¬ 
mediately by halting the hallucinator}' images or 
sensations; when given by mouth, it appears to 
achieve the same result in similar but somewhat 
slower fashion. Sociological, biographical, and med¬ 
ical data have been offered to suggest a picture of 
tlie patients. The oral dose of azacyclonol was 100 
mg. four times daily in most cases. The duration of 
administration of the drug as determined by re¬ 
covery from the symptoms was generally less tlian 
four days. 

150 Otis St. (3). 
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METHOCARBAMOL-NEW AGENT IN TREATMENT OF NEUROLOGICAI 

AND NEUROMUSCULAR DISEASES 


Desmond S. O’Doherty, M.D. 
and 

Charles D. Sliields, M.D., Washington, D. C, 


The need for a substance whicli would reduce 
spasticit)% rigidity, and muscle spasm, as well as 
prevent the fonnation of contractures in neuro¬ 
muscular diseases, has Jed to the investigation of 
several agents which were pui-ported to have a ben¬ 
eficial eJTect on spasticity without causing a propor¬ 
tionate weakness, that is, not changing a spastic 
\\'eakness into a more disabling flaccid weaJoiess. 
The temi "lissive” has been used to designate this 
action.' 

Up to tin’s point tlie promising group of sub¬ 
stances has been mephenesin, mej^robamate, and 
zo.vazolamine. There has been some disappointment 
regarding the effectii'eness of these preparations. 
The results vary greatly as to the type of observa¬ 
tion and t}Tpe of patients and u'hether spasticity 
arises from the supraspinal or spinal levels. Unfor¬ 
tunately, most obseiwations must be subjective. 
Tliere is no good objective test to evaluate the ef¬ 
fect of drugs clinically, ^^fllile the electromjmgram 
offers a direct measurement test, to be really objec¬ 
tive it should be done at regular intervals and not 
just at the time the drug is administered inti-ave- 
nously. This is difficult to arrange for a large num¬ 
ber of patients. 

Many drugs are effective in reducing spasticity 
for short periods but must be given in high doses, 
and usually the effects wear off too quickly to be of 
v'alue. To be effectir'e, tlien, tlie idea] lissive agent 
should have a long therapeutic effect, be available 
in an oral prejraration, and, if side-effects are pres¬ 
ent, have a ratio between to.xic and dierapeutic 
dosage great enough that the side-effects are not 
more incapacitating than the primary condition. 

In view of the large number of patients who have 
neuromuscular and neurological diseases and the 
minimal effectiveness of preparations presently 
available, new pharmacological fields must be 
plowed until the ideal drug is found, since it is not 
likely that surgical procedures, at least in the case 
of spasticity, will ever be the complete answer. 
Consequently, we have studied the effectiveness of 
a new preparation, methocarbamol, on a new group 
of patients with neuromuscular ^nd neurological 
clisCcXSCs. 

Methocarbamol (Robaxin) is 3-o-methoxyphe- 
noxy-2-hydroxypropyl-l-carbamate. It is derived 

from guaiacol glyceryl ether, and tire skeletal mus¬ 
cle relaxing properties of the parent compound 
were described by Ginzel." The pharmacodynamic 


Associate Professor of Neurology (Dr. O’Dohorty) and Professor of 
Physical Medicine and Ilehabilitation (Dr. Shields), Georgetown Uni- 
versity JvJctlical Center. 


If one accepts the theory that spasticity is 
the result of the release of the spinal cord 
from the inhibition of higher centers, in both 
the brain stem and cortex, resulting in a sus¬ 
tained reflex increase in tonus, extensor in 
the lower and flexor in the upper extremities, 
then it will be seen that a drug, to be effec¬ 
tive, must either restore the "inhibition" to 
the cord or break up the sustained reflex 
activity. The ideal lissive agent should have 
a long therapeutic effect, be available in on 
oral preparation, and, if side-effects are 
present, hove a ratio between toxic and 
therapeutic dosage great enough that the 
side-effects are not more incapacitating than 
the primary condition. With methocarbamol 
a good result was obtained in 72 % of pa¬ 
tients with both acute and chronic spasm. An 
improvement in all patients with incoordina¬ 
tion was observed. Methocarbamol is of 
value in muscle spasm and severe flexor 
spasms accompanying cord disease and has 
os well a more limited use in the treatment 
of incoordination. 


studies performed by Truitt" demonstrated that 
metlrocarbamol produced a prolonged relaxing ef¬ 
fect on skeletal muscle tlirough a depression of 
spinal inultis)maptic pathways with no effect on 
monosynaptic reflexes. Solomonobserved that 
methocarbamol had no effect upon motor nerves, 
muscle, myoneuronal junction, or monosynaptic 
arcs. These studies confirmed the observation of 
Truitt that the site of action of methocarbamol is at 
tlie interneuronal junction in the spinal cord. Mor¬ 
gan and associates® reported determinations of 
plasma levels of methocarbamol in the dog after 
oral and inti-avenous administration. 

These voluntary muscle relaxing qualities, in ad¬ 
dition to the wide tlierapeutic range, suggested the 
clinical application of methocarbamol in a wide 
variety of neuromuscular disorders. To a selected 
group of patients tlie drug was administered in a 
dosage from 1 to 4 Gm. daily in divided doses. ISo 
patient is included in tliis report who was on the 
medication less, than two montlis if his condition 
was chronic and two weeks if his condition was 
acute, unless recovery occurred promptly. The ina- 
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jorit}' of die patients ivith severe spasticity and con¬ 
tractures received the preparation for six months to 
a year. 

Patients were selected to include a representation 
of the main problems of neurological and neuromus¬ 
cular disease, namely (a) spasticiU', represented by 
patients with multiple sclerosis, primar\' lateral 
sclerosis, traumatic spinal cord disease, and heredo¬ 
familial degenerative disease; (b) rigidity, as seen in 
Parkinsonism; (c) contractures, as seen in muscular 
dystrophy; (d) incoordination, as found in such 
spinocerebellar and cerebellar diseases as multiple 
sclerosis and heredofamilial degenerative disease; 
and (e) muscle spasm, as in poliomyelitis, fibromyo- 
sitis, and secondarj' to herniated nucleus pulposus. 
Tliere were 70 patients and 75 trials performed. 
The distribution of clinical trials is seen in the table. 

Results According to the Major 
Symptomatic Problem 

Spasticity.—Eighteen patients had spasticity of a 
severe degree as the primary problem. Tliese in¬ 
cluded some patients svith multiple sclerosis whose 
weakness was not in proportion to the degree of 
spasticity and the traumatic paraplegias where 
spasticity was both incapacitating and accompanied 
by a severe reflex muscle spasm. Since there are no 
foolproof methods to objectively evaluate the re¬ 
sults of treatment in spasticity we use the followng 
criteria; (1) the appraisal, by tlie patient himself 
and members of the family, of tire patient’s progress 


Distribution of Patients and Results of Seventij-five Clinical 
Trials with Use of Methocarbamol 


Symptoms 

Spasticity 


Rmidjty 


Contractures 

IncO' 

ordination 

Muscle 

cpa«!m* 


Diaftno'ty 
Multiple «clcrosi*‘ 
Primary lateral 
multiple sclero‘51‘5 
Adhesive arachatti*? 
Traumatic paraplegia 


ParJvin‘:oni‘!m 
Cepbalic tetanus 

Muscular dj strophy 
Sploocerebellar ataxia 
Multiple ffclero=i« 

Acute 

Chronic 


38 

4 
1 

5 

19 

o 

G 

8 


Re«uU« 


Pa 

tients, 

No 

12 


Good Fair Poor 


Im 

proved. 


4 

17 

0 


4 

19 


100 

100 

0 


* Mu«:cle spasm group Included diagnose': of herniated di^K, fihroinvo* 
sitic, torticoUi«, and poliomyelitis 


and decrease in pain, and (2) tlie grading of spas¬ 
ticity and reflex change by the examiner. To elimi¬ 
nate as far as possible the diflFerence in interpreta¬ 
tion between examiners, patients were followed by 
a single examiner. 

Using the above criteria, no patient was consid¬ 
ered to have had more than a moderate decrease in 
spasticity. If any change occurred it was not enough 


to be of clinical advantage. On the other hand, the 
painful reflex spasms seen in four patients with 
severe pyramidal tract disease were complete!}’ 
eliminated in one patient and markedly decreased 
in two others, representing an improvement in three 
of fom cases. No patients developed an increase in 
weakness such as we have observed and which has 
been reported in the use of some other h'ssive - 

A 

wwv\aaaaaaaaAAAAAAAa/ 

B 
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Tremogram showing effect of methocarbamol on rate and 
amplitude of typical Parkinsonian tremor. A, before intra¬ 
venous administration. B, pattern starting 15 minutes after 
injection and lasting one to one and one-half hours. C, hvo 
hours after injection. 

agents.* Generally, tlie reflexes were unafleected ex¬ 
cept in one patient wth multiple sclerosis in whom 
Babinski signs and hyperactive knee jerks disap¬ 
peared during treatment and gradually returned 
when the therapy was discontinued. 

Rigidity.—Four patients with Parkinsonism and 
one patient wth •cephalic tetanus were included in 
this study. In the former patients there was subjec¬ 
tive improvement in one patient but no sustained 
improvement in the rigidity. Intravenousl}' admin¬ 
istered methocarbamol in one patient had a definite 
short efiect on the severe tremor; however, pro¬ 
longed treatment with the oral preparation was in¬ 
effective. A tremogram is shown in the figure, indi¬ 
cating a transient effect on the tremor in this pa¬ 
tient. The patient wdth cephalic tetanus was graded 
as having 40% total improvement when sustained 
on intravenous injections. He was not sustained by 
oral medication. 

Contractures.—Nineteen patients with muscular 
dystrophy and various stages of contracture rang¬ 
ing from tightness of the Achilles tendons and the 
iliotibial bands to severe deforming contractures 
were treated for over one year with methocarbamol. 
At the end of that time 7 remained the same and 12 
had become worse. Comparing tliese results uath 
another e.xperimental preparation used in tlie same 
way, the results were appro.ximately the same. 

Incoordination.—0{ eight patients in whom cere¬ 
bellar signs were marked, four showed a noticeable 
improvement in speech and ability to perform co¬ 
ordinated actions. Obwously it is impossible to 
quantitate this improvement; however, in two pa- 
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tients who improved, there was regression with 
Witlidrawal of the drug and reimprovement on re¬ 
turn to the therapeutic regimen. 

Muscle Spesui.—Twenty-£ve patients were repre¬ 
sented in the group witli muscle spasm. In 18 cases 
of acute disease there were excellent results. These 
included six cases of herniated lumbosacral disk and 
eight cases of acute fibromyositis from eiflier trau¬ 
ma or inflammation. These patients had alleviation 
of symptoms promptly, and the results were lasting 
\wtli an a^'^erage total dose of 4 Gm. Moderate re¬ 
lief occurred in t^'o cases of herniated disk and one 
case of poIiom 3 '^elitis. In one case of spasmodic 
torticollis secondary to herpes zoster involving 
cerva'cal roots, retreatment was necessary after an 
initial relief. In seven cases, which included two 
cases of torticollis and four cases of chronic fibro- 
m)'ositis of tlie cer\'ical tension tj^e, there was no 
remarkable relief. The results are summarized in 
tlie table. 

Comment 

Tile problem of allewating spasticit)' is an ex¬ 
tremely complex one. If one accepts the theory tlrat 
spasticity is the result of the release of the spinal 
cord from the inhibition of higher centers, both in 
tlie brain stem and cortex, resulting in a sustained 
reflex increase in tonus, extensor in the lower and 
flexor in the upper extremities, then it ^vill be seen 
tliat a drug, to be effective, must either restore tlie 
“inhibition” to the cord or break up the sustained 
reflex activit}^ Since this inhibition comes from 
many areas, e. g., cortex, reticular substance of tlie 
brain stem,'^ basal ganglions,® and cerebellum, it 
would require diat a drug have a selectivit)'^ for 
these areas to show any degree of effectiveness. 
Tliere is, however, the possibility that certain le¬ 
sions may be more likely to respond to centrally 
acting agents, and indeed this is true clinically. 
Spasticity from lesions of the cortex is less severe 
than that of subcortical origin.” Furtliermore, the 
sjiasticity resulting from cortical lesions, as seen in 
cerebral palsy, have been the most responsive to 
the use of lissive agents.This, however, may not 
be due necessarily to the selectivity of the drug, since 
it is well known that the spastic hemiparesis result¬ 
ing from lesions occurring in childhood is quantita¬ 
tively different from tliat which occurs in adult life. 
Tliis has been postulated as being tire result of 
the development of ipsilateral innervation." 

It is further evident that with spinal cord lesions 
no drug, whether acting on multineuronal or mon¬ 
osynaptic circuits, is likely to have much effect un¬ 
less it affects the overactive reflex pattern at tire 
segmental level. Morphine and codeine seem to be 
effective here, but, due to the dangers inherent m 
their use, they are not ideal drugs for long-term 
therapy. Perhaps the ideal medicament would be a 
combination of synthetic opiate derivatives, winch 
have been discarded because of lack of central et- 
fect, together with the central relaxants or hssive 

agents. 


J.A.M.A., May 10,195s 


Rigidity poses a problem different only in that it 
results from activity, or lack thereof, above the 
cord. The pathophysiological mechanism is not 
fully understood, however, it is certain again that 
we are dealing with multisynaptic mechanisms. We 
are furtlier along in our knowledge of the treatment 
of rigidity than of spasticity since the anti-Parkin¬ 
son drugs have proved to be useful in the reduction 
of rigidity in patients with Parkinsonism, at least in 
the early and milder stages. Furthermore, surgical 
procedures on a single level, such as chemopalli- 
dectomy, have ameliorated the symptoms of rigidity 
in a significantly high percentage of cases.’= 

Muscle spasm is closely related to spasticity in 
some respects but different mainly in that tlrere is 
no full or permanent loss of higher center inhibi¬ 
tion to the cord, and hence it is not truly a state of 
uninhibited, increased stretch reflex. A possible ex¬ 
planation is that tlie spasm may be the result of 
maintained tension as a reflex response to pain." 
In any case the response to lissive agents is much 
more gratifying here than in the case of spasticity 
and rigidity. In die case of contractures it is easil}' 
understood why no response is obtained. These 
cases represent structural defects rather than in- 
crease in tonus on reflex basis. Tlierefore, dnigs 
acting on die brain or cord would have little effect 
in restoring normal elasticity. 

A noticeable improvement in cerebellar signs 
with methocarbamol is difficult to understand un¬ 
less one considers that cerebellar abnormality may 
be an overplay on die “input” or sensory side re¬ 
sulting in exaggerated efferent activity. If this is 
true, the effect of the medication may be the block¬ 
ing of multisynaptic systems widi reduction of a 
sensory “shower” to the cerebellum. This is only 
one of the many areas which will need investiga¬ 
tion before our understanding of the physiology or 
treatment of these symptoms is complete. 

Summary 

The results of methocarbamol (Robaxiu; 3-o-meth- 
oxyphenoxy-2-liydroxypropyl-l-carbamate) admin¬ 
istration were evaluated in 75 trials performed in 70 
patients with skeletal muscle hyperactivity second¬ 
ary to neurological disorders. Efficacy of drug ad- 
ministi'ation was determined by the degree of 
change in major symptomatology, such as spasm, in¬ 
coordination, contractures, rigidity, and spasticity. 
An excellent result, after methocarbamol adminis¬ 
tration, was obtained in all patients widi acute 
skeletal muscle spasm. A good result was obtained 
in 72% of the patients with both acute and chronic 
spasm. An improvement in all patients with inco¬ 
ordination was observed. This response was con¬ 
sidered good in one-half of die group and fair in 
tlie others. At the dosage administered (1 to 4 Gnr 
per day) failures were noted in all patients studied 
with contractures, rigidity, spasticity, and chronic 
fibromyositis. Metliocarbamol is of value m muse 
spasm and severe flexor spasms accompanying cor 
disease and has as well a more limited use in 
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treatment of incoordination. Further investigation 
regarding tlris and similar drugs is warranted in the 
investigation of treatment for spasticity and rigidity. 

3800 Reservoir Rd, N. W. (7) (Dr, O’Doherty). 

The medrocarbamol used in this study was supplied as 
Robaxin by the A. H. Robins Company, Inc., Richmond, Va. 
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METHOCARBAMOL (ROBAXIN) IN ORTHOPEDIC CONDITIONS 

PRELDnNARY REPORT OF ONE HUNDRED CASES 
H, Francis Forsjdh, M.D., Winston-Salem, N.C. 


During pharmacological studies of methocar¬ 
bamol (Robaxin) at the Bowonan Gray School of 
Medicine, the drug was administered to a labora¬ 
tory technician who was suffering from a herniated 
cervical disk. The relief of pain and muscle spasm 
in this patient (who had not responded to conserva¬ 
tive measures prior to drug therapy) was so sig¬ 
nificant that additional clinical trials were instituted. 
The results observed with this compound in 100 
patients are the basis of this report. 

The problem of pain due to involuntarj' spasm of 
skeletal muscle is one that frequently confronts the 
orthopedic surgeon. This spasm usually arises as a 
protective mechanism when the body attempts to 
splint a part that would be painful if moved. In 
time the muscle spasm itself may become painful, 
and contribute as much or more to the patient’s 
discomfort as the original condition. Consequently, 
an important part of the treatment of many ortlio- 
pedic conditions or injuries is directed toward the 
relief of pain due to muscle spasm. Furtliermore, 
spasm of the surrounding musculature frequently 
interferes with the reduction of a fractured bone, 
a dislocated joint, or a herniated disk. 

From the Department of Orthopedic Surger>', Bowman Gray School 
of Medicine of Wnhe Forest CoUege. 


The ability of methocarbamol to relax 
spastic muscles was noted incidentally to 
other studies, but was found to merit special 
investigation. The effects here reported were 
obtained in 58 patients with acute ortho¬ 
pedic conditions (especially herniated lum¬ 
bar and cervical disks) causing painful mus¬ 
cular spasms, 7 patients with chronic condi¬ 
tions, and 18 patients recovering from ortho¬ 
pedic surgery. The average oral dose of 
methocarbamol was 6 Gm. per day in di¬ 
vided doses, using 500-mg. scored tablets. 
The relief from pain was often prompt and 
striking. The resultant facilitation of treatment 
and hastening of recovery is exemplified in 
four case histories. Side-effects were minor, 
but occasionally made it necessary to reduce 
or interrupt medication. Methocarbamol was 
particularly useful in such procedures as re¬ 
ducing dislocated shoulders without anes¬ 
thesia and manipulating spastic feet. 
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Recently a number of new drugs have been in- 
troauced which have the property of relaxing die 
nivolunt^y contraction of these skeletal muscles 
to a variable degree. Unfortunately, most of these 
drugs have unpleasant or undesirable side-effects 
which make them less useful or somewhat hazard¬ 
ous. 

In my clinical experience, methocarbamol has 
afforded greater relief of muscle spasm and pain 
for a longer period of time without undesirable 
side-effects or toxic reactions than any other com¬ 
monly used relaxants such as mephenesin, meproba¬ 
mate, zoxazolamine, or chlorpromazine. 

Pharmacology 

. Mediocarbamol [3-(o-methoxyphenoxy)-2-hydrox- 
j'jiropyl-l-carbamate] was synthesized by Murphey 
in 1953.' The pharmacological actions of diis com¬ 
pound were determined by Truitt and Litde - at die 
Bowman Gray School of Medicine. They demon¬ 
strated that methocarbamol inhibited polysynaptic 
spinal reflexes while it had no effect on monos^map- 
tic reflex arcs. Their studies indicated that this drug 
did not directly influence skeletal muscle and diat 
voluntary muscular relaxation was a result of a 
selective action' of this compound upon the central 
nervous system. They recognized its possible use 
as an effective and safe skeletal muscle relaxant 
and suggested that I use it clinically. 

Selection of Patients 
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pended upon the clinical judgment of this groun 
as they must in any other study of this type J 
the exception of those cases where objectivemeiT 
urements could be made. My experience with 
similar groups of cases judged in the same way 
but treated with other muscle relaxants or physicS 
therapy and conservative methods, served as a basis 
of comparison. 

Method of Administration 

The average oral dose of methocarbamol was 
6.0 Gm. per day in divided doses, using 500-mg. 
compressed, scored tablets. An intravenous prepara¬ 
tion containing 2.5% of methocarbamol in saline 
solution was also used. The dose was usually 500 
to 625 mg. three to four times a day, and this 
was injected over a period of approximately one 
to two minutes. On occasion, 1 Gm. of methocarba¬ 
mol in saline solution was placed in a flask of 5% 
dextrose solution as an intravenous drip over a 
period of three to four hours, after an initial intra¬ 
venous injection of 500 mg. 

It is undoubtedly true that larger doses could 
have been used in both oral and intravenous ad¬ 
ministration, because the incidence of side-effects 
was so low and tliese reactions were so mild. As 
mucb as 6 Gm. of the drug have been injected as 
rapidly as possible in a patient under anesthesia 
with no toxic effects and no depression of respira¬ 
tion." 


TJie present study carried out during the past 
year comprises a clinical evaluation of 100 patients 
suffering from painful conditions of an ortliopedic 
nature. Fifty-eight of these patients had acute con¬ 
ditions, including 39 witlr herniated disks, 11 witli 
muscular or ligamentous strains, 3 witli torticollis, 
and 5 with contusions, multiple fractures, and mus¬ 
cle soreness due to accidents. There were 12 pa¬ 
tients with chronic conditions. Seven of these had 
arthritis, myositis, and fibrositis, while five had 
night cramps. 

In a postoperative group of 18 cases, methocar¬ 
bamol was administered to relieve voluntary muscle 
overactivity. The remaining 12 cases included dis¬ 
locations of the shoulder, spastic flatfoot, tetanus, 
and low back pain due to tension. In 2 out of the 100 
patients studied a significant amount of dizziness and 
nausea occurred, and in these the drug was discon¬ 
tinued before any improvement could be noted. 

The patients ranged in age from 12 to 78 years, 
witlr an average age of 40. Since the drug was so 
well tolerated and there appeared to be no con¬ 
traindication to its use in children, I feel that 
further study in patients under 12 years of age is 
indicated. This is contemplated in tlie near future, 
based upon the encouraging results obtained by 
another investigator.® 

Criteria for Evaluation 

Five of my associates and I appraised die pa¬ 
tient’s response, making every effort to be as 
objective as possible. The results of necessity de- 


Response to Therapy 

The benefit obtained by tlie use of tlie drug was 
judged to be pronounced when the patients be¬ 
came much more comfortable and their muscle 
spasm disappeared. When a demonstrable satis¬ 
factory effect was obtained by drug administration, 
but less than in the first category, with incomplete 
relief of pain and muscle spasm, the results were 
graded as moderate. When no response was ob¬ 
tained the results were judged as none. 

Acute Cases—58 Fafienfs.—In 39 patients with 
herniated lumbar and cervical disks, who received 
metliocarbamol for relief of pain and muscle spasm, 
the response was judged to be pronounced in 25. 
In most instances the attacks subsided quickly, so 
that the patients could continue to work or go back 
to work sooner than expected. 


Case l.-The diagnosis in diis 43-year-oM male was 
herniated cervical disk at C-G on the right. He had had 
recurrent episodes of pain and stiffness of the neck for four 
to six months, The present episode of one weeks duration 
consisted of pain in the neck and pain and numbness, with 
some weakness, in the right arm. There was marked Jimita- 
tion of motion of the neck and a persistent torticoiiis. An 
absent right triceps reflex and atrophy of the right triceps 


wscle were noted. , , ^ t ihn 

The patient was started on tlretapy with 1 Gm. ot memo 
arbamol every four hours and the dosage was increased 
.5 Gm. every four hours after the first three days, 
iceived physiotherapy and was unable 
alter traction. He left Ae hospital after fow < y * 
ontinued tlie medication at home for a vveek. He ‘ 
mch improved on his return visit. He then continued 
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drag for 10 additional days and returned wnth a full range 
of motion and no pain, altliough he still had the motor 
weakness and absent right triceps refle.\. 

The patient had an acute recurrence hvo weeks later, but 
this was again relieved witli methocarbamol in about two 
days; he has had no further difficulty. 

In 13 patients with herniated disks a moderate 
response was obtained. There was no response to 
drug therapy in one patient of this group, who 
received only 2 Gm. of methocarbamol daily. This 
is now considered an ineffective dose for most 
people. 

In patients tvith herniated disks the painful epi¬ 
sodes and muscle spasm subsided in 33 patients, 4 
required surgerj', one went elsewhere for treatment 
when surgery was advised, and one patient was 
still having difficulty when last seen. 

Case 2.— This 55-year-old male with a recurrent herniated 
lumbar disk was first started on methocarbamol therapy on 
Aug. 28, 1956. He received 4 to 6 Gm. daily for a period of 
two weeks. Treatment also included bed rest and a back 
brace. There was some improvement in relief of pain and 
muscle spasm during the first week; however, after hvo 
weeks the patient was completely free of symptoms. There 
were no side-effects, and it is interesting to note that the 
patient had a peptic ulcer and was intolerant to aspirin, 
codeine, or meperidine (Demerol) hydrochloride. Metho¬ 
carbamol, however, was well tolerated. 

In 11 patients with acute muscular or ligamentous 
strains, including three cases of severe whiplash in¬ 
juries of the cervical spine, a pronounced response 
was obtained in 6 and a moderate response in 5 
patients. In three cases classified as acute torticollis, 
a significant degree of relief of pain and spasm and 
return of motion occurred in less tlian 24 hours. 

Methocarbamol was given intravenously to one 
of these patients, and the response was observed 
in less than five minutes. The drug was given in 
five accident cases for relief of pain due to muscle 
spasm and generalized “soreness.” The response 
was judged to be pronounced in three and moderate 
in two. 

Chronic Conditions.—In the seven patients with 
chronic arthritis, myositis, and fibrositis, the re¬ 
sponse was pronounced in four and moderate in 
three. In five patients with night cramps in their 
legs or abductor muscle from hip difficulties, three 
obtained a pronounced response and t^vo a moder¬ 
ate result. 

Postoperative Grot/p.—Eighteen patients received 
methocarbamol during their immediate postopera¬ 
tive period. In eight the response was judged to be 
pronounced because relief of pain and spasm was 
quite dramatic. They were able to move about 
better in bed, became ambulatory sooner, and re¬ 
quired much less narcotic after they were started 
on metliocarbamol therapy. The results in 10 pa¬ 
tients were judged as moderate, because tlie drug 
was thought to be helpful but tlie response was less 
dramatic. 

Case 3.—The diagnosis in this 54-year-old male was old 
nonunion fracture of the neck of the femur with aseptic 
necrosis. On Jan. 11, 1957, a replacement arthroplasty was 
performed with insertion of an F. R. Thompson femoral-head 


prosthesis. An adductor tenotomy was also done. Postopera- 
tively, he had a great deal of pain and muscle spasm due to 
long-standing contractures and shortening of the muscles 
about the right hip. He complained bitterly of pain and was 
unable to help himself or move about in bed. 

On the second postoperative day the patient was started 
on therapy with 1 Gm. of methocarbamol by mouth every 
four hours during the day and as needed at night. Within 
24 hours the patient was much more comfortable and was 
moving himself about in bed. He was out of bed within two 
days after starting therapy, and getting about on crutches 
and starting active exercise of his hip. He required no nar¬ 
cotics 24 hours after the institution of the oral medication 
with methocarbamol. 

Miscellaneous Conditions.—In three patients in 
this group witli anterior dislocation of the shoulder, 
metliocarbamol was given intrai'enously along with 
the usual dose of meperidine. All three obtained 
sufficient muscle relaxation to allow an easy reduc¬ 
tion of the shoulder without anesthesia. 

Case 4.— This 20-year-old male had recurrent dislocation 
of the shoulder. There were three previous dislocations of 
this shoulder and the present one occurred 45 minutes be¬ 
fore he was seen, when he reached backward to close a car 
door. He stated that his shoulder had always been ver>' 
difficult to reduce and that no physician had ever been able 
to do it by pulling his arm or manipulating and that he 
required anesthesia. He was given 100 mg. of meperidine 
intramuscularly 30 minutes before and SO mg. of meperidine 
intravenously just previous to the intended manipulation. 
He withstood the pain of the manipulation very well but 
was unable to rela.’c his muscles enough to permit the shoul¬ 
der to be reduced, in spite of the fact tliat several different 
maneuvers and positions were tried. 

He was then given 20 cc., or 500 mg. of methocarbamol 
intravenously and in less than one minute there was some 
twitching of his muscles and they visibly relaxed.'Then, with 
a minimuih of traction and no pain, the shoulder was slipped 
into place without difficulty'. The patient was able to sit up 
immediately and the Velpeau bandage was applied to his 
shoulder. E.\cept for the drowsiness and dizziness attributa¬ 
ble to the large dose of meperidine he had no visible reac¬ 
tion. 

This is an excellent example of a procedure for which 
success depends upon good muscle rela.\ation and for which 
the intravenously administered form of metliocarbamol 
worked very well. 

The intravenous administration of methocarbamol 
in one patient with spastic flatfoot enabled manipu¬ 
lation without anesthesia. There was one case of 
tetanus with generalized severe tetanic muscle 
contractions. This condition was safely and easily 
controlled by methocarbamol given intravenously 
at first and later by stomach tube. (This case is to 
be reported in detail in a separate paper.) 

The results in five patients witli low back pain 
due primaril)' to anxiet}' and tension states were 
judged to be moderate in hvo and none in tliree. 
All results are tabulated in table 1. 

Side-effects 

No serious reactions to tliis drug and verj' few 
unpleasant side-effects have been obserx'ed. Tabu¬ 
lation of side-effects is contained in table 1. Four 
patients complained of lightheadedness, but this 
usually was improved as drug therapy was either 
continued or the dose lowered. There was nausea 
in three cases but not vomiting or diarrhea. Meperi- 
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dine was- administered in two of tJ^ese patients who 
received mediocarbamol intravenously for reduc- 
don of anterior dislocation of the shonlder. Since 
it could not be detennined whether this was en- 
tirely due to meperidine or in part to methocarba¬ 
mol, tliose were considered as possible side-reac- 
dons to the latter drug. In the third padent, the 
drug was discontinued before an effect could be 
observed because of this complaint. 

Headache was reported by one jiatient, and one 
patient after operation apparently ran a fever, 
wuth temperature of 102 to 103 F (38.9 to 39.4 C) 
from diis drug. At least, die temperature came 
down to normal after the drug was discontinued. 

Table l.~Rcspome of 100 Orthopedic Patients to 
Methocarbamol Therapy 
No. Hcspons-c 

Ph- Pro- Moil- ' '• 

Selection ot Cepe'S ttents nounced eriitc None Side-efTccls No. 

Acute .,')S 

Hernintcd dl.pt.s (Iiiin- 

hnr and ccrviciil) ... ,19 2.’i 13 1 Slicht 


Jdpmncnton't ptmlns.. 8 
M'hijdnsh injuries .... 3 

Torticollis . .1 


SHfjlit ilKht- 
bcndcdne.ss 
Sllpht light 
hcttdedncsst 
Hcjidnchoj 
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than with other drugs previously used for the same 
purposes, but they should be watched for carefall? 
vyith methocarbamol, just as with any other new 
drug. 

Comment 

In evaluating the effect of this drug, one must 
Keep in mind the purpose for wliich it was given. 
It is known to have its main effect on multisynaptic 
reflexes within the spinal cord, and was used in 
this series of cases primarily to relax spastic volun¬ 
tary muscle and relieve the discomfort associated 
with it. Many of the cases are of a mechanical type 
disorder and must be relieved by mechanical 
means. It is inane to think of a tablet or injectable 
solution actually reducing a dislocated shoulder or 
pushing a herniated disk back into place; but if the 
drug produces muscle relaxation, sufficient to allow 
the shoulder or disk to be reduced more easily, 
then it has fulfilled the purpose for which it was 
given. In fact, if the disk is completely ruptured 
so it cannot go back into place and must be re¬ 
moved, the action of the drug should still be con¬ 
sidered a success if it has produced temporary re¬ 
lief of muscle spasm and discomfort under such 
circumstances. 


.IccWeot . 5 3 2 

Chronic.....11 

.IrUirUIs, myositis, 

filirosltls.. 1 4 3 

Night crumps. 3 3 2 

Postopcrctive .18 18 8 10 Possihle leccr 1 

dit.rincssi 

MlsceUancous.10 

Anterior dislocation 

oi 'lioiiWer.. 3* * Oisslncss, 


iiflUSDa} 1 

Light 

Ueadedaess 2 

Dizziness 
nausea S 1 

Spastic flatloot. 1 L 

'I'etnuus . 1 1 

Low Pack pain asso¬ 
ciated with anxiety 5 2 3 

Dropped trem study ... 2 2 Nnu.sen 1 

Light 

hondodness 1 

100 57 37 a 

‘ Methocarliuwol given Intrin’enously, 
t DJ.suppearcd on reduction of dose, 
j .Meporidine also given. 

There were no skin reactions, joint reactions, or 
hemolytic disturbances or jaundice in this group of 
100 cases. Subsequent use of the drug has resulted 
in two cases of allergic-type skin reaction, in my 
experience. Several patients reported mild drowsi¬ 
ness and for that reason one or two were unable to 
take the medicament and continue working. 

In summary, then, side-effects were elicited in 
10 out of 100 patients. In two patients the simul¬ 
taneous administration of meperidine may have 
been tbe cause of the patient’s symptoms. Drowsi¬ 
ness-and lightlieadedness disappeared after slight 
reduction of the dose in three patients, so that they 
were still afforded benefit from the medication. 
,The reactions and side-effects were strikingly less 


Investigators in tire field of "pain mechanisms" 
often advance the theory that the multisynaptic re¬ 
flexes in the spinal cord are responsible for the 
augmentation and perpetuation of painful stimuli. 
It would seem that metlrocarbamol might be quite 
effective in producing the physiological block ffiat 
is often necessary to interrupt this self-perpetuating 
mechanism and relieve such a reflex dystrophy. In 
fact, that may have been its modus operandi in 
some of tlrese cases in which the clinical diagnosis 
was not as definite as the relief tlrat was obtained, 

Tlrere was no selection of the cases to be in¬ 
cluded in this series. It contains all tlrat could be 
located, on which there was an adequate follow-up. 
Tire pertinent information ' on 24 representative 
cases has been extracted for presentation in table 2. 
In order to give the reader a clear concept of the 
response he might expect to see in several types 
of patients studied, four cases were presented in 
greater detail. 

Summary 

In a clinical study, 100 orthopedic patients with 
painful muscle spasm were evaluated from 
standpoint of their response to the administration 
of methocarbamol (Robaxin). The results after 
administration of mediocarbamol were as follovv’S' 
A significant response was noted in 94% of thes^ 
cases (57% pronounced, 37% moderate, 6% none). 
Minor side-effects noted in 10% of the patients h 
appeared in three on reduction of dosage. 

Orally given methocarbamol was used effective) 
for relief of the severe pain and muscle spasm 
acute torticollis and herniated inter vertebral disw 
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Table 2 —Data on Representative Cases 


Age 

Sei 

Date 

Dia^no'i^ and Finding- 

Dosage fechedulp (Gm ) 
and Treatment 

Side-effects 

Re-pon«e 

29 

M 

Si'25^;yi 

Acute herniated dl«l. lumbar «evere pain, 
«pa«m and limited motion 

C-*i per day, orallv for 2 wk ; 
l>ed re-t and brace 

3700“ 

Good rekef of pain and riu cl“ 
spa-m in 24 hr herniated 
di-k sub-idM in 2 wk. 

SI 

M 

S'20'-fi 

Postoperative lumbar ruptured di-V 
“cramp-*’ In both lee? at night 

I at bedtime and repeate<l m 
4 Jir if awakened 

Non“ 

Good reli®f of “c’^mp-” 

33 

F 

8^30 j6 

Hpiniated cer\ical di«V pam and numbne— 
5n neck and right ann. mu-cle -pa-m and 
limited motion in neck 

6 per day orally for 1 wt ; tiac 
tlon and cervical collar 

■None 

Good reLef o' pam andmu-c^“ 
«pa«m m 3 or 4 dav- re 
tumpd to work n 1 wk 
patient verv enthu-ia-tic 
about drug which cave her 
more relief than inephsne m 
or meprobamate 

29 

F 

9/15/06 

Old -lipped capital femoral epiphr-t- po-t 
operate e replacement—arthropla-ty with 
femoral head pro-thc-i- adductor mu-cle 
spa m and leg cramp- at night 

3 to 4 per day, orallv, for 2 wk 

\one on 0 7 

Gm every 4 
hr -ome 
dizzjne-- and 
lightheaded 
ne - on 1 

Gm 

Afarked relief of night cramp 
and adductor ini:scl“ «pasm 

U 

M 

10/ll/a6 

Recurrent '^rvical dor*al mvo-iti- and fibro 
-itl«: prcviou- temporary relief from pro¬ 
caine injection at trigger pomt- 

6 per dav, orally, for 4 day- 

\on“ 

Attack -uh-ided m 2 day- pa 
tient very enthusiastic 

U 

F 

o'l/o6 

3 vr pQ-topcrati\e femoral head pro«the-i- 
'or comminuted fracture of h^nd of femur 
moderate pam and ‘paem about hip 

C per dav, orallv forSwk then 
off 10 dny- ind back on for 10 
dav- followed bv adductor 
tenotomy and tensor fascia 
lata release 

Xone 

Fair relief of -pa-m and pam; 
she fir-r thought it dila t 
help but was wor-e when not 
receiving it «o th“rapv w*i- 
started again 

00 

AI 

10/12/06 

Thoracic 'ipondylo-i- with earlv o«teophvte 
tomiation fatigue and pain m thoracic 
«pine ^rllb -tandmg or leaning forward 
pam m early morning 

4 to 6 per day orally, for 1 wk , 
and then a- needed 

^one 

Excellent rebel in 3 to 4 dav- 

23 

F 

l/2/o7 

Probable old tear or «tram of Iigamentum 
nuchae at C 7 «pinou« proce— pain and 
tendeme— at «pine of C 7 for 6 rao «ince 
mild flexion injury x ray« negative m 
eluding flexion and exten-ion view- 

4 to 6 per day orallv, for 10 
dav- 

None 

Practicallv complete relief of 
pain and tendem#*-- when 
seen after 2 wk- 


F 

11/20 ^ 

4 mo po-toperatue femoral head pro-the-i« 
for -ubcapitnl fracture of right hip ehc 
did well at fir«t hut graduallv de\ eloped 
«udden severe, catching pain«! and spa'^m 
about her hip x ray- negative-^ had to 
-top walking 

0 j every 4 hr for about 3 wk 

None 

Comfortable since thmd dav 
on medication no pam o*- 
spa-m getting about well 
on walker again 


AI 

2/C 37 

2 day- postoperative «ubtrochaDtenc o-te- 
otomy left hip «evere pam and rau-cle 
spasm unable to re-t or be mo\ed in bed 
without «e\ere pam 

4 per day for 11 day- orally, 
starting on second po-topera 
tne dav 

None 

Pam and «pa-m were relieveil 
to a large degree witbm a 
few hour- and he requiretl 
no more narcotic- after 
that night 

47 

31 

1/21 o7 

Acute torticolli- underlying cervical arthnti- 
and po—iblo h«»pniated di-k -evere «pa«m 
and limited motion 

O-o intraxenou-ly and then 4 
per day orally for o dav- 

None 

AlarkeiJ relief of pam and 
spasm and increa-“<l mo 
tioD in neck wiihm o mm 

30 

il 

8ao/a7 

Acute torticolh- with «e\ere mu«cle -pa-m 
no njurv no neurological change- 

6 per day orally, for 3 to 4 days 

None 

Compine relief the 1st dav -o 
stopped drug and torticollis 
returned took drug 3 daw 
and obtained complete re 

41 

31 

l/Ia^o7 

Po-toperatiie arthrotomy nght knee for 
tom meni-cu- and loo-e body «e^e^e pam 
and «pa«ir 

4 per dav orally, for 6 day- 
«tartmg day after operation 

None 

Good relief of pam and mu- 
cle spasm m 24 hr stopped 
narcotic- on second day 

40 

M 

2/1-)/j7 

3 days po«toperatue bone graft to humeru« 
for nonunion pam and mu®cle spa-m 

6 per dav. orally for 9 days 

None 

Noticeable relief of pun and 
rau-cle spa-m 

40 

F 

6 s o7 

Whiplash injury of cervical <T)me x ray- 
negattxe pam m neck and occipital head 
ache 

4 to C per day, orally, for 1 mo ; 
cervical collar 

None 

Afethocarbamol controUwl her 
pam and spa-m very well 
dunng fir-t month alino-i 
complete recovery in 2 mo 

37 

F 

olWI'ii 

Alvositi- and fihro«iti- pam at ba-e of neck 
upper dor-al region, and both -houlder 
girdle- wor-e late m the day early part of 
the night or m bad weather 

1 every 4 hr or ju-t at bedtime, 
a« needed 

None 

Helped with i>am and -orene-- 
so «he couM relax and go to 
-leep at night 

2o 

31 

5/31/o7 

One day postoperatuc laminectomy for her 
niited lumbar di«k methocarbamol given 
for pam and spa-m 

6 ppr day. orally, for 1 wk 

> 

None 

Much more comfort ible as 
soon as the drug was 
started got up on the Cni 
day went home in 1 wk 

53 

F 

I/20/07 

Bilateral Colie- fracture- and compre- ion 
fracture- of «pine generalized mu-ele 'ore 
ne— and -tiPne— 

4 per dav orally for 10 day- 
-tartcfj 3 dav- after accident 

None 

Alore comfortable b^lp^^J re 
h“ve h“r «iifTne - and -ore 
mu-cl“- 

33 

31 

1/3/d- 

Acute low hack pam po--fhle hemiatal lura 
bar di-k tendeme— and spasm in lumbar 
mu-cle- 

0 per day for » day- 

None 

Attack «ul -ido«l in al out 4 
day- 

30 

F 

12 29 06 

Auto accident with severe contu-ion of «houI 
der and costochondral separations «e\ere 
pain and spa«m with mo\einent and re pi 
ration 

0 per day for 10 dav- appbca 
tion of nb splint 

Non“ 

Prompt relie' of jmm In rib¬ 
and -honl ler 

43 

F 

S/ls o7 

fce\ re whiplteb injure of cervical spme 

X ray- negative neurological negatue 
hpadache and pam m cervical and upper 
thoracic spine 

‘-tarted on day of injury -6 per 
day orallj, for 10 dav- then 

1 every 4 hr a- needed 

None 

Lnii-uallv rapid recoverv 
from a -evere whipla-b in 
jurv neck gave very little 
pain atte*‘ 10 dav- an 1 head 
ache wj- better. Incident 
ally reported she had rm 
meiL-tn al cramp- for fir-t 
tune in year- 

43 

31 

3I21IS7 

Acute low 1 nek strain and contusion 

6 per dav, orallv for 1 wk , rest 
ind beat 

None 

Drug sei*Tne 1 to h^Ip him get 
over -orene-- and he re 
tume'l to work 

4^ 

M 

l/10/o7 

Old thoracolumbar «colio-i- chronic mu-cle 
and hgamentou- strain, with pain for pa-t 

6 mo 

4 to 6 per dav, orally, for 1 wk , 
then as needed 

Non“ 

Pam reLevc’l within a week 
ird DO recurer^ce when -e**n 

4 no later 

42 

F 

S/V j7 

3 days po-toperative laminectomy for spon 
dyloli-the-i-, severe pain and spasm 

5 per day orally, for 2 wk 

None 

Alode-ate rel ef of pam an 1 
-■pa* n 
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and m postoperative cases to combat painful mus¬ 
cle spasm. In fracture and accident cases the drug 
relieved spasm and muscle soreness and enabled 
tiiese patients to move about and become ambula¬ 
tory sooner, generally with less use of narcotics. 

Its effectiveness in more chronic cases, such as 
spondylitis, myositis, and fibrositis, was gratifying; 
relief of nighttime leg cramps was noted in sev¬ 
eral patients. 

Intravenously given methocarbamol is a safe and 
vep' effectii’e muscle relaxant. It has proved bene¬ 
ficial in the reduction of dislocated shoulders with¬ 
out anesthesia and in the manipulation of a spastic 
fiatfoot. 

The methocarbamol used in tin's study was supplied as 
Roliaxin by tlie Department of Clinical Research, A. H. 
Robins Company, Inc., Richmond, Va. 


methocarbamol-park 
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CLINICAL RESULTS WITH METHOCARBAMOL, A NEW 
INTERNEURONAL BLOCKING AGENT 

Herbert W. Park, M.D., Richmond, Va. 


Methocarbamol was administered to ap¬ 
proximately 110 patients with various forms 
of neuromuscular disease marked by involun¬ 
tary muscular activity. Given intravenously, 
the drug caused significant reduction of both 
involuntary tonic and clonic contractions in 
30 patients whose symptoms were ascribed 
to lesions of the pyramidal tracts or to acute 
myalgic disorders. If relief was obtained, it 
appeared within 30 to 45 minutes. The re- 
sults were sufficiently striking to warrant 
more thorough investigation. 


In all fields of medicine concerned xvitli the 
management of long-term disabling conditions, per¬ 
haps die most trying disorders to control are those 
related to involuntary increase in muscle tone. From 
the vieuTpoint of a physiatrist closely affiliated with 
rehabilitation center activities, the disorders involv¬ 
ing pyramidal tract function are onI.y temporarily 
ameliorated by physical treatment. Through brac¬ 
ing, strengthening of residual function, regaining 
available range of motion, and training in substi¬ 
tute methods, it is stimulating to see what can be 
accomplished with individual patients. In selected 
cases surgical procedures of many types may be ad¬ 
vantageous. Joint stabilization, selected ^ neurec¬ 
tomies, alteration of tendinous arrangement about 
moving parts, and changing muscle function from 
polyarticular to monoarticular action may be done 
to attain better function. However, whether medical 
and/or surgical pi'ocedures are undertaken, the 
basic problem of spasticity remains unabated. 
Therefore, tlie search for effective meUiods to con¬ 
trol spasticity and muscle spasm continues. Tliis is 
a report of observations made on a clinical screen¬ 
ing trial of a new interneuronal blocking agent, 
methocarbamol (Robaxin). 

Pharmacology of Metliocarbamol 

Guaiacol glyceryl etlrer, a short-acting skeletal 
muscle relaxant,* is the parent compound from 
which methocarbamol is derived. Chemically, 

Professor and Ch.aimian, Departnient of Physical Medicine .and Re- 
unbilitalion, Medical College of Virginia. 


methocarbamol is 3-(o-methoxypbeno.\y)-2-hydroxy 
propyl-l-carbamate. Truitt ■ performed the pharma 
codynamic studies with methocarbamol and sug 
gested that the prolonged relaxing effect or 
voluntary muscle produced by this compound indi¬ 
cated its clinical use. In these studies he demon¬ 
strated tiaat metliocarbamol acts at the level of the 
spinal cord, through a depression of the multi- 
synaptic pathways, with no effect on the mono¬ 
synaptic reflexes. It was demonstrated by Solomon, 
in studies on isolated nerve muscle preparation and 
rats witli die cervical cord transected, that metiio- 
carbamol had no activity upon the motor nen'es, 
muscles, myoneural junction, or monosynaptic arcs. 
The protective action of this compound against 
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pentj'lenetetrazol and electroshock comnilsions and 
a prolongation of the he.xobarbital sodium—induced 
sleeping time in mice'" suggested a supraspinal 
locus of action for this compound. Thus, the 
marked and prolonged skeletal muscle rela.xing 
properties and wide range of safety with metho¬ 
carbamol recommended its application clinically in 
disease states manifesting skeletal muscle hyper- 
actisity. 

' Case Selection and Metliod of Study 

From Jan. 2 to Oct. 11, 1957, approximately 150 
patients with involuntary' increase in muscle tone 
w’ere treated with methocarbamol by the depart¬ 
ment of physical medicine and rehabilitation. Of 
the entire group, there W'ere 42 patients, with a 
variety of conditions, in w'hom the signs and sy'mp- 
toms W'ere stabilized. The addition of the medica¬ 
tion w'as tire only change in the treatment program. 
Tlrese patients W'ere selected for close obsers-ation 
of the clinical effect of methocarbamol. 


Results 

The therapeutic effect of methocarbamol and the 
untoward side-effects are summarized in the table. 

Spinal Cord Injury tvith Residual Spasticity.—In 
the group of patients with spinal cord injury and 
residual spasticity' were three persons with demon¬ 
strated complete traumatic transection of tire cord. 

' The remainder had partial lesions. Tire level of 
cord injury' ranged from the fifth cervical r'ertebra 
to the sacral cord area. All had overt evidence of 
spasticity'. The end-results of treatment differed in 
the completely and partially involved groups. 
Characteristic examples are as follows: 

Case 1.— A 28-year-old man, in November, 19-56, was in a 
noncollision automobile accident and sustained a fracture- 
dislocation at the level of the fifth and sixth cervical verte¬ 
brae. Decompression operation was done within 48 hours of 
injury because of complete spinal fluid block. At operation 
the pab'ent was found to have extensive maceration of the 
spinal cord at the level of bony injutj-. 


Clinical Response to Methocarbamol in Various Types of Disorders 


Duration 


Disease Category 

of 

C8«e«, Treatment, 
Ko. days 

Total Dos< 
per Day, 
Gm. 

Spinal cord Injury Tvlth residual 
«ra5tloIty.. 

11 

14-135 

8 -10 

Encephalomyelopathy with resldunl 
.spasticity. 

4 

M2f> 

0-V 8 

Cerebrovascular accident witb residual 
spastic hemiplegia. 

5 

3- CO 

5 - 8 

Multiple sclerosis (chronic). 

2 

14- 30 

3 - 8 

Acute myalgia (idiopathic) . 

3 

7- 14 

8 

Cerebral pflL«y, spastic paraplegic type .. 

5 

30^130 

4 - 8 

Cerebral palsy, rotary atbetoid type_ 


14- 30 

C -8 

Chronic arthritic and myalgic disorders 
tritb pain and niu«cle spasm. 

10 

3- 30 

4 - 8 


Medic- <^iDica^ Response .side-effect« 


Used Intra¬ 
venously 

Signifl- 

cant 

Question¬ 

able 

None 

Patients 

>*o. 

, Symptoms 

3 

10 

0 

1 

o 

Transient “luzzy” vi«Ion 
(with Intravenoue medi¬ 
cation) In i; drowslne*^ In i 

2 

4 

0 

0 

0 

... 

0 

a 

0 

0 

2 

Dlzzines« In 1; headache in 1; 
drowsiness In 2 

1 

2 

0 

0 

2 

Drowsiness in 1; easy 
fatigability In 2: increa«lng 
unsteadiness of gait in 2 

3 

3 

0 

0 

1 

Transient nausea (with 
intraveDou« medication) 

0 

3 

*> 

0 

0 


0 

0 

0 

o 

3 

Drow^ine** 

0 

0 

0 

10 

1 

Dull headache: Inability 
to concentrate 


In all patients included in this study a complete 
examination w'as done prior to starting the medica¬ 
tion. Strength, range of motion, intensity of simple 
and complex reflexes, abnormality' of motion, pain, 
degree of muscle spasm, and other related findings 
were assessed clinically' and recorded. Periodic fol¬ 
low-up examinations w'ere done after medication 
was started and after medication w'as discontinued. 
The therapeutic effect of methocarbamol w'as 
graded in three categories: (1) significant measur¬ 
able response on gross phy'sical examination, (2) 
questionable response, and (3) no significant 
response. 

The range in ages of the study' group w'as 4 to 72 
y'ears with 27 persons in the 25 to 55 y'ear range. 
Four patients w’ere treated at institutions other 
than the Medical College of Virginia Hospitals, for 
demonstration purposes. In tw'O of tliese demon¬ 
stration cases the patients xvere treated only' one 
day xx'ith medication given intravenously. Ten pa¬ 
tients W'ere observed during admission to the Medi¬ 
cal College of Virginia Hospitals. The remaining 28 
W'ere followed on an outpatient basis. Motion pic¬ 
ture recordings were made in three instances. 


Repeat e.\amination on March 9, 1957, revealed spash'c 
quadriplegia consistent with complete cord damage at the 
level of the fifth and sixth cervical vertebrae. The pab'ent 
had frequent forceful involuntary movements of the lower 
e.xtremibes and trunk. This interfered with sleep, and side- 
rails had to be placed on the bed to prevent his falling out. 
All tendon jerks were verx- brisk. He had sustained ankle, 
k-nee, and vs-rist clonus. The shoulder joints were veiy bght 
and painful. The elbows could not be extended beyond 90 
degrees because of spasm in tire biceps. The heel cords were 
very tight. The patient was started on therapy with metho¬ 
carbamol, 2.0 Gm. given orally four times daily, on March 
9, 1957. On the first night he slept better than usual, and 
on the second night he slept the entire night without being 
awakened by involuntary movement. 

On March 14, involuntary moxement could be demon¬ 
strated only with intense stimuli (i. e., shaking the bed or 
forceful testing for the Babinski response). The wrist and 
ankle clonus were reduced to three or four sluggish repeti¬ 
tions, and the elbow joints could be stretched to within 15 
degrees of full extension. The isolated tendon jerks remained 
very brisk. 

The physical findings on .■\pril 10 were the same as re¬ 
ported on March 14. The medication was discontinued be¬ 
cause tile supply ran out. It was decided to observe the 
effect. 

Reexamination on April 16 res-ealed essentially the same 
findings as observed on Niareh 9. Methocarbamol therapy 
was resumed on April 21 with good relief of spasticity 
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witlun-48 hours. The effect coutijiiiecl iinti) tJie patient s dis¬ 
charge lo another }iospital on May 15. No side-effects were 
obscrvecl. 

Case 2.-A 44-ycar-old man was admitted to t)ie liaspital 
■ in September, 1956, with a history of insidious lo.ss of volun¬ 
tary control of the right lower e.xtremity for two years and 
mild wcaknass in the left calf for six months. Exploratory 
operation done on admission revealed hemangioma of the 
low lumbar and .sacral area of the spinal cord. CoagulaHon 
and resection were done. 

After the operation the patient had total lo.s.s of voluntary 
function in the pelvic girdle and lower extremities and 
bladder and bowel incontinence. About two weeks after the 
operation he began developing .signs of .spasticity, and by tlie 
eighth week the spasticity was severe. About the eighth week 
early voluntary hip flexion and knee exten.sion could be 
identified. The patient was fitted with drop foot braces, and 
he became ambulatoiy' with corset, braces, and crutches. 

The principal problems observed on Feb. 2, 1957, were 
(1) severe tightne.ss in heel cords (1-in. heel lifts were 
needed); (2) continual severe sustained ankle clonus with 
weight bearing; (3) wcahne.ss in gluteal muscles, bilaterally; 
and (4) inability to walk witliout braces. When the patient 
was in a standing position without braces, the ankles as¬ 
sumed a marked talipes equinor'arus position. The patient 
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animation of the spinal fluid revealed the presence of add- 
fast organisms on culture. The primary disease was brouSt 
under control in four months, but the patient conf^mIed^o 
have severe residual spasticity. When examined on Aug 15 
1957, he had very brisk tendon jerks and sustained 
ankle and knee clonus. With crutches and braces he was 
.^le to walk 15 to 20 feet. The gait was awkward and stilF. 
He could not walk without braces because of talipes equino- 
vams or ankles and sustained clonus. 

The patient was given 0.5 Gm. of methocarbamol intra¬ 
venously over a 10-minute period. Within 20 minutes after 
termination of medication, the clonus was converted to iin- 
sustained level. The patient walked in stocking feet with 
crutches for 25 feet without fatigue. With the braces, the 
gait was much smoother and he walked for about 100 feet 
without fatigue. 

No oral medication was started. When seen on Sept. 19, 
1957, the patient had retained ability to walk for long dis¬ 
tances without fatigue, but he could not walk without braces. 

Cerebrovascular Accident with Residual Spastic 
HemipIegia.—ThQ patients with hemiplegia had 
paralysis for longer than nine months. With medi¬ 
cation, all demonstrated clear' reduction in degree 


was given 1 Gm. of methocarbamol intrai'cnously over a 
12-mimite period. About five minutes after tlie medication 
was started, he dei’eloped “fuzi’iness of vision” udiicli cleared 
completely before tbe full dose u’as given. 

Witliin 30 minutes after administration of the medication, 
the sustained clonus was converted to unsustained clonus 
with only tliree to four repetitions. Tiic patient was unable 
to .walk in stocking feet witli crutches. The ankle and knee 
jerks continued to be s'ery brisk. He wa.s started on therapy 
with mediocarbamol, 2 Gm. given orally four times daily. 

. On reevaluation on Feb. 22, the patient could walk 
rhpidly witlr cnitebes and brace, u’itbout clonus being evi¬ 
dent in the gait. The left ankle could be dorsiflc.ved past 
neutral position by 10 degrees and the right ankle to neu¬ 
tral position. There was an unsustained clonus with five to 
seven repetitions. 

Reexamination on March 23 rev'ealed further improve¬ 
ment in passive range of ankle motion; otherwise there was 
no change. All medication was discontinued. 

On April 16 it was found that the patient had retained 
his improved functional level after use of inetliocarbamol 
was discontinued. A report by letter in July, 1957, indicated 
that there was no return of clonus with weight bearing. The 
transient visual symptom was the only side-ofiect noted. 


All patients with complete cord lesions had re¬ 
turn of severe spasticity and complex involuntary 
movement when the medication was discontinued. 
The patients with partial damage retained improved 
functional ability and suppression of mass reflex 
patterns after use, of methocarbamol was termi¬ 
nated. 

Encephaloinyelopothy with Residual Spasticity.— 
In the group of patients with encephalomyelopathy 
xvith residual spasticity were two patients with 
tuberculous meningitis, one with influenzal menin¬ 
gitis, and one with residual spasticity after pzo- 
longed cardiac arrest. All patients had original onset 
of the primary disease moi'e tlian 12 months 
to the study, and disorders had cleared, by clinical 
standards. All had severe generalized spasticity. 
•An example of the observations in this type of case 

follows: 


Case 3.-A 27-year-old man (demonstoition case) was ad¬ 
mitted to the hospital in September, 1955, in coma and 
high fever and severe generalized musculai weakness. Ex- 


of spasticity on the involved side. As in the patients 
witli partial paraplegia, improved function was re¬ 
tained after the medication was discontinued. 

Multiple Sclerosis.—Both of tire patients who had 
multiple sclerosis had endured die disease for longer 
than 10 years. The defect in gait had been un¬ 
changed for more than one year. The medication 
caused suppression of mass reflex activity, but be¬ 
cause of increasing unsteadiness in gait the medi¬ 
cation was discontinued. No change was observed 
in the actual muscle strength in either case. 

Acute Myalgia,—In die group of patients witli 
acute myalgia, tiiere xVere two with severe pain and 
muscle spasm in die lumbar region and with in¬ 
ability to stand erect (one case of two days’ and 
the other of eight days’ duration). One patient had 
acute torticollis for 48 hours. Trauma was not asso¬ 
ciated widi onset, and there was no neurological 


eficit. All patients were given medication intra- 
enously, with doses ranging from 0.5 to 1.0 Gm. 
)rally given medication was instituted diree hours 
iter, at 2 Gm. four times daily. No objective change 
ras noted immediately after die intravenously given 
ledication, aldiough each patient reported subjec- 
,ve improvement. Recovery of nearly full range of 


muscle spasm cleared in three to seven days. 

Cerebral Palsy.—Seven patients with well-defined 
types of cerebral palsy were chosen for observation. 
In three patients with spasticity, it was clearly evi¬ 
dent that over-all muscle tone was significantly less¬ 
ened, i. e., die knee joint of tlie brace could be 
locked with reasonable ease, where for years it hac 
been a difiScult process. The mass reflexes were e 
creased. No objective change was noted in the pa 


tient widi athetosis. 

Chronic Arthritic and Myalgic Disorders wm 
Pain and Muscle Spasm.-The group of patient 
with chronic arthritic and myalgic disorders wi 
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pain and muscle spasm included one \vitli severe 
active rheumatoid artliritis. two wth degenerative 
artliritis, four with chronic fibromyositis (for longer 
than 12 months), and three with residual weakness 
following poliomyelitis who were subject to recur¬ 
rent skeletal muscle cramps. 

The patient %vith rheumatoid arthritis had been 
known in the artliritis clinic for more tlian two 
years. During that time he had had a constant high 
degree of disease actiwty. He was admitted to the 
hospital. For two weeks physical therapy and medi¬ 
cation for arthritis were kept at a constant level. 
Activity of the disease remained stable. During tlie 
two-week period in which methocarbamol %vas 
added to the treatment program, no change was 
observed. 

Botli of the patients ivitli degenerative arthritis 
were elderly females rwth characteristic findings of 
this disorder. One had involvement of the knees 
and tlie other of one hip. They were taking no medi¬ 
cament when first examined. No spontaneous relief 
of symptoms or increase in motion was noted dur¬ 
ing the period of methocarbamol therapy. Sali¬ 
cylates and physical therapy afforded relief during 
the ensuing treatment period. No objective changes 
were noted in the patients with chronic painful 
fibromyositis or in the patients ivith recurrent 
muscular cramps following poliomyelitis. 

Side-Effects 

No irreversible side-effects or toxic effects have 
been noted in die 150 patients treated with metho¬ 
carbamol. In two cases the medication was discon¬ 
tinued because of undesirable side-effects. One 
patient Math hemiplegia and mild aphasia developed 
dizziness and drowsiness witlrin 15 minutes after 
1.5 Gm. of methocarbamol had been given. This 
persisted for three days at a very aggravating level, 
and medication was discontinued. About three 
months later the patient was started on graduated 
doses without any side-effects. The other patient 
had recurrent muscular cramps following bulbo¬ 
spinal poliomyelitis. He worked as a time and pay¬ 
roll clerk. About 30 minutes after taking 1.5 Gm. of 
methocarbamol, he found it difficult to add the pay¬ 
roll. He also complained of a “hangover” type of 
dull headache. Tire medication was discontinued in 
three days. 

Two patients noted side-effects when given medi¬ 
cation intravenously. One patient had transient 
“fuzzy” vision. This cleared before the full dose 
had been given. The otlier patient had transient 
nausea, which cleared spontaneously in about 30 
minutes after administration of methocarbamol. 

In both patients \wth multiple sclerosis, use of 
the drug was ultimately discontinued because of 
the easy fatigability and observable evidence of in¬ 
creasing unsteadiness in gait. The medication ap¬ 
peared to have a laudable objective neurological 


effect without impairment in strength. Because of 
the subjective complaints, it was thought advisable 
to stop the medication. 

In aU other patients the side-effects were relieved 
by slight reduction of the dosage. No side-effects 
developed after 72 hours on the medication. 

Comment 

All patients who had a demonstrable significant 
response to the medication attained the effect rvitlrin 
30 to 45 minutes after intravenous induction or 
rvithin 72 hotrrs on oral medication. In no instance 
was there any significant reduction in voluntaty 
strength or intensity of simple reflexes. For tire 
period of this study, no patient developed an at¬ 
tenuating effect to the medication. 

Of Cie 27 patients rvith residual spasticity follow¬ 
ing disorders involving the pyramidal tracts, only 
three failed to show significant clinical response 
on gross physical examination. The characteristic 
result was suppression of complex reflex activity 
and bizarre involuntary movement. In no instance 
was there decrease in intensity of simple reflex re¬ 
sponses or voluntary muscular strength. No objec¬ 
tive response to treatment was noted in patients 
with muscle spasm resulting from joint disease, 
primary disease of muscle, extrapyramidal condi¬ 
tions, or anterior-hom-cell disorders. Tliis appears 
to confirm tire findings of Truilt and Solomon that 
methocarbamol acts to suppress multisjmaptic 
neuronal patliways and has no significant activity 
on tire motor nerves, muscles, myoneural junction, 
or monosynaptic arcs. 

It is particularly interesting that a salutary effect 
of this drug was observed in patients rvith acute 
low back pain and acute torticollis. It is generally 
considered that diese disorders are the result of 
strain or tear in ligamentous or muscular structures. 
Since methocarbamol appears to have no activity 
on primary reflex muscle spasm, is it not reasonable 
to assume that idiopatlric myalgia is the result of 
an increase in the excitatory state at the intemun- 
cial pool level? 

Tlie side-effects reported in the table are not con¬ 
sidered to be toxic effects of this drug. Instead, tlie 
symptoms, such as drowsiness, difficulty in con¬ 
centration, and “fuzzy” vision, suggest that metlio- 
carbamol has a secondary' supraspinal focus of 
action." Tliese central effects did not interfere ivitli 
tlie use of the drug. 

Summary and Conclusions 

Metliocarbamol (Robaxin) was evaluated in 42 
patients wuth a variety of disorders manifesting an 
increase in involuntary' muscle tone. In 30 patients 
with py'ramidal tract and acute myalgic disorders, 
use of this drug resulted in a significant improve¬ 
ment in 27 ( 90%), questionable improvement in 2, 
and none in 1. Tliere was no change in 12 patients 
mtli chronic arthritic, ex'trapy'ramidal, and myalgic 
disorders, as a result of drug administration. In all 
but tivo patients tlie side-effects were reversed on 



slight reduction of dosage. No side-effects de¬ 
veloped after 72 hours on the medication. Metho- 
carbamo has a sufficiently prolonged action so that 
the functional capabilities of patients with pyrami- 
dal ti act disease have been significantly improved, 
ine results of these trials warrant further study of 
tins type of medication. ^ 

1200 E. Broad St. (19). 
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RELIABILIXy OF TUBELESS GASTRIC ANALYSIS IN PRESENCE 

OF COMPLICATING DISEASES 

Theodore Rodman, M.D., Arnold Gutman, M.D. 

and 

Ralph M. Myerson, M.D., Pliiladelphia 


The desirability of a technique for determining 
gastric acidity witliout intubation has long been 
recognized by physicians and patients. In 1950 
Segal ’ described a procedure using a cation ex¬ 
change resin in which the hydrogen ions had been 
replaced with a quinine compound. At pH 3,8 or 
lower the quinine was released, absorbed from the 
small intestine, and excreted b)' the kidneys. Its 
presence in the urine could be detected by its 
characteristic fluorescence. In the absence of free 
gastric acid no quinine was liberated from the 
resin compound in die stomach. Several woi'kers 
confirmed Segal’s findings of close agreement with 
intubation techniques." The procedure, however, 
did not receive wide acceptance for two reasons: 
1. Care was needed to prevent the ingestion, for 
several days before the test, of vitamins and other 
medicaments ^vhose excretory products were 
fluorescent. 2. The technique of quinine extraction 
was time consuming and tedious. 

In 1953, Segal, Miller, and Plumb ® modified the 
procedure by substituting the thionine dj'e, azure 
A, for the quinine in the cation exchange resin. 
Tlie dye could be detected in the urine by its blue 
color. Medicaments did not interfere, and no time- 
consuming extraction process was necessary. In' 
vitro tests showed that release of azure A began 
at pH 3.2 and was maximal at pH 1.5, Close agree- 
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merit witli gastric acidity determinations by the 
intubation and quinine resin techniques was dem- 
onstrated.'* 

The chief hmitation of tubeless gastric analysis 
is its lack of quantitative value. In the absence of 
free gastric acid, azure A is not e.vcreted in the 
urine in a significant quantity wnthin the test 
period. In the presence of free acid, the quantity 
of dye excreted does not correlate \ritli the amount 
of acid measured by the standard titration tech¬ 
nique. Mdien quantitative data are desired, intuba¬ 
tion is necessaty. 

The tubeless gastric analysis null probably find 
its place in clinical medicine as a screening de\ace 
for the detection of gastric achlorhydria. The early 
detection of gastric malignancy is oriented to the 
careful sun'eillance of patients witli premalignant 
lesions. Gastric achlorhydria is the most commonly 
recognized entity in which there is an increased 
incidence of gastric malignancy.’ The careful 
scrutiny of asjTnptomatic achlorhydric indmduals 
has been reported to yield an incidence of 1% 
gastric carcinoma.® Because of its simplicity and 
low incidence of false-negative results, tubeless 
gastric anatysis is well suited for screening pur¬ 
poses. 

Little is known of the fate of azure A following 
its absorption from tlie gastrointestinal tract. The 
literature stresses the potential unreliability of the 
test in the presence of Uver disease, heart failure, 
kidney disease, intestinal malabsorption, pyloric 
obstruction, and urinaty retention due to obstruc¬ 
tive uropathy. The eSect of the last two conditions 
seems obvious. In the absence of more precise in¬ 
formation about the metabolism of azure A, the 
effect of the first four conditions does not seem so 
obvious. Since this test is likely to be used pre¬ 
dominantly in the older age group in whom heart, 
kidney, and liver diseases are common, it appears 
desirable to obtain more information regarding the 
rehability of tubeless gastric analysis in the pres¬ 
ence of such complicating diseases. The study here 
reported was designed to gain such information. 

Metliods and Results 

One hundred fourteen patients hospitafized in 
the Philadelphia Veterans Administration Hospital 
were studied for the presence of free gastric acid 
by the intubation method with Topfers reagent 
and immediately tliereafter by tire tubeless gastric 
analysis technique using a cation exchange resin 
azure A compound. The patients in this study were 
selected because each had a disease state in which 
the results of die tubeless gastric analysis might 
be questioned. The patients were divided into die 
following five categories for purposes of analysis: 
(1) fiver disease, (2) heart disease, (3) kidney 
disease, (4) diseases of the gastrointestinal tract, 
and (5) miscellaneous diseases. 


In the fasting state the patient was given 1.0 mg. 
of histamine phosphate subcutaneously as a stimu¬ 
lant to gastric secretion. Forti'-five minutes later a 
control urine specimen was obtained. A no. IS 
Levin tube was tiien passed into the stomach and 
the contents aspirated and tested for the presence 
of free hydrochloric acid using Topfers reagent as 
an indicator. The tube was remolded and the pa¬ 
tient given 2 Gm. of the cation exchange resin 
azure A compound (containing 90 mg. of azime A) 
wndr 240 ml. of water. The urine voided during the 
two hours following the ingestion of die resin 
compound was collected as die test urine. Tliis 
two-hour urine was diluted to a volume of 300 cc, 
and an aliquot compared with two color standards 
of azure A, one equivalent to 0.3 mg. of azure A 
per 300 cc. and the second equivalent to 0.6 mg. 
of azure A per 300 cc. Tire control urine collected 
prior to the ingestion of die resin compound was 
used as a filter for the color standards to correct 
for the presence of urinaty pigments. 

If the color of the test urine was more intense 
than that of the 600-mg. standard, the test was 
interpreted as indicating the presence of free gastric 
acid. If the color was less intense than diat of the 
600-mg. standard, the aliquot of urine was acidi¬ 
fied with 1 drop of 18% hydrochloric acid, placed 
in a boiling water bath for 15 minutes, and then 
cooled to room temperature for three hours. Tliis 
step was designed to convert the colorless form 
of the dye to its colored form. The urine was again 
compared with the color standards. If the color was 
more intense than the 600-mg. standard, the pres¬ 
ence of free acid w'as inferred; if less intense than 
the 300-mg. standard, the test w'as interpreted as 
indicating no free gastric acid; if between tlie 
300-mg. and 600-mg. standards, the test w'as in¬ 
terpreted as doubtful. 

Tlie results of the tube and tubeless determina¬ 
tions are tabulated in table 1. Discrepancies be- 
hveen the two metliods are reported in table 2. 

Comment 

Evidence has accumulated which confirms the 
soundness of the premise of tubeless gastric analy¬ 
sis, that is, tlie release in the stomach at pH 3 or 
lower of a substance which will be absorbed from 
tlie small intestine and excreted by the kidney in 
detectable form. Tlie validity of the test depends 
upon otlier factors as w'ell. Tlie cons'entional gastric 
analysis, tliough frequently uncomfortable for both 
patient and technician, does not require the func¬ 
tional integrity of any other organ. The tubeless 
gastric analysis, however, assumes normal gastric 
emptying, standard absorption from the small in¬ 
testine, uniform circulatory djiiamics in transport 
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of the dye, consistent handling by liver and other duce the same prob 

oigans, prompt excretion by the kidney, and com- negative results’ repo 

plete emptying of die bladder. tients, in whom hyp( 

Complete plyoric obstruction would preclude is so low that this mi 

absoiption of tlie dye from the small intestine. In To the best of out 

the few cases of partial pyloric obshmction diat we performed in a 

studied, enough dye entered the small intestine so the malabsorptic 

that no false-negative results were obtained. In wit i legional enteritis 
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Table 1.—Results of Tube and Tubeless Gastric Analyses 
in Various Conditions 


Free Acid 
Prcfcnt 


No Free Acid 
PrcBcnt 


niFcaso Present No 

I.lvcr CS9) 

Lacnncc's clnhosis. 21 

Acute liepntltis . G 

Common duct stone. 3 

Hcmochromntosis . 2 

HoilKlrin’s disease . 2 

Cnrclnoinntosis . 1 

Pnncrciitlc ciirelnoma and 
oBslnictive jaundice. 1 


Pa- DIs- Dls- 

tients, Tube- ctep- Tube- crep- 
No. Tube less nncy Tube less aney 


Kidney (2G1 

Nephrosclerosis . 10 

Chronic irloincruloncphritis, " 

niatietlc Bloincnilosclcrosls. 4 

Chronic pyelonephritis. 2 

Multiple myeloma. 2 

Plssominated lupus 
erythcinatosis . 1 

Heart (2G) 

Arteriosclerotic . 15 

Phcninatic . 8 

Cor pulmonale . 2 

Myocarditis . 1 


Gastrointestinal (13) 

Duodenal ulcer—pyloric ob¬ 
struction . 

Gastric ulcer—pyloric 

obstnictlon . 

Gastric carcinoma—pyloric 

obstniction . 

Duodenal ulcer . 


duce the same problem. The incidence of false¬ 
negative results’ reported in a series of ulcer pa¬ 
tients, in whom hypermotility might be expected, 
is so low that this must rarely occur. 

To the best of our knowledge, the test has not 
l^en performed in a significant number of patients 
with the malabsorption syndrome. Our one patient 
with regional enteritis -absorbed enough dye to give 
a true positive test. In our group of 26 patients witli 
heart disease, all of whom were in congestive fail¬ 
ure, no false-negative results were obtained. The 
renal blood flow is apparently adequate for excre¬ 
tion of sufficient quantities of azure A. 

The role of the liver in the handling of azure A 
is unknown. In our group of 39 patients with vary- 

Table 2.—Summary of Discrepancies Between Tube and 
Tubeless Gastric Analysis in Twelve Patients 

Blood 

Ureii Eesuli, 

Nitro- Kcsult, Tijbe- 

een, Tube less 

Mg./ Meth- Mcth- 

Dlegnosls 100 Ml. Miscellnneous Dntn od od 


Dlegnosis 
Laecmee's cirrhosis 


Laermee's cirrhosis. Sulfobroinophthnlein, 

40%: bilirubin. 

5.G mg./ml.; cephalin 
flocculation, -t-t-f-f 

Metastatic carcinoma of Sulfobroinophthalcin, 

liver .■ 407o'. bilirubin. 

lO.Smg./ml.: alka¬ 
line phosphatase, 4S 
Shinoa’ara units* 

Glomeriilonopbritls. Do 

Glomcnilonephritis. 84 - 

Glomerulonephritis. 120 

Nephrosclerosis. 180 

Diabetic glomerulo¬ 
sclerosis . 114 

Diabetic glomerulo¬ 
sclerosis . 80 

Chronic pyelonephritis ... 118 

Bhoumatic heart disease . ... 

Arteriosclerotic heart 

disease. 

Macrocytic anemia (un¬ 
known type).. 

• SUinowara and others (/. Biol. Chew. 142:9-21, 194-2). 


Duodenal ulcer—postsub¬ 
total gastrectomy. 1 

Benign pyloric obstruction. 1 
Regional enteritis . 1 

Jliscelluncous (10) 

Bcmicioiis anemia .......... 4 

Macrocytic anemia, 

unknown type . 1 

Multiple sclciosis . 1 

Myxedema . 1 

Malnutrition... 1 

Sarcoidosis . 1 

Diabetes mcliltus . 1 

Total,. IM 


12 12 0 1 1 0 


3 3 0 7 0 1 

91 83 8 22 18 4 


piatients previously subjected to gastrectomy, the 
resin compound may not be retained in the gastiic 
stump long enough to permit I'elease of the dye. 
Shay’' has reported an occasional false-negative 
result in a patient who has undergone gastrectomy. 
Segal feels that keeping the patient supine or on 
his left side for 15 minutes after the ingestion of 
the resin would obviate this objection. There is a 
theoretical possibility that hypermotility might pro- 


ing degrees of hepatic failure, one false-negative 
result was obtained. This occurred in a patient 
widi far-advanced hepatic cirrhosis widi evidence 
of both chronic and acute hepatocellular damage. 
Several of the patients were markedly icteric at the 
time of the test. Others had laboratoiy and clinical 
evidence of severe hepatic insufficiency and im¬ 
pending coma. 

Far-advanced renal disease was tlie one condition 
in which we found a significant incidence of false¬ 
negative results. In the presence of severe renal 
insufficiency, an inadequate amount of the dye is 
excreted. In our group of 26 patients there were 
seven false-negative results, an incidence of 27%. 
These occurred in patients whose blood urea 
nitrogen level was more tlmn 60 mg. per 100 ml- 
In patients with moderately severe renal disease 
whose blood urea nitrogen was less tlian 60 mg. 
per 100 ml., the results of the tubeless gastric 
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analysis were in agreement with those of the 
aspirated gastric specimen. The presence of urinary 
retention due to obstruction at the vesical neck or 
elsewhere makes the test unreliable unless catheter 
emptying of the bladder is employed. 

Recently Poliner, Hayes, and Spiro ® reported an 
incidence of 75% false-negative results. This con¬ 
trasts sharply with the low incidence in our group. 
In 42 patients in whom there were negative or 
doubtful results by tubeless gastric analysis, Poliner 
and his group found that 26 had free acid when 
tested by intubation followng histamine stimula¬ 
tion. Tlie authors point out that this high incidence 
of false-negative results may have occurred be¬ 
cause 500 mg. of caffeine sodium benzoate was used 
as the gastric stimulant for the tubeless analysis, 
whereas histamine, a more potent stimulant, was 
used for the conventional analysis. The tubeless 
and tube studies were also done on different days. 
In our study in which the determinations were 
done simultaneously following histamine stimula¬ 
tion, no such discrepancy was noted. 

In the 114 patients studied, there were 4 in 
whom the results could be called false-positive, 
that is, in whom the tubeless gastric analysis in¬ 
dicated free acid when the gastric aspirate showed 
no free acid. This incidence of 3.5% false-positives 
is in close agreement udth other reports. 

The procedure itself, including testing the urine, 
is simple and requires little time or training. In 
,our group of 114 patients, 63, or 55%, gave positive 
results as indicated by dilution of the urine. In the 
cases of the remaining 51 patients (45%) acidifica¬ 
tion and heating was required. 

Summary and Conclusions 

Tubeless gastric analysis has been shown to be a 
valid procedure for determining the presence of 
free acid in the stomach. It gives no quantitative 
data, however, regarding the amount of acid 
secreted. 

One hundred fourteen patients with diseases that 
might invalidate the results of tubeless gastric 
analysis were studied vdth conventional intubation 
and the tubeless method following histamine stimu¬ 
lation. Seven false-negative results were obtained 
among 26 patients with renal disease. In these 
seven patients the blood urea nitrogen level was 
in excess of 60 mg. per 100 ml. In a group of 39 
patients \vith hepatic disease, one false-negative 
result was obtained in a patient vdth far-advanced 
cirrhosis. The tubeless gastric analysis technique 
appears to be valid in the presence of heart disease, 
miscellaneous other diseases, and early to moder¬ 
ately severe liver and kidney disease. 


Tubeless gastric analj'sis will probably be most 
useful as a screening technique for the detection of 
gastric achlorhydria. Its simplicity makes it readily 
adaptable for use in 'large numbers and as an office 
procedure. 

University and Woodland Avenues (4) (Dr. Myerson). 

The cation exchange resin azure A compoimd used in 
this study was supplied as Diagnex Blue with translucent 
color standards by Dr. Henry A. Strade of the Squibb In¬ 
stitute, New Brunswick, N. I. 
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COMPUCATIONS IN POSTERIOR FOSSA DUE TO OCCIPITAL 
. TRAUMA-THEIR OPERABIUTY 


Robert G. Fisher, M,D,, Jung K. Kim, M.D. 
and 

Ernest Sachs Jr., M.D., Hanover, N. H. 


Trauma to the occipital region of the head may 
cause hemorrhages resulting in deatli if surgical 
intoi volition is not accomplished. Little recognition 
has been given to injuries specifically confined to 
the posterior portion of the skull. Sporadic case re¬ 
ports indicate tliat hemorrhages in tlie posterior 
fossa as a result of trauma are operable lesions. The 
frontotemporal region, in contrast to tlie occipital 
region, has long been recognized as an area in 
U'hich dangerous e.xh-adural arterial bleeding may 
occur as a result of a fracture in the region of the 
middle meningeal groove. This report is made to 
stress the importance of recognition and operability 
for hemorrhages and fluid accumulations in the 
posterior fossa as a result of cranial injury. 

Approximately 135,000 patients have been ad¬ 
mitted to the Hitchcock Hospital and Clinic, Han¬ 
over, N. H., which is a center of a large, rural area. 
Many patients wdth serious head injury must travel 
a long distance for neurosurgical attention, best 
accomplished in tlie one centi'al hospital. Three 
hundred cases were found in which trauma to the 
occipital region of the head was tlie cause of the 
patients’ seeldng medical attention. Everyr patient 
showed evidence of local trauma, such as a scalp 
hematoma or laceration, to the occiput. Roentgeni- 
graphic examinations were made on all but four 
patients. Of the 296, 98 u'ere found to have frac¬ 
tures, which varied in their appearance, in tire 
occipital bone. Of the 98 patients having a fracture 
of the occipital bone, 32 presented serious compli¬ 
cations; and of the 198 not having a fracture, only 
14 presented serious complications. 

In order to understand adequately the pathology 
of this condition, a brief preview of the anatomy of 
the posterior fossa is necessary. Tlie region of die 
brain below tire tentorium is made up of pons, 
medulla oblongata, and cerebellum. The dura ma¬ 
ter, arachnoid membrane, and pia mater envelop 
tire brain. However, dura mater houses large ve¬ 
nous channels—tire transverse sinuses and the tor- 
cular Herophili—wlrich lie immediately below the 
occipital bone. The subarachnoid space is continu¬ 
ous over the cerebellum and fans out into the 
cisterna magna. Thus, cerebrospinal fluid inti¬ 
mately accompanies tire cerebellar contour and 
medulla oblongata through a rigid ri m-the fora- 

From the Section of Neurological Surgery, Hitchcock Clinic, and 
Dartmouth Medical School. 

Head before the Ninth Clinical MceUng of the American Medical 
Association, Boston, Dec. 2, 1955. 


Among 135,000 patients admitted to a 
hospital and clinic in a large, rural area, 296 
underwent roentgenographtc examination of 
the skull because of injuries to the bock of 
the head. A fracture of the occipital bone 
was found in 98 patients, 32 of whom had 
severe complications. The 21 cases here de¬ 
scribed involved lesions in the posterior fossa 
and included 2 fatal coses of infracerehellar 
fiemorrhoge. There were eight cases of extra¬ 
dural hemorrhage in this region; decompres¬ 
sion or removal of clots was followed by 
complete recovery in seven of these. The 
eighth was not relieved by making a bur 
hol^ in the occipital region; he died follow¬ 
ing a lumbar puncture, and autopsy revealed 
both an extradural hemorrhage and a bilat¬ 
eral subdural hematoma. Subdural hema¬ 
toma was found in four patients, three of 
whom died; if is believed that all might have 
been saved had bur holes been placed in 
both supratentorial and infratentorial re¬ 
gions. Subdural hygroma occurred in seven 
patients, and all survived; more rapid im¬ 
provement resulted from the making of bur 
holes info the posterior fossa to permit the 
escope of trapped cerebrospinal fluid and to 
reduce the intracranial pressure. In the past, 
attention has been focused on lesions to the 
surface of the cerebral hemispheres; these 
cases show that similar attention should be 
given to the structures in the posterior fossa. 


men magnum. The important arteries (vertebral 
and basilar) do not course in die occipital bone. 
Tire arterial supply of the cerebellum'originates in 
the ventral portion of the posterior fos^a. Because 
of tire general anatomic situation of structures in 
tire posterior fossa, tire padrology of this area when 
injured is die same as that of dre supratentorial 
region. Though lesions in the infratentorial region 
are comparatively rare, it is apparent from tlie 
series here reported that drey must be anticipate 
in cases of occipital trauma. 

Tire various lesions seen at tire Hitchcock Hospi¬ 
tal over a course of 20 years (1936-1956) include 
dre following, which will be described; (1) extra- 
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dural hemorrhage, eight patients (one death), (2) 
subdural hematoma, four patients (three deaths), 
(3) subdural hygroma, sev'en patients (no deaths), 
and (4) intracerebellar hemorrhage, hvo patients 
(two deaths). 

In addition to the cases to be discussed, there 
were eight in which a tear in tire transverse sinus 
was found and no hemorrhage was seen above or 
below the tentorium. Traumatic contusions of the 
cerebellum and intracerebellar hemorrhage are ex¬ 
tremely rare, and we believe that subdural hygro¬ 
mas occur more commonly in the posterior fossa 
than has been described. 

Extradural Hemorrhage 

Hemorrhage into the extradural space as a result 
of trauma uill compress the central nervous system 
in the cranial or spinal portion. As a result of cere¬ 
bral compression eitlier above or below the ten¬ 
torium, neurological deficit, coma, and death will 
result. As contrasted x\'itlr the bleeding of the mid¬ 
dle meningeal artery in tlie supratentorial region, 
bleeding in the posterior fossa is generally of ve¬ 
nous origin, and, in some cases, days, weeks, or, as 
in one obsen'ed case, months may pass before the 
compression will necessitate surgical interx'ention. 
Tlie incidence of extradural hemorrhage in the 
posterior fossa is estimated at 03% of all cranio¬ 
cerebral injuries and 7% of all extradural hemor¬ 
rhages, although tliis figure may be overestimated. 

The reports of this lesion in the literature are 
summarized in table 1 The first significant report 
was made by McKenzie ’ in 1938. He recognized 
that this hemorrhage might arise primarilv below 
the tentorium or might extend secondarily from 
hemorrhage above the tentorium as a result of a 
middle meningeal artery tear. His comments were 
interesting: “I have never heaid of extradural hem¬ 
orrhage over the cerebellum If a diagnosis could 
have been made, operation would have been sim¬ 
ple and recover)' almost certain ” He recognized 
that prompt diagnosis and surgical therapy would 
have saved all of his patients 

Coleman and Thomson" first successfully re- 
mox'ed a clot in the posterior fossa of a 9-year-old 
child who had fallen backward and struck his 
head. Tlie patient had been sent home from the 
emergency room of the hospital tvnee before tlie 
diagnosis was established. A midline fracture xvas 
present from the lambdoidal suture to the foramen 
magnum. The patient was operated on, and he 
recovered. Kessel,'’ shortly after this, also operated 
on a patient with such hemorrhage, and he indi¬ 
cated that patients with supratentorial hemorrhage 
from the transverse sinus had been operated on 
successfully. 

After these initial reports, subsequent reports not 
only indicated increasing awareness of the lesion’s 
occurrence but also presented great variation in 
clinical symptomatology and neurological signs. 


Most cases occur as a result of a backward fall, 
and the patient shows external exndence of occipi¬ 
tal injury; however, one case was described as re¬ 
sulting from forceps injurx' in a newborn infant. 
Unconsciousness may or may not occur, and some 
patients hax'e shown a lucid interx'al after an initial 
period of unconsciousness, only to relapse into 
coma—indicating serious medullarx' compression. 
Noting the period prior to medullarx' compression 
led Hooperto classify cases as acute, subacute, or 
chronic. In certain patients coma, xdtal sign dis¬ 
turbance, and an enlarged pupil may be evident 
within 24 hours after injur)', wliile in others two to 
seven days may pass before a desperate situation 
evolves. Headache, ataxia, nystagmus, dizziness. 

Table 1.—Coies of Extradural Hemorrhage of Posterior 
Fossa as Reported in Literature 


Patient= 



Tr of 

Total 

Recovered, 

Aulhor 

Report 

Ca-cs 

No 

Age, Tr. 

^\ burton 

1901 

2 

1 

12,24 

Duret 

1922 

2 

0 

... 

McKenzie 

19Si 

3 

0 

... 

Coleman and Thomson 

1941 

1 

1 

9 

Munro and Mnltby 

1011 

1 

0 

... 

Ke««el 

1942 

1 

1 

24 

Turnbull 

1944 

1 

1 

S3 

Matte 

19« 

1 

1 

6 

Flemmger and Smith 

1940 

1 

1 

ICH 

Gordy (reported aNo by 
GrO'« 

104^ 

1 

0 

Toung 

\nd€r«on 

1949 

1 

1 

5-12 

Bacon 

1949 

1 

1 

27 

Grant and 4uetin 

1949 

1 

1 

2(5 

Hcrren and Zeller 

39)0 

2 

0 

C0.49 

Bonnal 

19^1 

1 

1 


Canjp)>c]l and Cohen 

1951 

1 

1 

2 wlff 

Munslow 

- 1951 

n 

0 

20,2.5 

Schneider, Kahn, and 
Crosby 

1951 

1 

1 

43 

I^mmon and Schneider . 

19)1 

3 

3 

52,14,11 

Beller and Peyser 

lOjl 

3 

1 

IS,27,18 

Campbell, Mhitfield, and 
Greenwood 


5 

4 

8,9,5,00,6 

Hooper 

1954 

7 

4 

20,49 8,15, 

snleeby, LeFe\er, and 
Harmon 

19)4 

1 

1 

2,10,36 

SO 

Pre'-ent report 

l^iT 

S 

7 

51,12,4.0, 

\ronsoD and R in-oboff 

1*U» 

1 

1 

3,1^^,15,50 

42 


and a tendency to lie on one side w'ill be foUow’ed 
by letharg)' and decerebrate rigidit)'. Papilledema 
may be found, as w'ell as a paralysis of the 3rd, 
6th, 7th, 9th, and 11th nen'es. Hypotonia and a 
stiff neck are common. 

The bleeding has been found to arise mostly 
from the transverse sinus or at the junction of the 
sinuses (torcular Herophili). Due to a tear in these 
large venous channels, hemorrhage may compress 
tlie cerebellum and brain stem rapidly. Most pa¬ 
tients will be found to have’a fracture of the occipi¬ 
tal bone by x-ray or at the time of operation, but it 
should be stressed that not all xi'ill show' ex'idence 
of a fracture. The fracture may be found in any part 
of the occipital bone. Depressed fragments have 
rarely been reported. 
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The reports of five cases by CampbeJ] ® in 1953 
and seven cases by Hooper^ in 1954 have been tire 
most numerous and informative. Botli reports origi¬ 
nated in large cities. In Campbell’s report, four of 
fi^'e patients were under 10 years of age, and in 
Hoopers, five of seven patients were under 20. In 
oiu seiies, six of eiglit u^ere 15 years of age or 
under and three of die eight were female. Most of 
the patients were referred a short time after their 
injury, and they were in relatively good condition. 

All patients presented evidence of occipital trauma, 
but two showed no fracture by x-ray examination. 

Signs of cerebellar injury were found in only tiiree 
and papilledema in only two. Of the seven patients 
that were operated on, recovery occuiTed in all. 

Vie one patient who died, in 1939, bad bur holes 
in the supratentorial region only. 
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pulse rate was 80 per minute, and he was drowsy. When taken 

® contusion of the 

left forehead and a laceration of the occipital region The 
eyes were deviated to the right, and a nystagmus to the 
right was noted. Reflexes of the right biceps and triceps 
were increased. There was a Babinski sign on the right Hie 
condition was better the navt day, but the nystagmus’per¬ 
sisted. The left pupil was much larger than the right and 
a facial paralysis was present on the right side. Decraased 
hearing of the right ear was noted. The child was seen to 
.stagger when walking, and he showed confusion on the 
fourth day of hospitalization. On tire ninth day, an extra¬ 
dural elot was removed from the posterior fossa. The child 
recovered, but the facial paralysis persisted, necessitating a 
hypoglossal-facial nerve anastomosis six months later, which 
resulted in some return of facial function. 


Table 2.~Siitnuiarij of Findings in Eight Cases of 
Extradural Hemorrhage of the Posterior Fossa 
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*BP, blood pressure: P, pulse rate; 

and 
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dieates ri.se. 


Tire follou'ing case reports are drawm from our 
experience (table 2). 

Case 1.—A 51-year-old male fell from a tree and struck 
the occipital region of his head. He walked to a doctor’s 
office and was admitted to hospital Jan. 13, 1939. He 
vomited blood and soon was unconscious. There was a 
laceration of his right occipital region. He could not move 
his left arm and leg. His blood pressure was 200/100 mm. 
Hg; his pulse rate was 64 per minute. A Babinski sign was 
present on the right side. A bur hole was made in the 
occipital region, and no hemorrhage or contusion was 
found; however, the brain was under tension. Three days 
after admission, a lumbar puncture was done. The cerebro¬ 
spinal fluid pressure was 270 mm. H-0, and 10 cc. of fluid 
was removed. He became cyanotic and stopped breatliing. 
The postmortem examination disclosed a fracture of the 
petrous ridge which extended to the right lateral sinus and 
foramen magnum. An extradural hemorrhage was present 
in the suboccipital region, and a bilateral subdural hema¬ 
toma also was found. . 

C \SE 2 -A 12-year-old boy was driving a tractor when 
fell over He was unconscious and taken to a local 

phySiariii* Wooa PTCSB.™ 148/68 mm. Hg, fa 


Case 3.—A 4-year-oId girl was admitted to hospital six 
hours after having been struck by a horse’s hoof at a race 
track. She was unconscious and had been since the injur>'. 
She vomited and was bleeding from tire mouth. The pupil 
on tire right was larger than tliat on the left, but both re¬ 
acted to light. The pulse rate was 146 per minute, and the 
blood pressure was normal. She remained in coma. X-rays 
disclosed multiple fractures of the frontal, parietal, and 
occipital regions. Three days after admission an extradural 
clot, measuring approximately 30 cc., was removed from the 
left side of the posterior fossa. The.child’s condition was 
improved, and she was discharged 10 days later witlioiit 
neurological deficit. 

Case 4.—A 6-year-old girl fell downstairs and struck the 
back of her head. She-did not faint or lose consciousness 
but vomited several times, was nauseated, and became 
sleepy. She was admitted shortly after injury; her examina¬ 
tion disclosed normal vital signs, and she appeared well. 
However, .she walked with a broad-based gait and showed 
ataxia. Nystagmus was present, more to the right than to 
the left. She was discharged with persistent nystagmus on 
the fifth hospital day. X-rays of her .skull disclo.sed no frac¬ 
ture. She was readmitted six days later with severe sub- 
occipital headaches and r'omiting. Nystagmus was present, 
as was early papilledema. On the 11th day after injur)', an 
extradural clot was removed from the posterior fossa. All of 
her signs cleared after one month, and her condition became 
normal. 

Case 5.—A Ifl-year-old child fell from a car five days 
before and from a couch one day before admission. He was 
admitted to tlie hospital witli a large hematoma in the 
occipital region. He had a pulse rate of 120 per minute. 
The eyes were constantly deviated to the right, without 
evidence of nystagmus. A fracture was present in tlie left 
occipital bone. The child also was found by examination to 
have a dermal sinus. His hemoglobin level, preoperatively, 
was 9.6 Gm. per 100 cc., and his hematocrit svas 32%. 

An extradural hemorrhage, measuring 50 cm., was present 
over the posterior fossa and the occipital lobes. A depressed 
fracture in tlie occipital region protruded into tlie trans¬ 
verse sinus. This was removed with furious bleeding. The 
sinus had to be sutured. The patient recovered without 
neurological deficit. 

Case 6.— A IS-year-old boy sustained a blow to the right 
occipital region nine days prior to adinis.sion, but was not 
unconscious. The area was tender, and two days prior to 
admission diplopia was noticed. He was admitted to the 
hospital with tliis complaint. His examination showed nor¬ 
mal vital signs. His neck was somewhat stiff, and there was 
a paralysis of die left abducens nerve. Pap'lledem.i was 
present. An arteriogram showed no abnormality, and x-ra)’s 
of the occipital region disclosed a fracture. An e.xtra im 
hemorrhage was present underneaffi die fracture site; ^ 
was removed. The paralysis of the 
immediately worse postoperatively and then becam 
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siderably better; tlie papilledema also was worse for a short 
period of time. A lumbar puncture done one week after 
surgery showed the cerebrospinal fluid pressure to be 
240 mm. H-0 initially, and the fluid was clear. The child’s 
condition has subsequently become normal. 

Case 7.—A 3-year-old girl struck her occiput when 
knocked to the sidewalk by a large dog. She was not un¬ 
conscious, but she became dizzy and confused and began 
to \omit repeatedly. The local physician noted nystagmus. 
Wflien admitted to tire hospital the next day, she was le¬ 
thargic and her pulse rate was 120 per minute. Her 
respiration rate was 28 per minute and her temperature 
101.4 F (38.3 C) rectally. A fracture was revealed on the 
right side of the occipital bone by x-ray. Bur holes in the 
posterior fossa disclosed a liquid and solid extradural 
hemorrhage 33 cc. in x'olume. She improved after opera¬ 
tion and was discharged four days later. Slight ataxia was 
present in the hands one month postoperatively; follow-up 
examination six months later disclosed no abnormality. 

Case 8.—A 50->'ear-old man with muscular dystrophy 
accidentally struck the back of Ins head and was uncon¬ 
scious for a short period of time. He complained only of 
headaches for nine days, when he became suddenly coma¬ 
tose with extensor rigiditj’. He was brought to tlie hospital 
and was found to have a stiff neck and a minor occipital 
laceration. X-rays disclosed a right occipital fracture. A 
large, extradural clot in the cerebellum was removed im¬ 
mediately by surgery. He had a stormy postoperative course 
characterized by adrenal insufficiency and pneumonia, but 
he recovered and returned to his original status six months 
lat'”'. 

Subdural Hematoma 

The literature on tlie subject of subdural hema¬ 
toma is sparse, indicating that instances of sub¬ 
dural hematoma in the cerebellar region are rare. 
Munro,® in reviewing 62 cases of subdural hema¬ 
toma in 1934, described a patient who died as a 
result of bur holes being made in the supratentorial 
region for treatment of a subdural hemorrhage 
which lay both above and below the tentorium. 
Coblentz’' removed a subdural cerebellar hemor¬ 
rhage in a newborn hydrocephalic infant. He cited 
four cases that had been described previously—all 
were diagnosed at autopsy. Max Feet, in Brock’s 
excellent textbook ® on injuries of tlie central nerx'- 
ous system, says in reference to cerebellar subdural 
hematomas, “Rarely they are found over the occipi¬ 
tal poles or the cerebellar hemispheres.” 

IVebster and others,® revieiving 300 cases of pen¬ 
etrating cranial xvounds, found 10 v'ith cerebellar 
injury. 'The first patient reported was found to hax'C 
a massive acute subdural hematoma, which was 
successfully operated on. Other case reports are 
infrequent, but mention must be made of the re¬ 
port of Achslogh,*® in which a chronic subdural 
hematoma of the posterior fossa was described as 
successfully removed. No injurj' had been sustained 
by the patient, and he had had sjnnptoms 14 
months prior to surgery. 

There are four cases in our series (table 3), and 
only one was in a child. In all cases, the patients 
showed subdural hemorrhage in all three cranial 
fossas, and only in one was surgery' performed 
above and below tlie tentorium, xvith surruval. An 


occipital fracture was foimd in only two. All pa¬ 
tients were comatose, and two had presented a 
lucid interval. The patient who survived is the most 
recent in tire series. 

Case 1.— A 62-year-old man fell downstairs two davs 
prior to admission. He was admitted ambulatory to another 
hospital when he became unconscious and incontinent of 
urine; he had had a great deal of headache and vomiting 
prior to becoming unconscious. On admission to our hos¬ 
pital, he vv'as senriconscious and his temperature was 
103.8 F (39.9 C). His blood pressure was 180/95 mm. Hg, 
and his pulse rate was 120 per minute. Hls respiration rate 
was 28 per minute. He showed marked rigidity of his neck, 
lie was incontinent of urine, and all deep reflexes were de¬ 
pressed. He moved his right arm less than his left. A frac¬ 
ture in the left occipital bone was found. A lumbar punc¬ 
ture showed an initial cerebrospinal fluid pressure of 
220 mm. H:0, and the fluid was grossly bloody. The day- 
after he was admitted, he showed improvement, although 
he was still quite confused and a facial paraly’sis was pres¬ 
ent on the right side. Three days after admission, he showed 
drowsiness and his neck was a great deal more rigid. 
Lumbar puncture showed the initial pressure too low to 
read, and tlie patient died shortly after. Postmortem exami¬ 
nation disclosed subdural hemorrhage of the left side of the 

Table 3.—Summary of Findings in Four Cases of 
Subdural Hemorrhage of Posterior Fossa 

Cn«e 



.Age, yt . 62 4 4S 51 

Sex . . . M F M M 

Coma . . . _ _ j. j. 

Lucid mtcnal . . — — — -c 

Fractured occiput . . . — — + 

«ubdural hemorrhage in 

anterior and middle fo«-as . — -l a- 

Hemiparc«is . . . 4- — — — 

Nystagmus or ataxia . — — — — 

Bur hole* above and 

beloir tentorium , . — — — -t- 

.Sumr.-il .... — — — + 

brain and cerebellum present in the antenor, middle, and 
posterior cranial fossas. Necrosis of the frontal lobe was 
found, and an intracerebellar hemorrhage was also found in 
the right occipital region. 

Case 2.—A 4-}'ear-old girl fell dovv-n a flight of stairs and 
struck her head. She was immediately admitted to anotlier 
hospital. She was transferred to our hospital 24 hours later, 
and died in die emergency room. A postmortem examina¬ 
tion disclosed a fracture in the left occipital region extend¬ 
ing forward to the temporal bone and to the foramen 
magnum.'A subdural hemorrhage was present m the pos¬ 
terior fossa around the pons and the medulla, and this was 
also present in both the anterior and middle cranial fossas, 
although not as extensively. Petechial hemorrhages were 
found in the occipital lobe on both sides. 

Case 3 —A 48-year-old man fell from a tree, struck his 
head, and became unconscious. He regained consciousness, 
and tenderness was present in the occipital region of die 
scalp. The neck was supple. He was sent to the hospital, 
and a fracture was disclosed in die occipital region. This 
was elevated, and a tantalum plate was inserted. The 
patient showed drowsiness five days later, and eight days 
later his blood pressure was 200/80 mm. Hg. Lumbar 
puncture disclosed an initial cerebrospinal fluid pressure of 
430 mm. H;0. Bur holes revealed a subdural hemorrhage 
on the left side. Nine days after admission, Babinsld signs 
were present bilaterally, and he stopped breadiing. He died 
shordy after. At postmortem examination the fracture was 
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found to be present in the occipital region and to extend to 
the lateral sinus. A thrombus was present on the petrous 
•Sinus, and there wn.s much sulidural hemorrhage in all 
three cranial fo.s'sas. 

Case 4.-A Sl-year-old man fell downstairs and stnick 
Ins occiput. He was unconscious for 15 minutes and had a 
slight headache after tin's. Admitted to another hospital he 
became drou's}', had a stiff neck, and vomited. He lapsed 
-into coma 24 hours later, had two convulsions, and became 
incontinent. His blood pressure was 180/100 mm. Hg, 
Neither Babinshi sign nor nystagmus was present. No frac- 
turc was found in the occipital region, despite his having a 
rather extensive hematoma of the scalp. Bur holes were 
made both above and below tlie tentorium; these disclosed 
60 cc. of clotted blood above the tentorium and 35 cc. 
lielow. His postoperative course was e.\tremely stormy as a 
result of pulmonary complications, and a tracheotomy was 
done. He was discharged in five weeks with his condition 
considered to be nonnal. He developed post-traumatic epi¬ 
lepsy, which was controlled adequately by diphcnylhydan- 
toin (Dilantin) sodium. 

Subdural Hygjoma 

Cerebrospinal fluid may accumulate in the sub¬ 
dural space below the tentorium. These collections 
of fluid give rise to signs and symptoms of in- 

Table 4.~Summartj of Findings in Seoen Cases of 
Subdural Hygroma of Posterior Fossa 
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creased intracranial pressure, as well as to signs of 
distress in the local medullary and cerebellar re¬ 
gions. The cause {or this fluid accumulation is not 
well understood. The literature in the past has 
been concerned witli subdm'al collection of fluid in 
the supratentorial area, and Haynes" has stated, 
“I am not familiar with hygromas located else¬ 
where than over the cerebral convexity. Basilar, 
interhemispheric and posterior fossa hygromas, 
while anatomically possible, must be extremely 
i-a3-e.” 

The cause of fluid accumulation has generally 
been assumed to be a tear in the arachnoid mem¬ 
brane, although Heyl and Small have questioned 
whether this fluid accumulates in the subdural 
space as a result of altered permeability of the 
arachnoid membrane. Naffziger,*'’ in 1924, said, 
“Subdural fluid accumulations after head injury 
seem to have escaped the comment of pathologists 
and surgeons. We do feel that, nevertheless, in 


19SS 

such cases there is temporary benefit by the re 
moval of fluid from the spinal canal.” He indicated 
tliat these collections of fluid were seen with some 
.cases of cerebral hemorrhage. Dandy" first used 
the term Tygroma” for collections of subdural fluid 
which occurred in trauma and mastoid infections 
and stated that these collections do not cause many 
neurological signs. Grant has said that this 
lesion may account for a progressive or persistent 
intracranial disturbance after a head injury, status 
epilepticus, acute mania, or motor weakness., He 
also believed that spinal puncture helped to relieve 
the headache of tliese patients. 

In analyzing our data (table 4), it appears that 
those cases in which there were significant and 
compressing collections of subdural fluid in the 
posterior fossa have occurred in young people. The 
neurological findings to indicate pathological con¬ 
ditions in the posterior fossa were not consistently 
significant, although most patients showed evidence 
of injury to the occiput accompanied by a fracture. 
Only one patient presented papilledema. All pa¬ 
tients survived, being treated with bur holes in the 
posterior fossa. 

Case 1.—A 3-year-old boy was struck by a car and be¬ 
came unconscious immediately; though he soon roused, he 
later became drowsy. He vomited at least eight Hines on the 
way to the hospital. A laceration was present in the right 
occipital region, which had been sutured at anodier hos¬ 
pital. There were normal vital signs, but a dilated pupil was 
present on the right and a Babinski response on the leit. 
He became stuporous overnight. X-rays disclosed a widen¬ 
ing of the occipital bone synchondrosis. Bur holes placed 
above and below the tentorium disclosed a hygroma of the 
posterior fossa 20 cc. in volume and present on the left 
side. He regained consciousness immediately but had a 
paralysis of tlie left abducens nerve and walked vvitli a 
wide-base gait for a period of at least one month. These 
signs then disappeared completely. 

Case 2.—A I9-mon(h-oId boy was hit by a car but did 
not lose consciousness. He vomited several times. When 
admitted to hospital, he had a temperature of 101 F 
(38.3 C) and a pulse rate of 124 per minute with respira¬ 
tion rate of 44 per minute. He became drowsy and, later, 
stuporous. His head was held to die left, and his left knee 
jerk was increased. He had a severe fracture of the right 
occipitoparietal region. Two days after admission, bur holes 
disclosed a cerebellar subdural hygroma 20 cc. in volume. 
The arachnoid membrane was visualized, and the fluid was 
outside of this; it was present bilaterally in the posterior 
fossa. Postoperatively, the child’s .head was held straight 
and he regained full consciousness. He developed a woiinct 
infectioii in the suboccipital region, due to Staphylococcus 
aureus, which was treated and cleared with antibiotics. 

Case 3.-A 20 -year-oId girl, involved in a car accident, 
was tlirown out of a car door and landed on the back ot 
her head. She was unconscious and remained so. No frac¬ 
ture was visible. At another hospital temporal bur o es 
were made bilaterally without disclosure of a hernamn 
but showing increased intracranial pressure. She was un¬ 
conscious on admission to this hospital six days a er i 
injury. She could not be aroused and did not I'espo™, 
pin prick. Her vital signs were normal, Weakness of » 
right am and left side of tlie face was noted. A bila^. 
abducens paralysis was found, and a ^ 

response was present. On the 16th day after her injury. 
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holes were placed in the suboccipital region; these disclosed 
a subdural hygroma measuring 40 cc. in volume. On the 
fourdi postoperative day she was able to talk and srvallow. 
She subsequently recovered all function, with the exception 
of loss of vision in the left eye, due to a presumed optic 
nerx'e axoilsion, and a bilateral palsy of the sixth nerve, xx’hich 
was repaired recently by muscle transplants. 

Case 4.—A 2-year-old boy, while riding a tricycle, xx’as 
hit by a car. He was unconscious but later showed move¬ 
ment. A large bruise was present over the posterior part of 
his head. He was admitted within an hour of his injury and 
xvas decerebrate. He had a stiff neck and fixed, dilated 
pupils. His pulse rate was 138 per minute. His respiration 
w'as shallow', at a rate of 10 per minute. He was pale and 
cyanotic, and he w'as bleeding from his nose and mouth. A 
linear fracture was present in tlie occipital bone from the 
transx’erse sinus to the foramen magnum. There was a 
fracture of the left tibia and fibula. Bur holes were made 
immediately, and a large bilateral hematoma was removed 
from the posterior portion of the occipital regiPn. Bur holes 
in the suboccipital region disclosed a large subdural hy¬ 
groma under severe tension. A cast W'as applied to the bones 
of the left leg. The child responded well three days after 
surgery. He is perfectly normal at the time of writing, three 
years after his inj'ur)’. 

Case 5.—A 53-year-old w'oman was involved in a car 
accident and was rendered unconscious after striking the 
back part of her head. She was in profound coma and was 
decerebrate, with enlarged, fi.xed, dilated pupils. Her pulse 
rate was 124 per minute. A laceration of the left frontal region 
had been sutured outside the hospital. There w"is also 
evidence of occipital trauma. A facial weakness w'as present 
on the left, and a bilateral Babinsla sign was noted. A 
fracture was disclosed in the right occipitoparietal region. 

Bur holes, done above and below the tentorium, dis¬ 
closed a subdural hygroma 40 cc. in volume in the posterior 
fossa. Ataxia was noticed postoperatively in the mox'ements 
of her hand. Her temperature and pulse became abnormal, 
and she had ex-tremely irregular respiration. She w'as sub¬ 
jected to hypothermia for a period of three days, and she 
eventually recovered. She was discharged after two months 
to a convalescent home and has shown further improve¬ 
ment, although she is unable to walk by herself and has 
disclosed palatal myoclonus. Her mentality is not adequate 
for her to care for herself. 

Case 6.—A 4-year-old girl was run over by a car, and 
she immediately became unconscious and cyanotic. She was 
bleeding from her left ear. A fractured left humerus xx'as 
present, as well as a depressed fracture in the left parietal- 
occipital region. This was elevated. The fracture was ac¬ 
companied by a subdural hygroma in the posterior fossa, 
W'hich was under pressure. The patient remained uncon¬ 
scious for a long period of time, and there w'as a right 
hemiplegia postoperatively. After five days she responded 
to pain, and she recovered normally in three months. An 
electroencephalogram done one month postoperatively 
show'ed a disorganized eight-per-second alpha xvave in her 
occipital region and a five-per-second wave throughout her 
entire record. 

Case 7.—A 10-year-old girl tripped and struck her head 
on a rock. She was not unconscious, but within 5 or 10 
minutes she noted numbness in the left arm and within 13 
minutes inability to walk and drowsiness. There was a 
dysphonia but not aphasia. She was admitted to the hospital 
90 minutes after injury. Examination showed her to be 
completely disoriented and wildly irritable; there w'ere 
bilateral Babinski signs, drowsiness, and restlessness. X-rays 
revealed no skull fracture. Bilateral supratentorial bur holes 
showed only increased pressure. Forty-eight hours later, 
focal left-sided seizures began, which resulted in a virtual 
status epilepticus. Ree.xploration of the bur hole on the 


right side again revealed nothing. The status epilepticus. 
which was always focal on the left side, continued for two 
days, and, finally, 80 hours later (three and one-half da\s 
after the trauma), early papilledema was noticed, a fine 
nystagmus was present, the neck was stiff, and bur holes 
in the posterior fossa rex'ealed a cerebellar subdural hy¬ 
groma, 30 cc. in volume, under pressure. The protein in 
the cerebrospinal fluid was 100 rag. per 100 cc., as against 
7 mg. per 100 cc. in the ventricular fluid. After this, she 
immediately began to improx'e; within 24 hours her seizures 
were under control, and within 48 hours they had ceased. 
Four da}'s after remox'al of the subdural hygroma, she was 
moxing her left side and starting to talk. Twenty-one daxs 
after the removal of the hygroma and 25 days after admis¬ 
sion, she was able to walk from the hospital with almost 
no neurological deficit. 

Comment 

Traumatic lesions of the suboccipital region 
which may be successfully operated upon are rela¬ 
tively rare, and only recently has the hterature in¬ 
dicated that such operation is possible. These le¬ 
sions display their signs in a much less pronounced 
fashion than others, and their development may be 
slower than that of a lesion in the supratentorial 
areas, such as an e.xtradural hemorrhage. Howex'er, 
it should not be forgotten that some of these hem¬ 
orrhages may develop quite rapidly. 

In most of these cases, the patient wall show an 
occipital fracture. Extradural hemorrhages of the 
posterior fossa may be successfully diagnosed and 
operated on, and the long-term results are equally 
as good as for those patients xxdtli supratentorial 
extradural hematoma. 

It is exddent that bur holes must be placed in 
both the supratentorial and infratentorial regions 
in order to have the patient survive. Bur holes are 
never adequate in examination and treatment of an 
occipital injur}' in either the supratentorial or in¬ 
fratentorial region alone. If, in three of our patients 
with subdural hematoma, bur holes had been 
placed in both the supratentorial and infratentorial 
regions these patients would have surviv'ed. 

The presentation of sex'en cases of subdural hy¬ 
groma of the posterior fossa needs further com¬ 
ment. These lesions have been found as a result of 
our being overcautious about traumatic pathologv' 
in the posterior fossa for which a successful oper¬ 
ation may be performed. One wonders if the pa¬ 
tients would hav'e surv'ived if no surger}' had been 
performed. Perhaps they might have; howev-er, we 
question xv'hether conx'alescence might have' been 
prolonged, and we also question the final neuro¬ 
logical status. From what we have found at the 
time of surger}', we assume that the dural incision 
allows excess fluid, which has arisen in the suba¬ 
rachnoid space and has become trapped in the 
subdural space, to escape. 

The surgical technique is relatix'ely simple. A 
midline incision is made from the inion to the re¬ 
gion of the second cerx’ical vertebra, and bur holes 
are placed in both sides of the posterior fossa after 
the muscles and fascia have been separated. If 
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Jere is no lesion present in the extradural space, 
the dura is always opened to inspect the subdural 
aiea and the cerebellum. Endotracheal anesthesia 
IS always used. 

Summary 

Seiious complications due to occipital trauma 
may arise in the area of the posterior fossa. Such 
complications, including extradural and subdural 
hemorrhages and subdural h)'gromas, may be suc¬ 
cessfully operated on. Patients with injury to die 
occiput, who have a fracture or evidence of local 
hematoma vdth progressive embarrassment of vital 
signs, prolonged coma, or progressive cerebellar 
signs, should be subjected to surgical exploration. 
This is carried out by placing bur holes both above 
and below tlie tentorium. 
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UNDERGRADUATE MEDICAL EDUCATION AND THE 
CHANGING STATUS OF PATIENTS 


Ward Darley, M.D., Evanston, Ill, 


The general consideration of this panel is to 
center on the problems of specialty training that 
are resulting from the changing status of patients. 
I have been asked to discuss this same development 
from the standpoint of undergraduate education. 
While sequence may make the separate considera¬ 
tion of undergraduate and graduate education a 
reasonable division of labor, the facts of their inter¬ 
dependence and the educational principles and 
concepts that they must or should share in common 
makes it impossible for me to think about eitlier 
one without the other. Because of this, as I have 
developed my assignment, by both implication and 
digression, I have had to make some reference to 
specialty education. Just as the undergraduate ex- 
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perience should be supportive to the graduate, I 
hope that what I have done will provide a useful 
background for the papers that are to folloiy. 

I assume that in referring to “tlie changing status 
of patients” we mean that the time is at hand when 
almost every individual, on his own, through insur¬ 
ance or through some other mechanism, will be 
obtaining medical and hospital care on some kind 
of a remunerated basis, thus doing away with socio¬ 
economic inadequacy as the factor which forces 
patients to the teaching services of our medical 
scliools and hospitals. I believe that this assump¬ 
tion is valid because, as a trend, it is already ap¬ 
parent and also because it is a reasonable part 0 
this nation’s pattern of progress-a development 
that is coming out of the complicated interacbon 
between medicine’s increasing effectiveness, 0 
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rising standards of living, and a social awareness 
that is steadily placing a higher premium on hu¬ 
man resources and dignity. 

Change, even progressive change, is always asso¬ 
ciated wdth problems. But as our teaching programs 
in medicine react to tire improving socioeconomic 
status of patients, I hope we will assert sufficient 
care so tliat we may not only dissipate and prevent 
problems but, at the same time, strengthen and 
improve our system of medical education. In other 
words, I hope that what we may do will represent 
an adjustment to change that will work in the inter¬ 
ests of furtlier progress. 

This paper does not represent an effort to finalize 
the difficult line of reasoning that this approach 
would involve. Such is not within the capacity' of 
any one individual. However, in order to be pro¬ 
vocative on the one hand and yet not to appear in¬ 
decisive on tlie other, I am going to indicate the 
reasoning I would offer if I were a member of a 
group of highly motivated, knowledgeable indisad- 
uals who might be brought together to give our 
problems tire intensive study and deliberation they 
deserve. 

Adjustment to Change 

I would first urge that all of the thinking and dis¬ 
cussion be in line with the best possible medical 
education and that nothing be considered or ac¬ 
cepted that would compromise this principle. This 
would be particularly productive because it would 
let us look to the future of medical education and 
what it ought to be without being side-tracked by 
present confusions and tensions. 

Next, I would want the group to understand my 
concept of some of the background against which 
its deliberations should take place. In developing 
this, I would want to emphasize the importance of 
the growing relationship beriveen the undergrad¬ 
uate and graduate levels of education. This could 
be accomphshed by pointing out that, as medical 
facts, techniques, and concepts have grown in 
number, complexity, and importance, the stature 
of medicine has reached the point where it has had 
to be broken down into leamable parts. As a con¬ 
sequence, specialty training—the concerted learn¬ 
ing of one of these parts—is becoming a must for 
every physician. Even general practice (I prefer tlie 
term general medicine) should require special 
training two to three years beyond internship. All 
of this means that the four years of medical school, 
the only formal-professional education that all phy¬ 
sicians will have had in common, must take on spe¬ 
cial significance. 

I would then want the group to appreciate the 
two tilings that are particularly unique about medi¬ 
cal education. The first of these is that, instead of 
the usual two-way teacher-student relationship 
found in most educational situations, in medicine 
three personalities are involved: the student, the 


teacher, and the patient. Furtliermore, this patient 
needs help and, almost by instinct, seeks—even 
creates—a situation in which he becomes dependent 
on his physician. Insofar as possible, tlie student 
must become this physician. The student must have 
the opportunitj' to bring the knowledge and interest 
that result from intensive study into an active and 
responsible participation in the evaluation and 
management of human health and illness. Thus, the 
second thing that is unique about education for 
medicine is the peculiar situation in teaching insti¬ 
tutions and services which makes this three-wa\- 
relationship between student, teacher, and patient 
an effectiv'e educational operation. 

Definitions in Medical Education 

In order to complete this background and also to 
cross a bridge that would lead to considerations I 
would want to develop later on, I would ne.xt ask 
this group to consider the attributes and implica¬ 
tions of four commonly used terms which can be 
verj' important to the changing status of patients 
and to the problems that are related thereto and 
can be solved therefrom. Without arranging them in 
any particular order, I would offer these considera¬ 
tions by asking and discussing a series of questions: 
1. What is a student of medicine? 2. What is a med¬ 
ical teaching institution and a medical teaching 
service, as contrasted to a nonteaching institution or 
service? 3. What is a teaching patient? 4. What is a 
medical teacher? 

Student of Medicine.—i realize that all physicians 
and medical scientists should be students through¬ 
out the duration of their professional lives. But, for 
the purpose of tliis question, I would define a stu¬ 
dent of medicine as an individual who is engaging 
in full-time study either as a matriculant in an 
undergraduate school of medicine or as an ap¬ 
pointee in an approved internship or residency. The 
undergraduate e.xperience must prepare for the 
graduate. As a consequence of this, the objectis’es 
of the two differ, in that the former is aimed at de¬ 
veloping the fundamental principles applicable to 
the whole body of medical knowledge, at establish¬ 
ing habits of reasoned and critical judgment of evi¬ 
dence and experience, and at developing the ability' 
to use these principles and judgments wisely in 
solving problems of health and disease. It is not the 
aim of the undergraduate experience to master tlie 
complete, detailed, systematic body of knowledge 
concerning any of the medical and related disci¬ 
plines. This must be held in abeyance for tlie grad¬ 
uate years, when the student will undertake to be¬ 
come as proficient as possible in the complete, de¬ 
tailed, systematic body of knowledge and in tlie 
techniques and tlie judgments required to excel in 
the one discipline of his choice. (The sense of this 
statement of objectives is taken from “Functions 
and Structure of a Modem Medical School,” Ckiun- 
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cil on Medical Education and Hospitals and die 
Association of American Medical Colleges, 1957.) 

Since all physicians must go through this combin¬ 
ation of experiences, it is basic to my definition that, 
as the student learns and increases in proficiency, he 
moves from lower to higher levels of patient re¬ 
sponsibility. The undergraduate experience is one in 
which increasing responsibility is paralleled by 
close supervision; the graduate is one in which, as 
the capacity for independent responsibility increas¬ 
es, close supervision is gradually wididrawn, the 
ready accessibility to consultation taking its place. 

Medical Teaching lnstitution.~Next, I would de¬ 
fine a medical teacliing institution or service as one 
in which the education of ph)'sicians and medical 
scientists is continually taking place. The admin¬ 
istration, library, laboratories, service programs, 
research activities, and staff organization are cen¬ 
tered on the student and the staff-student manage¬ 
ment of the patient. This complex of resources and 
actiwties must be so arranged and operated that 
good teaching, good research, and good patient 
care are not compromised. In contrast to all of tliis, 
in the nonteaching institution or service the organi¬ 
zation of all resources and activities is centered 
on tlie individual practicing physician and his man¬ 
agement of his patient. Good patient care is the 
only concern, and any teaching or research that 
may take place is secondary, often incidental. 

It is tlie presence of the undergraduate student 
that constitutes the essential difference between the 
medical schools and their hospitals and the teaching 
services of the non-medical-school-connected insti¬ 
tutions. But the graduate student is common to 
both. In addition, while the medical school situa¬ 
tion may pose peculiar problems and call for special 
resources, since both the medical schools and the 
teaching services of the non-medical-school hospitals 
are in the imj^ortant business of graduate training, 
I submit that our definitions and concepts of edu¬ 
cation must be such that, as far as fulfilling their 
missions is concerned, both must be in a position 
to strive for the same degree of excellence. If this 
is to be so, I believe that the day should soon come 
when specialty ti-aining in the non-medical-school 
situation should be limited to those institutions that 
can have on their staffs the basic as well as the 
clinical scientists essential to the best possible pro¬ 
gram. 

Teaching Patient.-What is a teacliing patient.-' 
With the thought in mind that I am still meeting 
with a group that is considering the impact of the 
improving status of patients on medical education, 
I would define a teaching patient as an individual 
who elects to enter a teaching institution or service, 


who, on admission, knows that his care is to be in 
the hands of the staff-student team, and who knows 
mat, if there is good reason, his case may be ap¬ 
proached from the research standpoint. Every in- 
dividual so admitted must serve as a teaching pa- 
tieiit, and the number or pool of teacliing patients 
must be such that the clinical problems in which 
the student is to become involved can be selected 
so as to satisfy the needs of his particular level of 
learning. The pool must also be such that a student’s 
clinical load is neither too large nor too small and 
not out of balance as to age, sex, or clinical entity 
and particularly as to socioeconomic status. If this 
last imbalance is to be avoided, it means that all 
individuals—tile financially independent as well as 
the insured—must be eligible for care in die teach¬ 
ing situation. To use only insured patients for teach¬ 
ing would still limit the student s experience to but 
one segment of society. 

I would point out that, at the present time, the 
clinical experience of too many students is limited 
to the low-income patient. This is not good educa¬ 
tion. Socioeconomic factors, particularly tliose of 
want and plenty, have important selective influ¬ 
ences on the etiology, course, and prognosis and 
also on the evaluation and management of both 
healtli and illness. As a consequence, there is every 
reason for placing all students of medicine in a 
responsible relationship with individuals, both sick 
and well, from all walks of life, in their homes as 
well as in the outpatient or inpatient departments 
of tire hospital. 

Teacher of Medicine—Finally, I would define a 
teacher of medicine as one who, in the field of med¬ 
icine, possesses superior professional, scientific, and 
technical knowledge and experience and who, be¬ 
cause of his ability to communicate and demon¬ 
strate this knowledge and experience, can motivate 
and inspire students to want to learn and, at the 
same time, provide proper leadership for this learn¬ 
ing effort. I would have to take tire position tliat, 
unless an individual possesses all of tire attributes 
expressed in this definition, he should not be ap¬ 
pointed or assigned to teaching responsibility. 

Principles for the Changing Status 

At this point, I would expect someone in the 
group to comment that, while I had made mysel 
clear as to the background and uniqueness of medi¬ 
cal education and as to my definition of the e e 
ments tlrat play the key role in this phenomenon, 
had yet to spell out the principles that would trans¬ 
late the changing status of patients into J 
for both education and care. This comment con 
well be reinforced by a reminder that tire planning 
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and building of a curriculum, faculty, and facili¬ 
ties into an effective educational unit takes not only 
time but also continuing stability and that the thing 
that would be of most benefit would be the finan¬ 
cial independence essential to tlie satisfaction of 
these conditions. 

In response to this, I would have to express the 
opinion that the changing status of patients should 
lead to a socioeconomic situation in which more, 
perhaps most, of the people in the United States 
would have freedom to select tlieir health and med¬ 
ical care from a wade spectrum of choice; further, 
the institutions organized and operated for teach¬ 
ing purposes, as well as those that are not, should 
be eligible for such choice; and, finally, tire factor 
of competition thus injected into the situation 
should serve the best interests of both patient care 
and education. This is particularly important if high 
standards of service could stand as the main crite¬ 
rion on which competition would be based. High 
standards could have no better safeguard. 

While I would advocate eligibility' of the teach¬ 
ing program for competition, I would be the first to 
recognize that this competition should be held 
within bounds. An educational program should not 
be in business for business’ sake. The patient load 
should be no larger than that needed to satisfy ed¬ 
ucational and research responsibiUties and objec¬ 
tives. The financial benefits should be held in line 
with standard practice. And, conversely, if an in¬ 
dividual should choose a teaching situation for his 
health or medical care, no special financial benefit 
should accrue either to him or, if he is an insured 
patient, to his insuring agency. 

Benefit to the Over-all Institution 

Finances.—At this point, I would anticipate an¬ 
other interruption from my group, particularly from 
the university presidents and chancellors, asking 
just how all of this could fit into and benefit not 
just the medical school but the over-all university 
as well. I would expect this question to be amplified 
by the reminder that the programs of most medical 
schools place great, even detrimental, strain on the 
already limited financial resources of tlreir parent 
universities and that if sometliing could happen so 
that the above-average costs of medical teaching 
and the professional and hotel costs involved in 
service could be met from the sale of service, those 
universities swth medical schools, as well as the 
schools themselves, would benefit immeasmably 
therefrom. 

' I would certainly agree with the reasonableness of 
this viewpoint, but in doing so I would want to 
caution the group that the deliberate exploitation 


of service programs in the interests of general uni¬ 
versity financing could not be justified. I would ex¬ 
pect agreement on this point, but, again, I think 
the chancellors and presidents would insist that tlie 
earned income from ser\'ice should fully compen¬ 
sate for the manner in which clinical teaching and 
service distorts die medical school budget, as com¬ 
pared with the other units of the university’. 

Again, I would agree. But, in addition, I would 
have to point out that, ei'en though most medical 
schools enjoy budgets that seem disproportionately 
large, they' still fall short of their needs, to die 
detriment of their teaching programs. While medi¬ 
cal schools in the United States may' not be per¬ 
mitted to operate on deficit financing, they can con¬ 
duct deficit education. Time would not permit me 
to go into great detail here, but within many schools 
I could point out that the inability' to finance the 
strengthening of certain programs or departments 
and to establish and maintain others is cutting short 
the quality' education that medicine should offer. 
That the improved socioeconomic status of patients 
could play an important part in helping to correct 
these difficulties could be demonstrated by the fact 
that those schools presendy with the fewest aca¬ 
demic deficits are those that can admit patients 
who pay their own way. As my group would leave 
this portion of its discussion, I am certain it would 
agree that, if the improved socioeconomic status of 
patients was to be meaningful to medical educa¬ 
tion, its benefits would have to apply equally to all 
schools—rich and poor, strong and weak, large and 
small, tax-supported and private. 

Faculty Policies.—With the encouragement that 
would come out of die hoyie of improved financing, 
I am sure that at least one university president 
would ask to hear discussion of faculty policies as 
they' would apply to appointment, w'ork time, and 
remuneration as between the school of medicine 
and the rest of the university’. At this point, in order 
to be sure of a lively' discussion, I would offer two 
definitions of “full time.” The first of these would 
be strictly in line with the literal connotation of the 
term; the second would show deference to the fact 
that, while universities and medical schools might 
be using part-time faculty', the full-time concept 
should still apply'. 

The first definition: a full-time faculty member 
is one whose entire professional output, except for 
the prmlege of occasional consultation, publishing, 
and speaking, is obligated to the unwersity’ and is 
one who is reimbursed on this basis. Tlie second: 
a full-time faculty' member is one whose entire 
professional output, during the hours or day's of his 
assignment, is obligated to the university' and who 
is reimbursed on this basis. 
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Both definitions would imply that all faculty 
would be full}' reimbursed b}' the university for the 
period of obligated time and tliat during this time 
there would be no demands on professional output 
fiom any other source. There would be no unpaid 
faculty, and there would be no faculty engaging in 
independent practice within the framework of the 
university program. Since the resident physicians 
render highly significant service to both teaching 
and patient care, particularly during the latter half 
of their appointments, I would bring them under 
the blanket of these definitions by appropriate 
facult}' designations and also by remuneration far 
in e.vcess of that which most now receive. This 
measure alone would do much to take the curse 
out of the presently long and expensive struggle for 
a complete medical education. 

In short, it would be 7ny thesis that the school of 
medicine, witli its constellation of programs, stu¬ 
dents, patients, faculty, facilities, and financing, 
should be brought under the same kind and degree 
of control tliat the university exercises over its other 
colleges and programs. 

Unaffiliated Sc/ioofs.—Before this meeting could 
break up, I would e.xpect someone to point out that, 
if all undergraduate education were to be under the 
aegis of the university, u'hat about the fact that 
man}' medical schools har'e no connection witli 
universities? My answer to this would have to be 
that any new institutions without university affilia¬ 
tion should not be established and that we should 
hope for the eventual university amalgamation of 
those presently in operation. I would also have to 
add tliat, in the meantime, these institutions should 
be allowed to receive the financial and other bene¬ 
fits envisioned in tin’s discussion so that they could 
become universities in their own right, broadly po¬ 
larized around human biology and its social, as well 
as its scientific and medical, implications. 

Present Problems 

The discussion of this hypothetical group has 
been a long and interesting one, and, as adjourn¬ 
ment has taken place, I want to come back to eardi 
and deal with a few of the realities of the present. 

First, while much of my discussion has seemed 
to single out the university and medical school sit¬ 
uations for special treatment, I think that with the 
use of a few different words the sense of my think¬ 
ing could be made equally ap^fficable to the teach¬ 
ing services of the non-medical-school-connected 
hospitals. Improvement as to income and income 
stability could go far in strengthening these im¬ 
portant programs. 

Also, it was with considerable reluctance that I 
included the intern in my definition of a student of 
medicine. In the eyes of many, the internship has 


reached tlie point where it is of dubious value as an 
educational experience. The circumstances that 
originally surrounded its establishment no longer 
pertain, and present trends in both undergraduate 
and graduate education are such that the fame may 
be at hand when students should go into specialh' 
training directly from graduation. 

Returning now to tlie wind-up of my group 
meeting, I would expect most of the conclusions 
which would be reached to be quite different from 
the situation which medical education faces today. 
And I tliink things should be different. The differ¬ 
ences I have in mind are tied to the provision of 
continuing financial stability and the independence 
and self-determination that go with it. This is the 
only thing that will protect schools of medicine in 
the United States from compromises that are inim¬ 
ical to the best possible education, 

I do not say that the benefits that can come out 
of the changing status of patients would solve a!! 
of the financial ills of medical education. To paitic- 
ularize, tliere would still remain the fact of the 
manner and extent to which research is diluting 
the teaching budgets of universities and schools of 
medicine. If all of those agencies supporting re¬ 
search would provide tlie full cost, instead of only a 
portion, and if at the same time full compensation 
for tlie added costs of ch’nical service and teaching 
could be provided, the two most important finan¬ 
cial problems presently hampering the growth of 
medical education would be solved. 

We are living in an age which is characterized 
by rapid change. Such times dictate that action 
replace umbilical contemplation. 'With inedicine in¬ 
creasing in effectiveness, with our population grow¬ 
ing in size, and with our per capita level of educa¬ 
tion and purchasing power continuing to improve, 
we must anticipate the narrowing of the gap be¬ 
tween medical need and demand and between 
medical knowledge and performance. The future is 
certain to call for more and better educated medi¬ 
cal practitioners, scientists, and teachers. The de¬ 
gree of success with which we meet this future de¬ 
pends entirely on the performance of the system 
of medical education. It u'ill take time to correct 
tlie financial problems of the schools of medicine 
and even more time to translate this correction into 
effective programming. 

It is my opinion that, if the medical profession 
and the medical educators would both support the 
premises I have outlined, the solution to most 0 
tire problems facing medical education woiic 
promptly get under way. 

2530 Ridge Ave. 
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PROBLEMS IN SPECIALTY TRAINING CREATED BY 
THE CHANGING STATUS OF PATIENTS 

T. Stewart Hamilton, M.D., Hartford, Conn. 


Medical education is facing today one of the 
strangest combinations of paradoxes imaginable. 
In tlie first place, medical schools and voluntary 
hospitals in tlie United States have been confronted 
svitli the gravest of financial crises in a decade of 
unprecedented prosperity'. In the second place, 
there is the paradox of rising per diem hospital 
costs wnth fewer and fewer patients who cannot 
meet them. A tliird and related paradox is that, 
although as a result of botli shorter stay and more 
beds there is a vast increase in numbers of patients 
hospitalized each year, there has been a steady de¬ 
cline in patients available for postgraduate teach¬ 
ing. A furdier complication is tlie marked increase 
in the numbers of those seeking postgraduate edu¬ 
cation. 

In order that we may not stance in the midst of 
this plenty', in order that we may fulfill our obliga¬ 
tion to those who will follow us by prodding diem 
xvith the ablest and best physicians we can, we 
should first identify our problem, tlien seek to at¬ 
tack it. Visualization and identification of tire prob¬ 
lem is the purpose of this paper. 

Baehr' notes four great changes in medicine 
over the past half-century; (a) institution of full¬ 
time teachers, (b) full-time chiefs of hospital 
laboratories, (c) full-time hospital scientific and 
educational direction, and (d) prepayment plans. 
Prepayment plans have permitted patients to come 
to hospitals today having prepaid a sizable portion 
not only of their hospital bills but of their phy¬ 
sicians’ and surgeons’ fees as well. Since “he who 
pays the piper calls the tune,” most of today’s 
patients choose or are asked to choose a private 
physician to supervise their care while in hospital. 
Fewer and fewer patients are available for the 
intern and resident stafi—or so it seems. 

As we think of the intern and resident it is well 
to consider briefly' where he is working and learn¬ 
ing. One may think that postgraduate medical edu¬ 
cation in hospitals is taking place in all of the 
6,966 hospitals listed by' the American Hospital 
Association (A. H. A.). Recognized and approved 
programs are conducted in less than 10% of tliese 
hospitals, and of tliese nearly two-tliirds are con¬ 
nected witli medical schools. 

In attempting to assess this problem of the im¬ 
pact of social changes on postgraduate medical 
education, several approaches were made. Among 
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them were discussions with local confreres, such as 
John C. Leonard, director of medical education at 
Hartford Hospital, re\'iew of the literature, and let¬ 
ters sent to about 50 friends in tire field of medical 
administration. Of die latter number, 34 replied. 
These replies were often two and three pages long 
and frequently included supporting documents. 
They' indicate not only' that much tiiought is being 
put into this problem but that it is general, for 
replies came from the length and breadth of United 
States and Canada, from Montreal, Canada, to New 
Orleans and Lajolla, Calif. They came from young 
men in the field and from such elder statesmen as 
Winford Smith of Johns Hopkins, Joseph Howland 
of Peter Bent Brigham Hospital, and Nadianiel W. 
Faxon of Massachusetts General Hospital. Faxon" 
reviewed well the historical background; 

The concept that led to the foundation of charitable hos¬ 
pitals was primarily the prosnsion of a place to care for the 
sick, poor persons, those who could not be cared for at 
home. Along with this was the thought that the collection of 
these sick persons in a hospital would provide better in¬ 
struction of future doctors. When it was found that they 
were receiving better medical care by reason of being in a 
hospital, facilities were provided for the rich and then for 
the middle class so that now all hospitals proride for the 
care of all classes. 

With such factors as growing prosperity and better wages, 
there developed the desire in most people to cany their own 
load and not to aecept charity. The depression era put many 
hospitals into financial difficulties. These two factors pro¬ 
duced Blue Cross. \\^elfare departments likewise broadened 
their siews and accepted, in a limited way, the responsibility 
for the care of their wards in hospitals, moving them from 
the old-time poorhouse to the hospital when tliey were 
sick. After a long struggle, the welfare departments in many 
states have accepted responsibility to pay hospitals the cost 
of this care. Blue Cross has developed from the original idea 
of a complete service care to the idea of partial coverage 
with the patient paying part of the care. 

Blue Shield introduced anotlier factor when it des’eloped 
to cover professional charges for Blue Cross patients. This 
was all to the good, but it did produce an ethical problem, 
especially in surgical cases, when a patient selected a sur¬ 
geon because of confidence in his surgical skill and then the 
surgeon wanted to allow a resident, for tlie sake of better 
training and the development of his surgical skill, to do the 
operation. It is the disappearance of the so-called ward 
patient, who, paying no professional fee, accepted as his 
contribution to medical teaching the granting to interns and 
residents the right to operate, under supersision. 

Third-Party Payment for Hospital Care 

Consider what has happened over this past 
quarter-century' in the development of means of 
third-party' pay'ment for hospital care and its effect 
on the teaching program. There are tliree broad 
areas of third-party payment; prepay'ment plans. 
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payment as an obligation of tlie employer, and pay¬ 
ment for care of medical indigents, Tliese should 
be considered separately. 

Prepayment Plans.—Prepayment plans, bom of 
the depression and begun amid serious misgivings 
on die part of many, no longer need an apologist. 
Hie number grew rapidly after World War II to 
reach a plateau by 1950 (fig. 1). The number of 
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Fig 1-Growth in number of voluntary hcaldi 'ns-^rance 
jlam approved by medical societies, plus Blue Cross or Blue 
iSd Staled ptae (Council on Mcdtal Scv.ce, 
h.. M. A., June, 1957). 

subscribers, on the oflier hand, has *'>'™ “ 
increase until today the A, M. A, reports fludrug an 
eiuollment of 42,200,000 in approved plans (Eg. 2b 
Total plans, as reported by die i n u 
Council for die years 1955 and 1956, show ev 
greater numbers, since diey report persons pio- 
Sote?tatl,er th.ln subscribers. A signiflcanl pomt 
0 be made from tlieir charts is that surgical ex¬ 
pens: «e, which started later ^ 
ixpense coverage, is catching up to ■ ■ | 

oral medical ‘ 3_ 

rSd^rSo^t" ^.Iree Ljo'r areas over 

lation is prepay ng part or " '’,„di as 

*:t"“by *e“nited Mine Workers Fund, 


may be provided not only with funds but with the 
services as well. These groups o^vn, operate, and 
staff hospitals. 

Payment as an Obligation of the Employer.— 
Awareness of our social obligations has resulted in 
great changes in the Workmen’s Compensation Act. 
Gone are the days when one worker in the foundry 
(usually known as "Doc”) with a penchant for 
aiding a stricken brother was the unofRcial bone- 
setter. Today, the employer is responsible for treat¬ 
ment after accidents to his employees, even the 
foolhardy accidents, which occur on his premises 
or in his service. Medical care as provided by die 
employer falls into die following categories: 

1. Workmen’s compensation, whether in volun¬ 
tary or proprietary (usually company) hospitals, 
provides for attendance by a practicing physician. 
Care of those injured in the course of their employ¬ 
ment thus may provide an essential experience for 
the resident but not at the senior resident level. 


MILUIOUS 



2 In the military services, all accidents and ill 
nesses are covered regardless of cause 

3 In Veterans Administration hospitals for 
ice connected and other 

mt"rn7anrv’ro£ postgraduate medi- 
cal education. 
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4. In some mechanisms, such as Medicare, the 
dependents of ser\dcemen come to voluntary' hos¬ 
pitals as private patients rather than going to gov¬ 
ernment facilities. Thus, within the past 15 months, 
a potential source of teaching material (in the old 
sense) has moved into the same categorj' as those 
patients covered under voluntan’^ prepayment 
plans. 

5. Possible future mechanisms, such as extension 
of the Medicare plan to all government employees 
or such plans as the proposal to use the Social Se¬ 
curity sj'stem to prepay health costs of the aged, 
will further deplete the dwindling numbers of ser\'- 
ice patients. 

Payment for Care of Medical Indigenfs.—Medical 
indigents are those for whom hospitals were first 
built and thus have been the teaching material of 
the past. Payment or prepayment for care of these 
patients is usually made in one of the t\vo following 
ways, both often occurring in die same community: 

1. Paxnnent may be made by hospital endow¬ 
ments, gifts, and Community Chest grants. En- 
domnents are growing slowly, and, as hospital 
costs rise, the dollars earned from investments pay 
for decreasing amounts of patient care. Gifts, too, 
are not on the increase, except diose for specific 
research projects, and diese are limited to die study 
at hand. Community Chest groups often make 
grants to support service activities in many large 
teaching hospitals, but these groups, too, have been 
hit by rising costs, while new demands for their 
funds are outstripping increases in levels of ghing. 
In many cities, more than half of die Community 
Chests’ grants go to hospitals where they provide 
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Fig. 3.—Distribuhon of hospital expense coverage by type 
of insuring organization (Health Insurance Council, August, 
1957). 


only a small percentage of die hospital’s income. 
Hence, hospitals are turning more and more to the 
local government for fimds. 

2. Payment may be made by local government 
through (1) provdsion of its owai city, count!', and 
state hospitals, or (2) paj'ments to voluntarx' or 
proprietary hospitals for care of the patients for 
whom it is responsible. In the financing of the care 
for a decreasing number of medically indigent 


patients, there is a decrease in the percentage cared 
for by endowment funds or communib,' gifts and an 
increase in those cared for by government. Govern¬ 
ment already pays the physician for care of these 
latter patients when they are not in hospital. If diis 
practice is extended to prowde a fee for care of the 
hospitalized patient, there can be an even further 
reduction in the numbers of diose who have in the 
past been the patients of the senior residents. 
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Fig. 4.—Distribution of surgical expense coverage by h-pe 
of insuring organization (Health Insurance Council, August, 
1937). 


Prepayment and Type of Patients 

As prepayment in its several forms e.xpands to 
encompass an ever larger segment of die popula¬ 
tion, the problem is even further compounded by 
the fact that the remaining sen'ice patients (and 
patients in Veterans Administration hospitals as 
well) are to be found more and more in the older 
age groups. Those over 65 years of age are hos¬ 
pitalized oftener for longer periods and have less 
funds xvith which to meet these e,xpenses than any 
other group (see table). There is ewdent not only 
a decrease in service patients but a concentration 
into die older age groups and dius of those with 
chronic degenerative diseases. 

We can conclude that third-party payment plans 
have permitted many to come to hospitals as pri- 
x'ate patients who would otiienx’ise have stayed at 
home or would have entered the hospital as service 
patients. In order to assess the seriousness of this 
problem of loss of the old-style teaching material, 
we must first determine whether the great relative 
decline in sen'ice patients is in fact absolute. In 
Hartford Hospital, for instance, die percentage of 
sen'ice to total deliveries has fallen during die past 
25 years from 50 to 10%, but die number of sen'ice 
deliveries is not much lower now than it was then. 
In other dix'isions of medicine as well, we often find 
decreases in percentages are much greater dian 
decreases in actual numbers of patients. Still, there 
is no doubt that, thanks to prepayment plans, die 
decrease in service patients is both relative and 
absolute. 
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and medical coverage. On tlie otlier hand, tliere is 
a steady increase m numbers of men and women 
seeking specialty training. 

Use of private patients for teaching raises sev¬ 
eral problems, among them how to obtain a uni- 
tormly high Ici'el of teaching with a multiplicity of 
teachers who are not equally interested in or 
equipped for teaching, how properly to define 
authority and responsibility, and to what extent the 
patient can be asked to cooperate. Tlie problem of 
the teaching material for die senior resident, espe¬ 
cially in surgery and its specialties, remains the 
most knotty. 


future training-williams 


J.A.M.A., May 10, loss 
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FUTURE TRAINING IN MEDICINE AND MEDICAL SPECIALTIES 

Robert H. Williams, M.D., Seattle 


New medical knowledge has accumulated at a 
tremendously rapid rate, especially during the past 
decade. Simultaneously, tliere has been an increas¬ 
ing demand for improvement in the quality and 
quantity of medical education, research, and pa¬ 
tient care. Financial support for teaching and re¬ 
search has been expanding considerably. Moreover, 
die financial, social, and general educational status 
of the public has developed sufiiciently to demand 
marked improvement in medical care. Tlie extent 
to which phj'sicians are facing die problems is vari¬ 
able, as shown in figure 1, but most of us have been 
insufiBciently progressive in our planning. Large in¬ 
vestments are being made in new medical school 
and hospital buildings, as well as in large staffs; 
but widiout adequate study of long-range develop¬ 
ments, optimal success will be handicapped. The 
situation may be compared widi the tremendous 
traffic jams diat have developed as a result of in¬ 
sufficient planning in many large cities; making 
changes later is expensive and much more difiicult. 
Many revisions must be made both in medical 
training centers and in medical practice. Alterations 
should be made in the kind of training, research, 
and practice diat should be offered, die facilities 
provided, die type and scope of coverage given by 
the physicians involved, and the most appropriate 
administrative patterns for these activities. Each 
of diese will be discussed. 

Professor of Medicine, University of Washington School of Medicine. 

Read before the S4th Annual Congress on Medical Education and 
Licensure, Chicago, Feb. 10,1958. 


Full-time Academic Staff and Scope 
and Type of Theff Coverage 

Tlie rapid accumulation of a vast number of 
medical facts has reduced die proportion of medi¬ 
cine diat any one physician can master (fig. 2). 
Despite the great desirability of having each in¬ 
ternist know all phases of medicine and in spite of 
die srienuous efforts which some have directed 
toward this objective, it is not possible. Thus, there 
must be a tremendous increase in the number of 
medical specialists. It is desirable to have specialists 
in allergy, dermatology, neurology, endocrinology, 
cardiology, respirology, oncology, genetics, renol- 
ogy, gastroenterology', nutrition, microbiology, 
hematology, rheumatology, isotope medicine, ger¬ 
ontology, and odier fields. Indeed, diere are specific 
departments of medicine that have more than 50 
full-time staff members. Since the scope of special¬ 
ization is frequently relatively small and since many 
different systems may be involved in a specific pa¬ 
tient, criticism is given, frequently wth justification, 
that diere is overspecialization and diat the patient 
is not treated “as a whole.” Conversely, it may be 
stated that certain patients may be made “whole 
and cease to be patients by consulting the appro¬ 
priate specialist. Whereas it may be desirable for 
each physician to have both great depdi and great 
hreaddi of Joiowledge, the two usually do not co¬ 
exist, but it is possible for a group of physicians to 
offer both depdi and breadth and to provide who e- 
patient care not otherivise available. 



Vol. 167, No. 2 


future TRAINING-WILUAMS 


193 


Tile efBcacy of the plan of having many spe¬ 
cialists, contrasted to haring chiefly general intern¬ 
ists, depends greatly on the extent to which the 
activities of tlie physicians are integrated; smooth 
teamwork is essential both in medical training and 



Fig. 1.—Levels of progressiveness of physicians. Top 
character represents smallest proportion of physicians—after 
carefully studrang past developments he extrapolates proba¬ 
ble course of future events; second character gets less clear 
picture of future because of insufficient study of past—"He 
who is unfamiliar xvith the past is suliject to its pitfalls in the 
future”; third character has desire but not abihtj' to visual¬ 
ize future; fourth subject represents largest proportion— 
those who are not sufficiently interested in past or future; 
bottom subject dwells in patterns of past and not only fails 
to contribute to progress but often actively opposes it. 


in practice. In tliis connection, Gregg' points out 
that the extent to which specialties may be advan¬ 
tageous or disadv'antageous depends on the degree 
of their coordination. He draws a wonderful anal¬ 
og}' to the many segments of the arm. With fewer 
joints the movements of the arms will be simpler 
and easier to control but tlie accomplishments not 
as great (fig. .3). With increased friction or lack 
of communication between tire specialists, the situ¬ 
ation leads to inefficiency as is the case in an in¬ 
flamed or ank}'Iosed joint. Moreover, when spe¬ 
cialists seek too much independence in their 
activities and fail to participate in a coordinated 
manner, the net accomplishments may be compa¬ 
rable to those of a flail joint. Thus, the nature of the 
administrative organization is important and must 
be considered in detail. 

Administrative Organization of the Staff 

With tlie great enlargement of the staff and the 
tremendous increase in the extent of their special¬ 
ization, there has been a greater tendency, par¬ 
ticularly in departments of medicine and surgery, 
to suhdixide many responsibilities in administra¬ 
tion, teaching, research, and patient care. These 
units are often called divisions. A problem for con¬ 
sideration is how to interdigitate most effectively 
the activities of a given division vlth those of other 
divisions and departments. One problem, for ex¬ 
ample, is the fact that there may be a full-time 


endocrinologist in as many as four clinical depart¬ 
ments and in three basic science departments. 
There is often considerable duplication in their 
knowledge, as well as in their teaching and re¬ 
search. The question may be raised as to whether 
all seven of tliese indhiduals could function more 
effectively if they were brought together in an inte¬ 
grated dislsion of endocrinologs'. Certainly, in some 
ways, the teaching, research, and patient care 
would improve therefrom. A similar situation ap¬ 
plies to cardiolog}', hematolog}', neurolog}’, phy¬ 
sical medicine, and many other specialties. After 
some of these dixisions have groum large, they have 
been set up as separate departments, vlth in¬ 
creased autonomy. The question needs to be an¬ 
swered as to whether such autonomy, if granted 
to a few specialties, should not be granted to most 
of the others and whether such arrangements would 
be advantageous or disadvantageous to medicine as 
a whole. This problem needs to be analyzed care¬ 
fully and objectively. In any case, the departmental 
fines should be crossed by the various specialt}’ 
dixisions more than they hax'e been in the past 
(fig. 4). Indeed, the question may be raised as to 
xx’hether it is desirable to replace many of the e.x- 
isting departments xxith nexv departments designed 
in accordance xvith the greatest possible accom¬ 
plishments in research, teaching, and patient care 
that can be offered by a particular specialt}'. 
Mfliereas the t}'pe of organization improves some 
situations, it handicaps others. With a compromise 
arrangement, diagrammed in figure 5, it seems pos¬ 
sible to obtain advantages xxith relatively few dis- 
adx'antages. This plan consists in decreasing the 


KCH pPEssu^E nncio-iS 



Fig. 2.—Full load of knowledge of all medical special tie.s: 
loo much for any one physician. 


intensity of demarcations betxveen departments, 
xx’hether basic science or clinical, and increasing 
the crossing of the boundaries by x’arious special¬ 
ties. The e.xtent to xx’hich integration can be satis¬ 
factorily accomplished x'aries a great deal xxith the 
personalities inx'olved, as xvell as xxith the needs 
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ferent specialists are not particularly needed and 
could utilize their time better .elsewhere. Moreover, 
it is difficult to have representatives from all the 
specialties present at one time. In most cases, the 
specialist believes that he can do a better job in 



Fic 7.-GeneraI medical clinic should be set up in a 
manner to provide consultaHons rapidly by repre.sentabves 
from medical specialties and from various departments addi¬ 
tional to medicine. In instances where it is not satisfactory 
to keep a given type of specialist in the clinic, he should be 
readily available on an “on call basis. 

patient care, teaching, and research when tlie pa¬ 
tient comes to his respective clinic. This is because 
there are many special facilities and special per- 

^^Tht oveT-all plans should consist of arrangements 
whereby consultations may be obtained rapidly not 
only in the general medical clinic from a variety of 
specialists but also in the other clinics. Such plans 
not only lead to more efficient patient care, but also 
assist in teaching and research. Moreover, they 

conserve time, energy, and , 

In some institutions, much attention has bee 
niven to specialty clinics but the geneml medical 
Sc has been iadly neglected. Indeed m some 
instances the case material in die latter is so uni 
teresting that it affords inferior teaching and does 
St attract a sufficient number of capable staff 
membS to render optimal patient care. Con¬ 
versely other institutions, in a determination to cor 
reS tSs situation, have overcompensated in tha 
dmv have established an excellent general medica 
Sc b::bm7«nduly svilhheld good 

research “Sc's "it "is possible to have 

Sd SS”S.:Sd a good genej^ — 

dinic. However, even on attaining a high level m 


these regards, there is a minority of patients with 
problems that seem sufficiently diffuse to warrant 
referral to a different type of clinic, which might 
appropriately be called a conjoint consultation 
clinic (fig. 8). The only .patients who should he 
referred to this clinic are those who have already 
had a relatively extensive examination in some of 
the other clinics but whose problems continue to 
baffle the physicians, particularly in that it is diffi¬ 
cult to decide on the specialty field diat is most 
involved. In diis special clinic, each patient’s prob¬ 
lems would be carefully considered by several phy¬ 
sicians who, as decided on the basis of previous 
examination of the patient, would be able to offer 
most to solution of the problems. These physicians 
would be representatives from any one department 
or more. Such a clinic could be of great benefit not 
only in offering good patient care but also in teach¬ 
ing and research. In die past, patients of diis type 
have often received the “run around.” 

In much of my discussion thus far, as well as 
subsequently, two key themes are “coordination 
and collaboration”; with so many individuals in¬ 
volved in so many different ways, particularly in an 
academic institution, tliese are imperative. Thus it 



phases of patients’ problems. 

necessary (hat the f ^ 

,t there is excellent 

ssed earlier, the prime purpose of fl , 

,spilal is to be of academic b“efiUo fte 
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ever, his duties are so extensive that some must 
be delegated. With respect to the universiW hos¬ 
pital, there are hvo “chief deputies,” in particular, 
whom the dean needs: (a) a business administrator 
and (b) a medical director. The business admin¬ 
istrator does not necessarily have to be a physician, 
but tlie medical director should be an excellent 
physician. In order to obtain the best person for 
the latter position, it is necessary for the business 
administrator and his assistants to handle as much 
of the business as possible, leaAung the medical di¬ 
rector to deal chiefly wth professional problems. 
He should have the main responsibihw for the as¬ 
signment of patients, in accordance vuth policies 
recommended by a hospital e.xecutive committee. 
He should assist in the smooth coordination of in¬ 
terdepartmental activities, outpatient and inpatient. 
He also should play a key role in the maintenance 
of good relations wth the practicing physicians and 
the public. 

In addition to this over-all coordinator, the de¬ 
partment of medicine needs a coordinator of its 
ovm. Such a person would have as his major duty 
the general supervision and coordination of activi¬ 
ties in the general medical clinic and medical spe¬ 
cialty clinics (fig. 9).- 

In the department of medicine, in dealing with 
inpatients, as with outpatients, a major problem 
involves designing a system which will offer optimal 
opportunities for teaching, research, and patient 
care. Again, it is important to coordinate the activi¬ 
ties of the different specialists. A prominent ques¬ 
tion pertains to w'hether or not patients should be 
grouped in wards in accordance with the tx'pe of 
specialists w'ho wiU handle them. Such an arrange¬ 
ment would benefit research and training of spe- 
ciahsts in the field and, in some ways, would 
benefit patient care. Patient care would not be as 
good in other ways, e. g., less coordination of care 
from different specialists. The system also intro¬ 
duces problems relative to balanced training for 
students and house ofiBcers. It may be that this 
problem can be resolved satisfactorily and that 
there should be a segregation, but in the meantime 
it seems best to distribute the patients in the med¬ 
ical service at random. 

Since, on a given ward, examination of the pa¬ 
tients will be made by many different specialists, 
students, and house officers, it is important to co¬ 
ordinate their activities in the best manner. Figure 
9 show's a plan which has distinct advantages. The 
major phase of the plan is to have a competent 
physician serx'e on each ward as “chief ward phy¬ 
sician.” Such a person should be an excellent in¬ 
ternist; it may be that he will also be a good 
specialist in one phase of internal medicine, or he 
may not be a specialist, in which case he w'ould be 
designated as a “generalist” or “general internist.” 
To the chief w'ard physician would be delegated 


most of the authority for super\'ising the ward. He 
w'ould have the responsibility of coordinating tlie 
actiwties of the specialists, house officers, research 
fellow’s, students, and otliers and of assuring them 
of good teaching and research facihties. Moreover, 
he must see that there is good patient care, and he 
must collaborate w'ith the coordinator in the out¬ 
patient clinics in medicine to integrate the inpatient 
and outpatient activities. 

Clinical Laboratory Facilities 

A vast number of laboratoty procedures have 
now been provided for assistance in patient care, 
but the average physician has been neghgent in 
their optimal utilization. Facihties, space, and per¬ 
sonnel have been far too inadequate and have 
frequently contributed to mismanagement and in¬ 
creased cost of medical care. It is liighly important 
in university hospitals, as well as in many otliers, 
to have a person with a Ph.D or M.D. degree spend 



Fig. 9.—Administrative relationships. Proper coordination 
in teaching, research, and patient care is imperative in a 
training program. In this figure, the chief ward physician is 
assigned this coordinative responsibility for ward activities 
and coordinator of medical clinics for general medical and 
medical specialties clinic. They must work closely together 
as well as with other staff members involved. Medical direc¬ 
tor is coordinator of interdepartmental activities. 

full time in the chemistr>' laboratorj’, a second such 
person in the microbiology laboratory, and a third 
in the hematology laborator)'. These individuals 
should supervise the procedures and reports in their 
respective laboratories, adapt new procedures, and, 
through their ow'n research, contribute new' know'l- 
edge. Moreover, they should participate in the 
teaching of students, house ofiBcers, research fel¬ 
low's, and others. The positions should be set up 
in a manner to attract highly competent individuals. 
The other clinical laboratories, e. g., electrocardiog¬ 
raphy and electroencephography, should also be 
directed by experts, though they probably do not 
require fuU-time direction. 
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Graduate and Postgraduate Training Progr ams 

Internship and Reskfenci/.—During medical 
school h-aining, the student cannot be expected to 
acquire and understand more than a small portion 
of the facts he must learn eventually, but be will 
learn many approaches and methods for procuring 
data accurately and applying them with balanced 
judgment. As indicated by Pickering," drese are re¬ 
membered after many facts have been forgotten. 
Much factual knowledge and excellent experience 
is gained diu'ing an internship. For one who plans 
to specialize in medicine, a rotating internship is 
not necessai)'. \^diereas it broadens the prespective 
w'ith reference to departments other than medi¬ 
cine, it prolongs training. After a straight intern¬ 
ship, approximately three years should be spent in 
residency tj’aining by one who wants to specialize 
in general medicine. During this time, tliere should 
be sufficient association widi all the medical spe- 
cialHes to allow the resident to become familiar 
witli their major contributions. Moreover, there 
should be more than casual familiarity ^vjt]] the 
offerings of radiology, physical medicine, the clin¬ 
ical laboratories, and paramedical services. 

Physicians who want to specialize in one jibase 
of medicine should receive at least two years in 
that specialty, in addition to internship, and two 
years of residency in general medicine. At present, 
most of the training is offered as a traineesliip or 
researcli fellowship, although in some instances a 
residency in die specialty is offered. Often die latter 
offers too little research training and the former 
too little clinical training; a significant amount of 
each is desirable. 

In die past 10 years, diere have been several 
factors which have interfered significantly widi the 
quality and quantity of residency training; chiefly, 
these include (a) military service, (h) earlier ac¬ 
cumulation of a family, (c) low salaries, and (d) 
misleading propaganda to the effect that a short 
training is sufficient. 

Since a good house-officer training program dis¬ 
tinctly offers the best practical training, it is a 
shame to curtail this unduly, particularly since, in 
most instances, eight years of college work has been 
obtained as a foundation for this training.. With die 
marked decrease in physician "drafting” into the 
military service during the past year, diis liinder- 
ance to training has become much less prominent. 
However, it is still desirable for the phpician to 
finish his residency before obligatory induction. 
Past experience has demonstrated that many who 
have been inducted before completing ti'aining 
either do not complete it or obtain suboptimal 

training. 

Low salaries for residents have played a promi¬ 
nent role in curtailing training. Many residents ac¬ 
cumulate heavy debts, since they have a wife and 
several children to support. In most hospitals, resi- 
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dents salaries should be increased markedly and 
foi- senior residents, should be more than doubled’ 
these mdivjduals play a highly important role in 
teachmg research, and patient care. In addition 
the chief resident handles many significant prob¬ 
lems. In the good larger medical centers, he should 
receive no less tlian $6,000 per year. Considering 
the fact that the number of paying patients is 
rapidly increasing, it should be possible to take 
care of the pay for the senior residents via profes¬ 
sional fees. They should be licensed and carq' 
malpractice insurance. Tiie fact that tliis group is 
still receiving training is not significantly deterrent, 
because the better ones are more competent and 
have better facilities and supervision available than 
many physicians in practice. With considerable in¬ 
crease in salaries there will not be the urge to 
hurry into practice nor will tliere be so much of a 
tendency to "sock the fees” to make up for the 
many years of financial suffering. Moreover, when 
tile individuals do enter practice, they will be more 
mature and better prepared in many ways and 
should accumulate a clientele more rapidly. In the 
final analysis, the public as well as the medical 
profession will benefit. 

It would seem advisable for some of the better 
community hospitals to employ full time, or at least 
half time, certain physicians who have just finished 
an excellent training to lead the house-officer train¬ 
ing program. Such a program would be appealing 
to some of the young physicians while they are be¬ 
coming established in the community. Moreover, 
it might often lead to a great improvement in the 
training program of these hospitals and better pa¬ 
tient care, could prove to be of great assistance to 
many of tlie practicing physicians, and, in turn, 
^vould benefit Republic. 

Research Fellowship and Traineeship.—This type 
of training is essential preparation for most full¬ 
time academic positions and provides distinct ad¬ 
vantages even for those who enter practice. The 
number of research fellows and the quality of their 
training has increased considerably in tire past 
decade, but much additional progress is necessary. 
In general, those clinicians entering academic med¬ 
icine should receive much more training tlian pre¬ 
viously in fundamental aspects of research. Many 
have not received sufficient training relative to geii- 
eral objectives, experimental design, scientific cri¬ 
tique, statistical analysis, and written and oral 
presentation of papers. Moreover, many are de 
ficient in their knowledge of instrumentation and 
of pertinent laboratory procedures. Since there is 
a great increase in the number of basic scientis 
who are becoming full-time staff members in ® 
departments of medicine and since they spen 
much more time in the laboratory than the clinirni 
group, they are qualified to do a good job in he p 
ing to teach principles and methodology o re 
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search; this trend should be encouraged by as¬ 
suring these individuals adequate salaries and 
prestige. 

In general, it seems advisable for the research 
fellow to spend two years receiving this tj^pe of 
training; he can then become more independent, 
usually being able to work in a senior research fel¬ 
lowship position. However, tlrere has been inade¬ 
quate financial support for this stage of senior 
experience, altliough some granting agencies have 
offered splendid support to a few candidates. 

Tlie total pay for research fellows should be 
significant!)' increased, although ordinarily tliere is 
not so great a salar)' deficiency in this category' as 
there is in the senior resident group. The duration 
of residency training and the prexdous research e-v- 
perience should be considered in establishing the 
level of financial support. 

Traineeships vary considerably. Some are similar 
to residency training, some are like research fellow¬ 
ships, and others are intermediate to these ex¬ 
tremes. This fle.xibilit)' is good, in that it permits 
adjustments for the needs in indiv'idual trainees. 

Fosfgraduafe Training.—With the rapid accumu¬ 
lation of new medical knowledge and the frequent 
modifications of diagnostic and therapeutic pro¬ 
cedures, postgraduate training should increase 
markedly. There should be a better organization, 
systemization, continuity, and progression in tire 
training courses offered. Several courses, one to 
two days in duration, as well as one of one to two 
weeks’ duration, should be taken annually. A course 
one to two months long should be taken every' 
three to five years. Examinations should be given 
for the benefit of postgraduates and their instruc¬ 
tors in order that tlie most appropriate instruction 
may be planned. The course should contain more 
discussion by the participants, more training in 
methodology, and more case demonstrations. 


' Changes m Patterns of Practice 

In fine with the earlier discussion, relative to tire 
need for a great increase in specialists and the con¬ 
comitant greater need for coordination of their 
activities, various patterns of group practice will 
grow significantly. Tliese groups will consist of 
representatives from many different medical spe¬ 
cialties, as well as a few general internists. The 
larger clinics will also consist of many specialists 
in fields additional to those in medicine. There will 
continue to be a rapid decrease in the "broad- 
spectrum” general practitioners but an increase in 
“nonsurgical family phy'sicians.” 

In general, the fees for internists, compared witli 
the attention given to patients, are insufficient com¬ 
pared with those received by physicians in odrer 
fields of medicine, but justifiable increases are oc¬ 
curring. 

Summary and Conclusions 

The marked changes in recent years in social 
and economic conditions, the tremendous increase 
in medical knowledge, tlie great improvement in 
medical facilities, and tlie increased desire of the 
public for improved patient care, teaching, and re¬ 
search emphasize the importance of thorough and 
immediate provision of optimal future plans along 
tliese lines. There is a need for a great increase in 
specialists, but it is highly important tliat their 
activities be coordinated with tliose of other spe¬ 
cialists and wth physicians dealing with more gen¬ 
eral aspects of medicine. Greatest progress can be 
made by careful, calm, thorough, and objective 
discussions by many representatives of the medical 
profession. 

References 

1. Gregg, A.: Medical Institutes, Canad. M. A. J. 70:449- 
4-53 (April) 1954. 

2. Pickering, G. W.: Purpose of Medical Education, J. M. 
Educ. 33:36-43 (Jan.) 1958. 


R aw egg white and BIOTIN.-AI Yale, under Dr. Arthur Smith, I was 
investigating certain renal changes in rats on very high casein rations. Dr. 
Mendel suggested that in my thesis these changes should not be attributed 
to a protein eSect unless the same results were obtained with the use of a protein 
w'hich w'as not rich in phosphorus: he advised the use of powdered egg w’hite. The 
tests confirmed the renal effects obtained w'ith casein, but surprisingly, produced 
some quite different symptoms in addition. To clear up that piece of serendipitv-, I 
was kept bus)', back at Wisconsin, for several years. . . . The solution of the puzzle 
came in fragments from several laboratories, a peculiar protein, avidin, in egg white 
reacts with the vitamin biotin in the digestive tract so that the bound biotin cannot 
be absorbed, thus sometimes creating a deficiency. Proper cooking of the egg white 
keeps it from interfering with biotin. Healthy adults, under normal conditions, prob¬ 
ably are always capable of producing a protective amount of biotin in the digestive 
tract. Nevertheless, the extent to which raw egg white was used in hospital diets at 
one time, on the assumption that it was an especially digestible food, was an un¬ 
desirable practice.—H. T. Parsons, Ph.D., In the Days \Mren Vitamins Were New, 
Journal of the American Dietetic Association, April, 1957. 
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ASPECTS OF PEDIATRIC RESIDENCY TRAINING 

Robert B. Lawson, M.D,, Coral Gables, Fla. 


Before any consideration can be made of the 
problems of pediati-ic training created by tlie recent 
clianges in medical practice, it is desirable to state 
the ideal requirements for a graduate pediatric 
training program. Since the importance of health 
supervision is emphasized more in pediatrics than 
in the other special fields, we must recognize these 
Lvo main areasj (1) treatment of the ill child and 
(2) guidance of the physical and mental health of 
the well child. In the first category, we are inter¬ 
ested in e.xperience both with the more severe and 
dramatic, although much less common, illnesses of 
children and also with the common minor illnesses. 
In the second category, we need to give instruction 
and experience in the fields of normal nutrition, 
physical and mental growth and development, and 
regimens for infectious disease prophylaxis. We are 
concerned here with pediati-ic specialty Paining, 
but u'e must aln'ays keep in mind the sometimes 
similar and sometimes different problems posed in 
undergraduate teaching, in tlie preparation of gen¬ 
eral practitioners, and in giving e.xperience in the 
special problems presented by children to candi¬ 
dates for other specialties. In terms of clinical 
facilities, the requirements to provide for this in¬ 
struction have been met in the past by an inpatient 
and an outpatient children’s service of a general 
liospital or in a separate children’s hospital. In 
general, residents helped care for the private pa¬ 
tients in the inpatient service by taking histories, 
by performing physical examinations, and by aiding 
in certain technical procedures, but decisions 
regarding therapy were usually made by the 
attending private physician. The resident staff’s 

A'ticipation in decisions regarding therapy was 

sually limited to the service patients. The student 
rarely participated in the care of private patients 
at all, although these patients might be used for 
demonstration at some teaching exercises. 

Changing Aspects of Pediatrics 

The changes that have occurred in pediatrics 
have been somewhat different from those in spe¬ 
cialties dealing primarily with adults, in regard 
both to service status and to the type of illness. The 
increasing use of hospital insurance and the appear¬ 
ance of specialized governmental programs have 
had a definite effect in shifting the classification of 
patients from service to private categories, espe¬ 
cially in more highly industrialized cities where 

Chairman, Department of Pediatrics, University of Miami School 

"^Read^efore the 54th Annual Congress on Medical Education and 
Licensure; Chicago, Feb. 10, 1958. 


some of the children’s hospitals have as many as 
85% in the private category. However, I do not 
believe this shift is as noticeable in pediatrics as in 
other fields, since many insurance plans do not 
include the children. Even when some hospitaliza¬ 
tion is provided for the child, the physician’s fee 
may not be included or the fee provided to the 
physician may be insufiicient to make it feasible to 
change the medically indigent service patient to a 
private category. For this reason, this type of insur¬ 
ance or “agency” patient is frequently admitted to 
the teaching hospital as a service patient. If changes 
of category occur, they are allocated to an attend¬ 
ing pediatrician on current assignment, but almost 
complete resident responsibility for therapy is 
maintained. 

Another mitigating factor in this field is that the 
difference in accommodations for private and serv¬ 
ice patients is less noticeable in pediatric depart¬ 
ments tlian in the otlier hospital areas. It is common 
practice to group children in the hospital according 
to age, sex, and type of illness rather tlian according 
to private versus “ward” accommodations, since 
children are better off together, if possible; how- 
ever, a given infectious disease requires single- 
room isolation regardless of economic status. It is 
also easier to make use of a child’s illness for a 
bedside teaching discussion without worrying about 
stepping on tlie toes of a private physician or having 
the family become concerned that their private 
physician is not doing his job. 

Of more fundamental importance to pediatric 
services than the cliange in economic status have 
been the changes brought- about by advances in 
medical knowledge that have resulted in a different 
type of illness in the hospitalized child. Improve¬ 
ment in nutrition has almost eliminated the need 
of inpatient care of children for disorders resulting 
from this cause, while wide application of immuni¬ 
zation and the introduction of antibiotic therapy 
have made an even greater change in the diagnostic 
categories of admitted children. It should be recog¬ 
nized, however, that tin's same widespread anti¬ 
biotic therapy has called for the admission of new 
types of patients, namely, those with resitant in¬ 
fections and those with toxic reactions to the anti¬ 
biotics. The loss of much of the acute infectious 
and nutritional illnesses has been felt more by 
those hospitals depending on referred patients than 
by those close to large areas of indigent families. 
This change in diagnostic categories has been no¬ 
ticeable in all hospitals to some extent, however, 
and has required an adjustment in teaching 
methods. 
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Availability of Patients 

Where tlie shift to private status has interfered 
with the resident’s assuming responsibilitj' for suffi¬ 
cient patients (or, if the time should come when the 
medically indigent patients disappear), it is impor¬ 
tant that agency patients and private patients be 
used to augment service patients. The assignment of 
private patients to residents for diagnostic examina¬ 
tion is generally accepted, but it is still difficult for 
the attending private pediatrician to meet with the 
resident on a busy service for a discussion of the 
care of his patient. This is an obligation of the pri¬ 
vate pediatrician that must be stressed, and he must 
be urged to give the resident as much independence 
as possible regarding therapy. It has been my e.xpe- 
rience that the failure of this liaison can be miti¬ 
gated to some extent by having the regular ward 
attending pediatrician include all the private pa¬ 
tients on his rounds. It only takes a little experience 
and tact to be able to discuss the diagnostic and 
therapeutic efforts of a fellow phj’sician so that it 
is a valuable learning e,xperience for the student or 
resident without infringing on the position of the 
attending private physician. 

The Training Experience 

The availabiliW of hospitalized patients is the 
first facet of tlie problem, as discussed above, but 
sufficient opportunity to care for ambulatory pa¬ 
tients and well children is of equal importance. 
One of the fundamental changes in pediatric prac¬ 
tice has come about with the decrease in emphasis 
on the pediatrician’s role as a consultant and an 
increase in that as a “physician to children” in 
health and for minor as well as for more severe 
illnesses. While one should not underemphasize 
the importance of special training in the severe 
illnesses peculiar to childhood that demand hos¬ 
pitalization, it is important to provide superwsed 
experience in these other fields. In some areas, the 
regular outpatient clinics provde adequate oppor¬ 
tunity for experience of this kind. It is becoming 
increasingly evident, however, that the opportunity 
should be available for long-term follow-up of the 
same children by a given resident in order to give 
him an appreciation of the many factors that influ¬ 
ence a child’s physical and emotional health over a 
period of time. The practice of assigning a resi¬ 
dent to the outpatient clinic for one morning a 
week through his entire service has provided this 
opportunity, in contrast to the former custom of 
assigning him for a short block of time, as a reult 
of which he had little opportunity for long-term 
observation of a given patient. It is equally impor¬ 
tant that the pediatric resident should have training 
in the healtli supervision of children over a consid¬ 
erable period of time in a clinic for well children. 
The opportunity for extended contact with the 
same family for a period of months is especially 


valuable in gaining experience in the field of emo¬ 
tional problems. 'There is a grondng emphasis on 
training in this aspect of child care that must be 
encouraged by making the training a worthwhile 
part of a resident’s serxdce. If the period is too 
short, the resident may end up vdth-feelings of 
frustration that will seriously handicap his effec¬ 
tiveness in practice. 

When the outpatient opportunities are limited, 
there are many other sources of clinical material 
to supplement the children available at the main 
teaching hospital. The most common is tlie use of 
public child health conferences, crippled children’s 
clinics, or special agency-supported clinics, such as 
those for cerebral palsy or mental defects. There 
are, however, certain disadvantages in dealing onh' 
with indigent groups, in that their responsiveness 
and their ability to carrx' out suggestions or thera¬ 
peutic regimens may be limited when compared to 
the clientele of a practicing pediatrician. It is pos¬ 
sible to cover tliis deficiency of training satisfactor¬ 
ily by three means. One is to assign a resident to 
be part-rime physician of a residential children’s 
home. In this position, he makes daily calls to see 
sick children. Some of these children would corre¬ 
spond to the ambulatory patients seen in office prac¬ 
tice, others would require bed care in the infirmary, 
thus resembling bed care at home, while others 
with more serious problems might need ri-ansfer to 
the hospital. The fact that the resident is on call for 
emergency conditions gives him an opportunity to 
participate from the onset in those illnesses in 
which early diagnosis is important, such as appendi¬ 
citis, pneumonia, and meningitis. In institutional 
practice of this nature, the infirmary nurse can 
serv'e as a surrogate mother with excellent effect if 
she is the right ri^pe of person. 

A second device that provides long-term care 
more closely simulating private practice is to as¬ 
sign residents to a special serwce for the families of 
students and other members of the house staff. 
'This is especially applicable in medical school af¬ 
filiated hospitals where the number of married 
students or members of house staff with children 
creates a sizable grouj). The resident gains a 
valuable experience while caring for these more 
sophisticated families and can call in whatever 
consultants he wishes for a given situation. This 
arrangement usually is well accepted by both the 
pediatric resident and the family. 

Preceptorship training offers a third technique. 
This may be through passive observ'ation of a 
practicing pediatrician in action, or the resident 
may spend a period of days (Saturdays, for ex¬ 
ample) or weeks working along with a practitioner 
or even take the place of a practitioner as a locum 
tenens. I believe the last would not be as desirable, 
however, as a situation in which a licensed resident 
takes the place of one of a group of practitioners. 
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In such an instance, one or more experienced prac¬ 
titioners are available for advice and supiDort and 
for discussion of certain other aspects of practice, 
such as economics. The difficulty with protracted 
preceptorships is in the planning on the part of the 
teaching service. Unless one has a plethora of resi¬ 
dents, it is not convenient to let one give up his 
legulaily assigned duties to take over a locum 
tenens at the sporadic times they become available 
or convenient for the preceptor. This is a possibility 
for improx'ed training, however, that might be 
profitable in some situations. A somewhat similar 
problem is presented in “fanning out” residents to 
smaller hospitals that do not have approved train¬ 
ing programs of their own. There is a great demand 
on the part of these hospitals that the larger teach¬ 
ing hospital send them residents, but this must be 
approached carefully. If appropriately chosen, the 
small hospital can provide the resident with a 
closer approximation to the type of patient seen in 
private pracHce and can give him a greater degree 
of responsibility than he assumes in the teacln'ng 
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hospital. On the other hand, there are certain defi- 
cwncies in the small hospital that may end up in 
the fact that the resident’s short period of training 
is diluted too far, • " 

Summary 

All of the specialty fields share some of the same 
problems, but pediatrics is in a slightly better posi¬ 
tion than many of the other fields, since there has 
not been as striking a shift in the service to private 
category. Where it has occurred, the judicious use 
of agency and private patients for teaching has 
been well accepted. There is a more fundamental 
shift in the tyires of illnesses in many of tlie referral 
type of teaching centers. However, an imaginative 
use of available extramural facilities can make up 
for any deficiencies in t}'pes of clinical material 
and, in addition, will give the residents valuable 
experience with patients more closely approaching 
the type of patients he will ]la^m in his own 
practice. 

1700 N. W. 10tl> Ave. (36). 




PROBLEMS IN TRAINING IN OBSTETRICS AND GYNECOLOGY 


DUE TO CHANGING STATUS OF PATIENTS 

Allan C. Barnes, M.D., Cleveland 


Physicians at the Congress on Medical Education 
and Licensure are bound together by a mutual 
concern for tire quality of the medical care of 
the future. The educator is not unmindful of 
the hazards of today’s operation or delivery nor 
of the need for good patient care today. But to that 
concern he adds a sense of responsibility—a feeling 
of moral obligation—for the increasing safety of the 
operations and delivei'ies of the future. He seeks to 
discharge this obligation by investigation and re¬ 
search which may contribute to tire well-being of 
tomorrow’s patients, by tire teaching of tomorrows 
physicians, and by tire training of his own 
successors. 

In this latter field, the area of postgraduate resi¬ 
dency training, the greatest changes of the past 20 
years have taken place.’ The creation of the various 
boards of certification in tlie specialties and die 
formal approval of residencies and their public list- 


Profes!ior .^nd Chmrman of Department of Obstetrics .and Gynecol- 
npv Western Reserve University School of Medicine. . 

^Reid before the 54th Annual Congress on Medical Education and 

Licer^urc. Chicago. Feb. 10,1958. 


ing are steps which have had an impact on post¬ 
graduate education not unlike die impact of the 
Flexner reports on undergraduate education some 
40 years ago. The quality of such postgraduate 
training has steadily improved, and, while eternal 
vigilance is required to maintain diis improvement, 
die contrast widi die old apprentice system (or lack 
of system) is unmistakable. 

Tlie discussions of diis congress represent one 
aspect of such continuing vigilance; this panel has 
been assigned the task of considering thoughtfully 
die impact of dife socioeconomic changes in the 
status of patients on the concept of good residency 
training as we know it today. Tlie truth of the mat¬ 
ter is that, as we have known it in recent years, tlie 
training of residents has largely rested on die pres¬ 
ence in die communities of medically indigent 
people. To pretend that medical indigency is not 
disappearing or could never disappear is only to 
sume die ludicrous position of die ostrich. There js 
little use saying diat a depression will reverse Uie 
ti'end toward Increased healdi insurance coverage, 
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this is somewhat analogous to the militarj' coni' 
mander who assumes his flank can never be turned 
and hence makes no plans for such an eventuality. 

In accordance witli the imph'cations of the topic, 
therefore, I would like to consider this situation on 
tlie assumption that the trends we see today are 
carried tomorrow to their extremes. Without paus¬ 
ing to debate whether these phenomena are likely 
to occur or at what rate or whetlier the}'' are socially 
and medically desirable, let us think together on 
the basis of this triple assumption: 1. All patients 
have some form of medical insurance. 2. The spread 
of good hospital care peripherally in our larger 
cities and into our smaller communities continues. 

3. The increasing size of our medical classes por¬ 
tends an increasing number of well-trained 
specialists. 

Against a background of such enchanting prem¬ 
ises, what are the features unique to obstetrics and 
gsmecolog}’ which require special thought? Is the 
problem in all instances the same? Do we in ob¬ 
stetrics and gjmecology face a common challenge 
unth medicine, surger}', and pediatrics? Fearful lest 
my answer to tliese and to some of the other ques¬ 
tions should become too personal, I have ap¬ 
proached this by surveying eight medical centers 
in addition to my owm. This survey was conducted 
with the agreement that specific figures and per¬ 
sonal opinions svould be held in confidence. Al¬ 
though in many details the cliiefs of services were 
not all in agreement and while the centers were 
deliberately selected to tap varying local situations 
and backgrounds, nevertireless there is a surprising 
unanimity among them as to the potential serious¬ 
ness of the problem. ^Miile I am grateful to these 
colleagues, it must be emphasized that they are not 
responsible for the ultimate content of my remarks. 

r Unimie Aspects of the Problem in Obstetrics 
i: and Gynecology 

j Obstetrics and gjmecolog)' faces some unique 
aspects in this problem: 1. Since it is a surgical dis¬ 
cipline, the phrase “increased use of private pa- 
h'ents” is one of those pat solutions which are often 
'* , glibly offered but are almost always completely 
meaningless. The essence of the surgical relation- 
ship during die training period lies in the transfer 
of responsibihty to the resident. Unless the selec- 
tion of the patient who is to be subjected to surgerx' 
ri is originally his, unless the postoperative manage¬ 
ment rests on him and also die responsibility of 
c talking with die friends and family in the ei'ent of 
complications, unless, in short, the patient is “his” 
patient in the best sense of the word, then we irill 
train a group of accomplished technicians who will 
have been ghosted to technical aptitude but we 
shall not have trained gynecologists. 

'■ 2. Obstetrics and gxmecology is a medical-sur- 

gical specialty in a way that general surgerj- is not. 
^ Ilie general surgeon may resect a stomach for in¬ 


tractable ulcer when the internist asserts that all 
medical management has failed. A'\hth the intracta¬ 
bly bleeding uterus, the gNuiecologist is his own 
internist, so to speak, and his medical half certifies 
to his surgical half that nonoperative therapy has 
failed and that surgical extirpation—die eternal 
confession of failure—must be resorted to. 

This means that the medical center which has 
referred to it only those patients for whom medici¬ 
nal therapy has failed and who require operation 
is not adequately supplied unth prolilems for good 
obstetric and gjmecologic training. The adage, “if it 
can’t be cut, we won’t take care of it,” is not com¬ 
patible wndi the care of the diseases peculiar to 
women, and the sterility problems, the endocrine 
disorders, the discharges, and the functional com¬ 
plaints would be missing from such a resident’s 
experience. Properly practiced, gimecologj' usually 
requires between 50 and 70 patient XTsifs to the 
office legitimately to produce one padent in the 
operating room. \’nien one is one’s owm internist 
and when one is committed to the principle of die 
consen'ation of human reproductive potential, then 
the techniques of avoiding surger}’ must be taught 
as thoroughly as the techniques of performing sur- 
ger>'. 

3. The decentralization of young couples is in¬ 
fluencing the availability of patients in many teach¬ 
ing centers. Much of our clientele is young, and die 
young famih'es are the ones principally moving to 
the peripheral areas. 

4. Tliere is, in most situations, litde to be gained 
for a department of obstetrics and gjnecolog}' by an 
alliance with a Veteran’s Administration hospital. 
As in the situation of pediatrics sendees, most of 
the government-controlled beds do little to supply 
our teaching needs. 

5. Tlie peculiar emotional reaction of patients 
and their families to pelvic problems and to gjme- 
cologic complaints also influences the patient sit¬ 
uation. Given a modicum of medical insurance cov¬ 
erage, many families ivill stiU have the children’s 
tonsils removed in the staff sendee and wdll have 
father’s I'aricose veins fi.xed on the staff sendee but 
will use their modest coverage to assure private 
care for mother’s “female trouble” and for the re¬ 
pair of her prolapse. 

Suggested Solutions 

Rather than consider a whole series of possible 
solutions to diis problem merely to discard each 
one of them, let me mention only two which are 
frequently suggested and wfrich embody two differ¬ 
ing fundamental attitudes in the approach to this 
situation. In considering any such proposals, we are 
basically interested in the principles involved 
rather than the specific mechanical details, whicli 
may vary uddely from location to location and from 
year to }'ear. 


204 


OBSTETRICS AND 

Division of Residency Program into Two Por- 
fions.-lt is often suggested that the residency pro¬ 
grams be split into hvo portions, one part of tlie 
training period remaining centralized and the other 
part becoming peripheral in the hosiMtals of the 
surrounding communities. “Let the resident go 
u'herc the patients are,” runs the philosophy here. 
Since the large training centers ha^'e the facilities, 
as u'ell as the men, to teach steroid chemistry, post¬ 
operative renal function and electrolj'te balance, 
gross and microscopic pathology, and the many 
other imperative facets of resident education, let 
the first few' }'ears be spent in such centers, while 
for the bulk of his actual surgical e.xpericnce the 
trainee w'ould repair to smaller hospitals. 

Superficially, this w'ould seem to leave everyone 
reasonably happy, but it should immediately be 
pointed out that such a statement automatically 
implies that ever\'one is also reasonably unhappy. 
In essence, this scheme repiesents an attempt to 
mi.v the contemporary residency with the old pre- 
ceptorship, and, while the preceptor system pro¬ 
duced some highly colorful surgeons, it is irre- 
trievabh' associated in our history w'itli emiriricism. 
To quote Ra\'din,“ “Under the preceirtorial system 
the trainee performed a posterior gastroenterostomy 
for an intractable duodenal ulcer because his pre¬ 
ceptor did this operation. . . . Those trained under 
the residency system had, in general, a more thor¬ 
ough appreciation of the i^hj'siological abnormali¬ 
ties imposed on the patient as a result of disease 
and w'ere better able to care for certain of these 
abnormalities.” 

There is another added hazard: B)' the very lo¬ 
cation of their practices, by the nature of the w'ay 
of life that tliey have chosen, the men designated 
under this proposal as the preceptors w'ould be the 
very ones w'ho had sought to avoid teaching asso¬ 
ciations or pedagogic responsibilities. 

TIrese contracts for divided training, \^'here tliey 
have been formed, do not abvays result in happy 
bedfellow's. Tire “Great Man” comple.v may creep 
on the unw'ary preceptor; “How' can this fellow' 
possibly practice unless he hears ever)' w'ord that 
I utter and does tilings just the w'ay I do?” Rigidity 
replaces the spirit of free inquiry, and these alli¬ 
ances-like those widi a possess^^'e mistress-are 
alway easier to initiate than to break off. 

Private Resident C/inics.-The proposal has fre¬ 
quently been made that w'e can solve much of this 
problem by the formation of private resident clin¬ 
ics. “Let the chief resident group become the re¬ 
sponsible partners in a private-type clinic, w'ith the 
visitants serving only as shadow'y consultants is 
the philosophy. The patients would have no mis¬ 
understanding as to w'ho w'ould be performing me 
operative procedure; fees would be collected tor 
services by the clinic manager, and die full range 
of medical and surgical obstetrics and gynecolo^ 
could be performed. In essence, teaching clinics 
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would continue, under such a proposal, to accent 
the same patients they now serve; a change in 
standards of financial screening by the" clinic w'ould 
accompany increasing financial support of the pa¬ 
tients. Women w'otild be ruled acceptable for w-ard 
service who now are being turned away because in 
1958 we cling to 1939s definition of medical in¬ 
digency. In essence, the resident w'ould be caring 
for the same group of women he is now' caring for; 
this proposal simply upgrades the resident in the 
patients eyes as she is financially upgraded by 
mass health insurance. I have no doubt that such a 
clinic w'ould attract patients; indeed, if it did not 
it would behoove those teaching there to improve 
its attractiveness or to reduce the size of tlieir 
residenc)' staffs to be proportionate to the number 
of patients enrolled. We must not slice the operat- 
ing e.vperience too thin simply to get more person¬ 
nel to render service. 

This plan, proposed by many and attempted by 
some, immediately encounters three obstacles w'hich 
will hai'e to be reckoned w'ith and cured prior to its 
successful application. First, the American Medical 
Association, acting througli tlie agency of the local 
county medical societies, screams, “Unfair compe¬ 
tition,” and fights every step of the w'ay. That it is 
competition is inherent in die ver)' nature of the 
proposal; that an established practitioner should 
feel resident competition “unfair” speaks poorly for 
rile qualitv of liis own medical sen'ice. 

Second, there are possible insurance problems, 
h'lany of the health insurance programs will not 
pay fees for operations performed b}' members of 
the resident staff. In view' of tlie fact tliat in my 
city, as but a single e.xample, these companies pay 
readily for the surgery performed by the full-time 
employees of the Cleveland Clinic, this is obviously 
a matter of semantics w'hich w'ill require us to re¬ 
classify our residents and to employ some term to 
W'hich these companies are less allergic. 

Third, tax problems are often cited. Tlie resident 
is paid a standard (often a substandard) salary, in 
no W'ay' commensurate for tlie services he performs. 
Who pays the income tax on the total moneys col¬ 
lected? Once again, guided by the example of tlie 
many private clinics in the United States, I am 
confident this aspect is also susceptible to ready 
solution. Unfortunately, tire reaction of the average 
physician to the tax bureau includes so much pal¬ 
mar perspiration that it often makes him over¬ 
sensitive on this topic. 

This type of solution to tire increasing shift m 
the status of outpatient population has been pre¬ 
sented often and more persuasively. It is here 
offered only as a thumbnail sketch, because, witi 
each new proposal, tire planner quite rightly alters 
the details. But if an approach of this genew 
nature seemed to oflFer some hope, w'hat positive 
steps would have to be taken? 
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In tlie first place, we must educate our county 
medical societies not to be eternally opposed to 
educational advances. In a period of frank anti- 
intellectualism, this will be no mean feat, but it 
remains true that tlie local representative units of 
the A. M. A. situated near the large teaching cen¬ 
ters have consistently looked askance on many of 
the advances in postgraduate training. Much of 
this reeducation must stem from a new enlighten¬ 
ment vnthin the parent organization itself, but the 
men in the trenches—the men actually carrying the 
burden of residenc)' training—must also assume 
their share of this obligation. I join a distinguished 
colleague of mine who says, “One of the things that 
annoys me a great deal is that while we are train¬ 
ing residents they want everything they can get 
their hands on, and, as soon as they get trained 
and out in practice, they soon accept the general 
philosophy of members of the count)’ medical so- 
cieh’ in most of the areas and are reluctant to use 
any of dieir private or semiprivate patients for 
teaching material.” We om-selves must instill in our 
resident group a devotion to the training of younger 
men which udll survive contact with the current at¬ 
titude of the practicing physicians. I would agree 
TOth Zolhnger’s statement: ® “There is an urgent 
need for medical evangelists to rekindle a feeling of 
keen responsibilit}' in the individual surgeon in 
every hospital in this countr)' for the education of 
his eventual replacement. Certainly no one escapes 
the moral obligation of taking part in the education 
of his successors.” As a positive gesture, therefore, 
let us make sure the rank and file of practitioners 
join in this effort to provide adequate training mate¬ 
rial for our future residents. 

Second, medical insurance companies must be 
reeducated to recompense for the care rendered by 
the resident group. I live in a state which does not 
require an internship prior to practice. Therefore, a 
man who graduated from medical school last year 
and is practicing this year may collect from Blue 
Shield in Ohio for a hysterectomy, no matter how 
well indicated or how competently e.xecuted. On 
the other hand, a man with an internship, a year of 
training in general surgeiy', and three and a half 
years of thorough specialized training in obstetrics 
and graecolog)' cannot collect insurance for a 
hystei'ectomy because he bears the title, resident. 
The stupidity of this situation is so apparent it 
needs no further comment. 

Finally, all laws introduced to provide for the 
health insurance of various segments of the popula¬ 
tion must include' in their preambles tlie statement 
that any patient so covered automatically becomes 
teaching material. It is amazing that not one of the 
expensive lobbys which have opposed such legisla¬ 
tion has ever stressed (or even mentioned) this 
point. In the current opposition to tlie Forand Bill, 


for example, no pressure is applied to include tliis 
stipulation in the obligatory healtli insurance of 
those eligible for social security' benefits. Had those 
who have appeared in the past to testifj’ against 
such legislation at congressional hearings ever men¬ 
tioned this obinous prerequisite, their good faitli 
and their genuine interest in medical training at all 
levels would—by such testimony—have received 
more than lip worship. 

These, then, represent two forms of solution to 
the problem of the shifting status of patients in 
obstetrics and gynecolog)’ iiith relation to resi¬ 
dency training programs: the approach of hope¬ 
fully sending the residents where the patients are 
to be found, and the approach of altering our defi¬ 
nition of “staff serv’ice” patients as the economic 
winds blow from a new direction. Before conclud¬ 
ing, let me repeat that I have been reasoning from 
t\vo premises: The fijst is that these changes vill 
have an inevitable impact “on the concept of good 
residency training as we know it today.” That 
changes could take place in ourselves and in our 
concept of good residency training must be recog¬ 
nized. We are not, I hope, personally immutable, 
but let us always guard against receding, against 
yielding to passing pressures b)’ lowering our stand¬ 
ards. If a new concept of residency training is to be 
formulated, we must examine it critically to insure 
that it represents an actual improvement in post¬ 
graduate education. The second premise was tliat 
these sociological changes had already been ef¬ 
fected. This is, of course, a premise contrary to fact; 
they have not yet been effected, and presumably 
some time wll be necessary for such a complete 
swing of the pendulum. Tliis is fortunate, because 
it gives us the time to educate, the time to enlist 
allies, the time to prepare for the Brave New 
World. 

Conclusions 

No one of us possesses the final answer to this 
perplexing problem as to how we shall maintain 
our current standards of postgraduate training in 
the face of shifting socioeconomic trends. But 
though no one possesses the answer, all can benefit 
by this mutual discussion. For whatever the shape 
of the future, however uncertain it may appear, of 
one tiling we can be sure: There will always be 
alert, intelligent young men asking for special post¬ 
graduate training; the form such training takes may 
alter significantly, but the demand will undoubt¬ 
edly continue. And our obligation to these young 
men cannot be fulfilled by discussion alone; it must 
be fortified with positive and decisive action. Tlie 
time available for reeducation and reorientation 
must be actively utilized. Our flank could be turned, 
and while such a change would be socially desir¬ 
able, from the point of xaew of residence' training 
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we must }je adequately prepared. We must not 
assume that tlie status” will remain forever “quo.” 

iJe position that the ostrich adopts is still ludi¬ 
crous. 

2105 Adelbcrt Rcl. (6). 

M pnnicipaied in the survey; 

. . BraUniversity of Ark.-in.sns Medical Carter; M E. 
Uavis, the Chicago Lying-In Hospital; R, R. deAIvarez 
Unn-mitj^ of Washington Scliool of Medicine; R. G DoucI 
ks, the New rod- LyingJn Hospital; F. R. Lock, Bowman- 
Gray School of Medicine; C. E. McClennan, Stanford Uni- 
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vers-ity School of Medicine; E. W. Page and E W n 
^eet, l^iversity of California-.Medicfl Center and f t 
Wilson, Temple University School of Medicine, ' 
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COMMUNITY HOSPITAL AND GRADUATE EDUCATION TODAY 

Alex M. Burgess, M.D., Providence, R. I, 
and 

John C. Leonard, M.D., Hartford, Conn. 


The term “community hospital” has been used in 
most instances to indicate a hospital which serves 
a given center of population. The great majority of 
such hospitals are in small or medium-sized com¬ 
munities in which no medical school is located. Fox 
tins reason, tlie word “community” has often been 
used instead of "non-imiversity~affiliated” or “rmu- 
teaching” in describing the work of such a hospital, 
since it is much more convenient tliau “non-uni- 
versity-afBIiated” and, to most of tlte staff of a large 
proportion of such hospitals, occupied as they are 
in tlie education of interns and residents, the term 
“nonteaching” is somewhat offensive. For ti^ese rea¬ 
sons, the words “community hospital” will be em¬ 
ployed in this communication to mean a hospital 
which does not receive medical undergraduates for 
regular clinical instruction nor have any direct ties 
with medical schools. Many of tirem, of course, are 
privileged to have physicians from the faculties of 
nearby medical schools as occasional or even reg¬ 
ular speakers at meetings and conferences. 

"With the technical advances in diagnosis and 
treatment that have taken place in recent decades, 
the practice of medicine in tlie United States lias, 
of necessity, become primarily hospital practice. If 
we wish to judge its quality, we must examine 
medicine as practiced in community hospitals. This 
is because it is to community hospitals that most 
Americans go when they are sick. Table 1 ilius- 


Director o£ Medic.'il Education, Nyvpoi " •*-’ ’''-"'"Ort, JIc- 

mon'al Hospital, PawtucJrct, and Mimm • 

(Dr BurEcfs). and Director of Medie.il Education. Hnrttora iiospilnl, 
Tlirtford Conn, (Dr. Leonard). 

Read before the 54tU Annual Congress on Medical Education and 
Licensure, Chicago, Feb. 16, iS58. 


trates this fact. It indicates that throughout the 
United States there are almost four times as many 
beds in community hospitals as in liospitals'affili¬ 
ated with medical schools (the so-called major 
and minor teaching hospitals). Approximately lialf 
are in hospitals engaged in tlie training of interns. 
In the New England states, the ratio of beds in 
these hospitals to beds in the university-affiliated 
group is even higher. In this area, only slightly 
move than one patient in five is cared for at a 
hospital with university affiliation. 

In order to be able to make and report a rafter 
detailed study of community hospitals and because 
of an intimate acquaintance with these hospitals in 
the New England area, we decided to confine this 
study to this region, which, it can be assumed, is 
fairly typical of the country in general. 

Organization of the Community Hospital 

As is shown in table 2, there are almost four 
times as many hospital beds in community as ia 
so-called teaching hospitals of the major and minor 
v^ariety. Of these community hospitals, sliglitl}' 
more than half the beds are in the 53 hospitals that 
support approved intern-training programs. In order 
to evaluate the educational facilities that are pre¬ 
sented to the interns in tliese hospitals, we have 
received from ail the 53 hospitals detailed descrip¬ 
tions of their educational programs and have per¬ 
sonally visited almost all of tliem. This study was 
begun a year and a half ago, and during iiiattime 
a number of the hospitals have expanded and im¬ 
proved tlieir programs. As of August, i9o7, the 
situation is as follows: 
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Eight of these hospitals employ full-time directors 
of medical education. In addition, there are two 
full-time directors who serve more tlian one hos¬ 
pital in tliis capacit}^ In 23 hospitals, tlie director 
of medical education is on part-time dut}' (this in¬ 
cludes the two mentioned who dhnde their services 
between two or more hospitals). In 20 hospitals, 
tlie house-staff training is under the supervision of 
intern education committees. 

Table 1.—Hospitals in the United States in Relation to 
Internships and Medical School Affiliation 


Ho'ipita!': 



No 

Bed- 

\ppro\e*I* 

2/4 1 

470 (Wn 

Unapp^o^ cd 

2.0."4 

10G,«3O 

Total 


>’^ 403 

With Internships 

Medical «chool affiliation 

’fifi 

104.201 

\o medical school affiliation 

<V)0 

17*217 

Mithout appro\ed internships 


20-2 lfi2 


* Toint CoTnmi««ion on Vccmlitation of 


In all of the 53 hospitals, bedside teaching by the 
attending staff on regular rounds is stressed as the 
most important part of the program Fiftv' have 
special teaching rounds in addition. Bedside or case 
teaching, of course, is the most important part of 
the educational program of a hospital. M^e vviU all 
agree that it is at the bedside in intimate discus¬ 
sion vvath the attending physician that the intern 
really learns medicine. Some communitv”^ hospitals 
have gone so far as to omit didactic lectures, but 
most directors of medical education believ'e that 
these are useful because, besides being of some 
value to the house staff, they servn to keep the at¬ 
tending staff interested in the program and in 
preparation for their presentations they must keep 
up their own studies. Clinical conferences, hovv'- 
ev'er, in which the house staff takes an active part, 
are certainly of much greater vnlue than lectures 
which, like medical movies, represent the tj'pe of 
spoon-feeding requiring no effort on the part of the 
hearer, vv'hich leaves but little permanent impres¬ 
sion. 

Patholog)" and clinical pathologv^ are taught at 
regular conferences in 48 hospitals, and in a large 
proportion of these the intern serv'es a term in the 
laboratorv', where he learns the technique and sig¬ 
nificance of the most important tests, as well as 
assisting at postmortem examinations. In 51—all but 
tvv'o—the radiologist holds regular teaching con¬ 
ferences for the house staff, in addition to giving 
practical instruction on the films that are taken in 
the course of the care of ward and private patients. 
In all but one of the hospitals, regular clinico- 
pathological conferences are held. Interns take an 
active and responsible part in all conferences in all 
tlie hospitals. Fifty of the hospitals invite distin¬ 
guished speakers to address their staffs at regular 
interv'als. Thirtj'^-six hav'e journal dubs, and 39 have 


some tvqie of affiliation with otlier institutions, 
many of these being univ'ersify hospitals, to en¬ 
hance the v'alue of the experience offered to their 
interns. Tvv^enW-sLx of the hospitals also had ap¬ 
proved residencv' training in one or more specialties 
as of the summer of 1957, and probably the num¬ 
ber has been increased. 

From this, it can be seen tliat a real and effectiv'e 
effort is made in all the communitv' hospitals of 
New England to giv'e interns good professional 
training. It is, of course, easv’ to say tliat a hospital 
can hav^e a good program on paper wdiich it does 
not really carrv’^ out. This is true, but there is no 
doubt in our minds that in almost all of the hos¬ 
pitals tliat we have visited the program on paper 
is a program in fact, and in hospitals that vv’e have 
not visited vv'e hav'e everv' reason to behev'e by our 
knovv'ledge of individuals in close touch with these 
hospitals that a similar situation exists. 

The Internship 

-As w^as pointed out tw'o years ago by Stone,' it 
may be added that in the community hospital the 
intern comes into more intimate contact with pa¬ 
tient’s families and, under supervision, has a higher 
degree of personal responsibihty for patient care 
than is the case when he wnrks at the bottom of a 
hierarchy of assistant, junior, and senior residents, 
assistant, junior, and senior attendings, a professor 
or two at the top, and any number of intercurrent 
clinical and laboratoty investigators. Omission of 
the internship as a general improvement in grad¬ 
uate training had previously been suggested by 
Leveroos ° on the ground that the intern, between 
the clinical clerks below him and the residents 
above, holds an unenviable position in which his 
responsibilities and training are not alweys too 

c 

Table 2.—Hospitals in New England in Relation to Intern¬ 
ships and to Size and Affiliation 
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Physician we find this statement, with which we 
are inclined to agree: “In spite of die fact tiiat in¬ 
creasing responsibility is given to the house officer 
as he ascends through the ranks of intern, assistant 
resident, resident, and senior resident, the super¬ 
vision is so great that at times it even tends to 
squelch initiativ'e and self-confidence.” As Stone 
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emphasized, tiiese essential qualities can be de¬ 
veloped and an intimate personal acquaintance 
u'ith sick people obtained in tire community hos¬ 
pital internship. Tlris should tend to make tlie 
young physician a better doctor and give him 
perspective and understanding which will serve 
him in good stead if and udien he goes on to spe¬ 
cialty training in a residency. In tire community 
hospital, then, he learns to see the patient as a sick 
human being who is definitely dependent on his 
skill and judgment, not merely as an interesting 
and instinctive problem in abnormal physiology or 
biochemistiy. 

It seems somewhat paradoxical that, witli more 
than 75% of patients in the United States being 
cared for by nonuniversity hospitals, these hospitals 
have decreasing numbers of American medical 
school graduates as interns and residents, while 
each year finds increasing numbers of medical 
school graduates remaining under the maternal 
wing of die uni\'ersity hospital of their oivn or an¬ 
other medical school. 

It has been admitted by some medical school 
faculty members who also are chiefs of their re¬ 
spective sendees in university' hospitals that tliey 
have increased their quotas of interns, so that if 
they fail to secure a maximum number they may 
continue unhampered because they still secure an 
adequate number of interns. Tliose of us who spend 
a considerable amount of time in university as well 
as nonuniversity hospitals feel diat most university' 
hospitals are overstaffed and most nonuniversity 
hospitals are understaffed. 

A frequently suggested remedy for die above 
situation is tliat all nonuniversity hospitals wordiy 
of a house staff should be affiliated wdi medical 
school centers on a clinical clerkship, internship, or 
resident training basis. It is admitted by most med¬ 
ical schools that diis would be impracticable or 
even impossible, because medical school faculties 
in general are already understaffed and overworked 
widiout this additional responsibility. 

Wliere, then, can we find reasonable agreement 
and a workable solution? We would suggest that 
medical schools search out for their interested grad¬ 
uates those rotating internships in nonuniversity 
hospitals where a well-trained, unselfish, and de¬ 
voted group of clinicians are willing to spend time 
and effort in the teaching and supervision of the 
young graduate. Such information is readily avail¬ 
able through die office of tlie Council on Medical 
Education and Hospitals of the American Medical 
Association and is kept up to date by frequent in¬ 
spection of the programs of all hospitals that expect 
to retain such approval. It should be recognized 
by all concerned with the above that no system 
will work effectively unless all groups participating 
in these phases of medical education are dedicated 
to the principle of constant improvement of med- 
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ical training. The medical school could and should 
assume the role of guiding toward such rotatinE in- 
ternships at least those students who wish to pre¬ 
pare for the general practice of medicine. We can 
say also, without reservations, that most pracdcinfr 
specialties will provide better patient care if they 
also have had die broadened perspective which 
comes with a good rotating internship. 

At die present time, few medical schools give 
their diird or fourth year students any glimpse of 
general practice wth carefully selected general 
practitioners on the medical school faculty or an 
approach to rural medicine by way of the pre- 
ceptorship. Having had no contact as a medical 
student with die above, it is obvious diat very few 
medical students will choose this type of practice, 
not realizing the joys die rural physician may find 
in being a citizen as well as a physician in the lesser 
populated and perhaps more widely scattered areas 
where die greatest need for practitioners exists 
today. 

It is our opinion that any medical school grad¬ 
uate who expects to see and treat patients certainly 
could benefit by a rotating internship. This is 
statistically supported by the findings of die study 
of die Advisory Committee on Internships ® wherein 
(of diose answering a questionnaire covering the 
graduates of medical schools in die United States 
in 1937 and 1947 ) 91.6% of die 1937 graduates 
having had rotating internships would still choose 
such an internship and 93,5% of die 1947 graduates 
having had rotating internships would still choose 
such an internship, while almost 507o of those hav¬ 
ing had straight internships would, in retrospect, 
have chosen rotating internships. Tliis opinion, it 
will be noted, came from bodi a pre-World War II 
and a post-World War H graduating class. It, how¬ 
ever, should be admitted that to force medical 
graduates completely into any one type of intern¬ 
ship (be it sti'aight or rotating) would create a 
serious schism bebveen medical schools and organ¬ 
ized medicine. For diose medical graduates who 
expect to spend their lives purely in die research 
laboratory or who perhaps hope to become full¬ 
time” in academic medicine, diere is a place for 
die straight internship. For die great majority 0 
medical graduates who wish to practice medicine, 
however, die rotating internship offers an invalu¬ 
able opportunity to broaden perspective and even 
to assist in a subsequent choice of specialty. 

Internships in community hospitals are all of p 
rotating type. As has been indicated, it is in com¬ 
munity hospitals diat die greater part of medians 
in die United States is practiced. Half of the be 
of these hospitals are in institutions that suppo 
approved intern training. But only with a 
interns on the job can the community hospi ^ 
do its best work for its patients. In otlier wor > 
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senice is balanced wth training in the ideal 
situation. MTiere the intern and resident are led 
to believe that the hospital is primarily, not 
secondarily, an institution to give them an educa¬ 
tional e.xperience, the whole philosophy of medi¬ 
cine breaks dowm. Such a conception does not 
produce the best t>'pe of physician, and the ideal 
is certainly a lower one tiran that in which the 
intern at all times is made to feel tliat good patient 
care is always the primarx' objective. MTien we 
hear, as we have, in a good so-called teaching hos¬ 
pital the resident say, “I didn’t admit him, for his 
problem didn’t seem verj' interesting,” we shudder! 

Alert, eager, and industrious interns not only 
furnish better care to the patients but prowde a 
constant stimulus to the attending staffs, who, in 
teaching them, of course teach tlremselves and thus, 
of necessity, improve their own work. If we can 
say, then, that a house staff is necessarj' to produce 
the best of patient care in a hospital, let us ask 
where the smaller communit)' hospitals obtain their 
interns. We all know that tliere are 4,000 or 5,000 
more approved internships in the United States 
than tliere are American and Canadian trained 
graduates available each year to fill them. The 
answer, of course, is that die hospitals employ 
graduates of foreign medical schools. Most com- 
munih' hospitals have receix’ed few interns through 
the matching program (table 3), and, in the smaller 
hospitals of this group, well over 90% of the intern¬ 
ships must be filled by foreign graduates or remain 
empty. 

It has been stated from die “ivory towers” of 
medicine that many such hospitals, in employing 
these physicians as interns, e.xploit them by utilizing 
their services, giving them no real training in re¬ 
turn, and thus turn them out to be hcensed and to 
fall into a group of second-rate practitioners who 
are a menace to the American public. WTiile diis 
may be true in rare instances, particularly in hos¬ 
pitals which employ such physicians as paid house 
officers and not in approved internships, the ma¬ 
terial that has been presented makes it clear diat 
definite progress is being made in building up 
adequate intern training experiences in practically 
all the community hospitals of New England in 
which there are internships that have been eval¬ 
uated and approved by the Council on Medical 
Education and Hospitals. We have no reason to 
suppose that tire situation in the New England 
states is different from that elsewhere in tire 
country. 

It is true that many poorly trained foreign phy¬ 
sicians apply for internships in tire United States. 
Hospitals have had to evaluate candidates for ap¬ 
pointment rvith great care. Many of them, however, 
have developed effective techniques and make but 
few errors. The situation will be greatly improved 


when the screening examinations developed by the 
Educational Council for Foreign Graduates have 
been put into effect. This will indeed be a step 
forrvard. In the meantime, it is of interest to recog¬ 
nize that a number of well-qualified physicians 
have been arriving and enrolling for the rotating 
internship that is a necessaty first step for most of 
diem. There are also a number of physicians who 
come to tiiis countrx' on exchange or student \dsas, 
and most of these will return to their homelands. 
One can mention here the work of the Ventnor 
Foundation, administered by Dr. and Mrs. Hilton 
Read, of Atlantic City, N. J., under which selected 
graduates of German universities are brought to 
America for a year’s internship in community hos¬ 
pitals and the similar program of the Unitarian 
Service Committee, which brings in yonng French 
physicians. 'There is also a large group of Hun¬ 
garian refugee doctors, some being highly qualified 
specialists, who are serrong in routine rotating in¬ 
ternships at the present time. In one small com¬ 
munity hospital, the intern staff includes a pathol¬ 
ogist of eight years’ experience, an orthopedic 

Table 3.—Results of Matching Plan in Community 
Hospitals of 100-200 Bed Capacity 

Interns 

Matched 

Sought Xo. Sc 


WJj. S9 fi 0.7 

19<«. 93 4 4.t 

19>7. 01 n 10.0 

Tot.-ds. 278 21 7.3 


surgeon nidi an equally long training in liis field, 
a radiologist unth seven years of work in his spe¬ 
cialty, a surgeon who has serx’ed four years as 
surgical registrar in British hospitals, an Argentine 
practitioner with three years in general practice, a 
recent Harvard fellow in cardiology, who is a grad¬ 
uate of the University of Milan, and a graduate of 
Athens University uadi three years of pediatric 
training (tivo of diem in the United States). In an- 
odier community hospital, the intern staff is 100% 
British-trained and compares favorably in ever}' 
way uuth a similar group of American-trained in¬ 
dividuals. Not every hospital has had as good for¬ 
tune in choosing its house staff, but it is clear that, 
with careful selection, an acceptable group can be 
secured by most of them from die many applica¬ 
tions which are received. 

Residency Training 

It is not our intention to deal at any length with 
residency training in community hospitals. We are 
of die opinion that residencies in general practice 
in which the resident can go on to a two-year 
rotating training in which he receives a high de¬ 
gree of responsibility for patient care and can 
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achieve real competence in various fields of prac¬ 
tice are best developed in carefully selected com¬ 
munity hospitals. Residencies in the speeialties, we 
feel, can also be maintained on an educational level 
equivalent to that of tlie university hospitals in 
some of the larger community hospitals. In the 
smaller institutions of this group, there are oc¬ 
casionally departments, such as anestliesiology or 
pathology, which can offer an excellent experience 
to the resident, and, as was recently pointed out 
by one of us,‘ smaller hospitals can combine to 
offer good training in one of the major fields, if 
their u'orJc is carried on under central supervision. 
Such a combined three-year medical residency in 
three community hospitals in New England has 
been approved by the Residency Review Commit¬ 
tee in Internal Medicine and is now in operation in 
Rhode Island. It is also our opinion tliat all resi¬ 
dency training in community hospitals should be 
carefully and frequently evaluated by the authori¬ 
ties, as in certain instances we believe it is below 
standard. Where university supein'ision is possible 
or rotation of residents from well-established hos¬ 
pital programs can be arranged, this is certainly 
desirable. ^Ve are also of the opinion that resi¬ 
dencies should not be established without tlie co¬ 
existence of internships, for, under these circum¬ 
stances, tlie residents carry the routine duties of 
interns and lose the opportunities for special study 
and training which they should have. 

Comment 

Community hospitals which deal with acute dis¬ 
ease carry most of the patient load in tlie United 
States, and half of tlieir beds are in hospitals which 
support approved internships. In tliis way, these 
hospitals are developing educational programs of 
real merit, which they are constantly improving. 
These hospitals are forced to fill their j>ositions to 
a great extent widi foreign graduates, many of 
whom are liighly qualified. When tlie new screen¬ 
ing examinations for foreign-trained physicians en¬ 
tering the United States are in operation, tire 
problem will be greatly simplified and tlie hospitals 
protected from mistakes in the appointment of phy¬ 
sicians, which at present are oceasionally inevitable. 

As the situation now stands, it seems clear tliat 
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quite inadequate “affiliation” with a great unii'er- 
sityr has been discontinued. It would seem however 
that a plan by which an American student par¬ 
ticularly one intending to do general practice, could 
be encouraged to go to a community hospital for 
an internship in which a university is willing to 
take some responsibility would result in better train¬ 
ing for the individual and better medicine in the 
hospitals involved. If tliis were extended, as pro¬ 
posed by Stone,' to the point of limiting internships 
to community hospitals and residencies, for the most 
part, to university hospitals and certain larger com¬ 
munity institutions, we befieve, as does he, that tlie 
end result' would be better medicine, both by gen¬ 
eral practitioners and by specialists. 

Summary 

The community (non-university-affiliated) hos¬ 
pitals care for more than three-quarters of patients 
hospitalized for acute disease and injury in the 
United States. Approximately half of the hospital 
beds in communit)^ hospitals are in institutions 
which support Council-approved internships. 

A study of the 53 hospitals in New England 
which fall into this category shows tliat tliey all are 
constantly improving these programs. Eight have 
full-time and 21 have part-time directors of medical 
education. In order to fill tireir quotas, tlrese hos¬ 
pitals have to appoint a large number of foreign- 
trained physicians. In die smaller ones (of 100 to 
200 bed capacity) tliis approximates 95%. Many 
well-trained foreign graduates are available, but 
tlie selection is difficult and the establishment of 
the examination by the Educational Council for 
Foreign Graduates \\dll afford needed help and pro¬ 
tection to these hospitals. 

Because of the advantages to die intern of the 
training opportunities in community hospitals, a 
greater interest in tiiese hospitals is recommended 
to medical school authorities. An internship in one 
of diese hospitals offers die best training for gen¬ 
eral practice and an ideal background for tlie phy¬ 
sician who intends to embark on a residency in one 
of die specialties. University authorities would be 
well advised to recommend such training to a larg® 
percentage of dieir graduates. 

164 Summit Ave. (Dr. Burgess). 


university authorities should take a more active 
part in the situation tlian they do. True, certain of 
them have made definite moves in this direction. 
Tlie work of New York University, die University 
of Rochester in its relation to the Rochester Re¬ 
gional Hospital Council, and several odiers could 
be cited. To what extent these moves will prove of 
practical value remains to be seen. University affili¬ 
ation in name only is not of much help, and we are 
aware of at least one excellent community hospital 
whose program has been much better now that the 
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POSTGRADUATE SURGICAL TRAINING AND THE 
CHANGING ECONOMIC STATUS OF PATIENTS 

Harold A. Zintel, M.D., New York 


Surgery is the first of the branches of medicine 
to be severely hampered in its graduate teaching 
by the changing economic status of patients. Hal- 
sted introduced to the United States the present 
tjTpe of residency training, which is modified from 
the German system. This type of training, now 
adopted by most otlier bran^es of medicine, pro¬ 
vides gradually increasing experience and responsi- 
bilit>' until the final year, when complete or nearly 
complete responsibility is given to the resident. 
Surgery is the first specialty to be seriously affected, 
because voluntary surgical fee insurance is tlie most 
popular type of medical fee insurance today. Thus, 
surgery, the most popular type of graduate medical 
training, is the first specialty to have its graduate 
medical training affected by the changing economic 
status of patients. It is also obvious that, when in the 
future there is complete or nearly complete cover¬ 
age of all individuals by professional fee insurance, 
surgery also \vill be the most seriously affected in 
its training program. 

Placing of Responsibility 

In medicine, pediatrics, and many other medical 
specialties, responsibility to a large degree can be 
given to an intern or resident. Tlus can be done 
Nvithout seriously jeopardizing the attending physi¬ 
cian’s ethical, moral, and legal responsibilities to 
the patient. This is not so in surgery. In most of 
these medical specialties the results of therapy 
hinge primarily neither on what happens in a cer¬ 
tain period of minutes to several hours nor on the 
technical skill of one individual. The operative part 
of surgerj' is only a relatively small part, but no one 
\vill deny that it is important. That direct operative 
experience is most important in any acceptable 
surgical training program has been recognized by 
the American Board of Surgery by its refusal to 
continue to give complete credit for work done by 
residents in Siose institutions which do not prowde 
progressive operative experience and responsibility 
for their residents. On these points in a surgical 
program, (1) the rapid disappearance of the ward 
ser\'ice patient, and (2) the inability to use private 
patients, hinge various ethical, moral, and economic 
, problems. 

For tliose who would say that these problems 
are not for those in the smaller community hos¬ 
pitals but are for those in the major and minor 
* medical teaching hospitals, I would remind you that 
since 1956 there have been more students of medi- 
' cine in internships and residencies than there have 
^ been in the medical schools. This means tliat one 
in seven physicians in flie United States today is 

^ Clinical Professor of StirKcrv*, Columbia Univenity Collece of 
. Physicians and Surgeons. 

Read before the 54th Annual Congress on Medical Education and 
Licensure. Chicago, Feb. 10. 1958. 


taking medical postgraduate training—and the 
number is increasing, not decreasing. The medical 
schools and their associated teaching hospitals can 
take care of only a proportion of this postgraduate 
training program. These postgraduate students of 
medicine, the interns and residents, are looking for 
the best possible training, the best graduated intern 
and residency e.xperience tbat they can get. A 
number of smaller hospitals recently have hired 
full-time or part-time educational directors, and 
some have established research facilities, including 
animal quarters, to help meet some of the residents’ 
demands for a fuU, roimded training. As has been 
pointed out many times, such an educational pro¬ 
gram also improves patient care. This is not a med¬ 
ical school problem alone. 'This is a problem for 
every hospital that hopes to have a good intern and 
resident program. One of the important questions 
today is, “UTio pays for this additional program?” 
Witli the development of the insurance programs, 
the private patient no longer helps in a major way 
to support the total effort of the hospital as he did 
a few years ago. Uffio does now or who \vill in the 
next few years pay for this ex^pense of the hospital? 
Will it be the rapidly disappearing large donations, 
the many friends of the hospital, the attending 
doctors, the Community Chest, the insurance com¬ 
panies, the federal government, or each indiridual 
consumer of medical care? 

As each hospital attempts to solve its immediate 
problems of today, it meets many frustrations. As 
I see it, the medical profession has no one but it¬ 
self to blame for these current economic problems, 
Ever>'^ insurance group has consulted \rith doctors 
before embarking on a health insurance program. 
Have we given them a true picture of the situation? 
Did we know then what the situation would be like 
today? And, more important, do we know exactly 
what the situation is today? 

Many county and state medical societies and in¬ 
surance companies. Blue Shield programs as well 
as state laws, take tlie stand that the individual who 
signs the insurance forms for the surgical fees 
indicates by his signature on the form not only tliat 
he was responsible for tlie patient but that, in addi¬ 
tion, he performed the operation. It becomes quite 
erident that the senior resident cannot morally and 
ethically sign these forms for a patient on whom a 
qualified assistant resident operated. Also, an at¬ 
tending surgeon cannot do this for any of the 
ward-ser\uce patients operated on by any of the 
residents, ei'en in his presence or ultli his 
assistance. 

Finally, an attending surgeon cannot—or, in a 
strict sense should not—sign such an insurance form 
for his own private patient who was operated on by 



POSTGRADUATE SURGICAL TRAINING-ZINTEL 


a resident with the attending surgeon acting as the 
nrst assistant. Also, when a resident does an opera¬ 
tion on a private patient of an attending surgeon 
without tlie patient’s knowledge, the question of 
ghost surgery is raised, regardless of. whether tire 
attending surgeon was present. 

Reasons for and Outmoding of Regulations 

Some of the rules and regulations of some local, 
state, and national societies and associations adopt¬ 
ed by many insurance companies and made into 
law in some areas, which were very sound and 
natural developments, have under the present situa¬ 
tion become seemingly incongruous. I shall mention 
only two of the factors that played some part in 
the development of these rules, regulations, and 
laws which we now find unintentionally restricting. 

Unhappily, botli of tliese factors that I mention 
are distasteful. The first factor developed because 
of tlie unscrupulous practices of some of our col¬ 
leagues in tlie medical profession, namely, the in¬ 
dividual who collected for liis own pocket tlie 
insurance fees for patients whom the residents 
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hospitals could take care of these indigent ward- 
se^ice patients. The same is true now of those areas 
where there are many indigent, ward-service pa* 
tients. Again there is no argument about who cares 
for these patients. 

Government Subsidy 

A very good question, to my way of thinking, is 
this: Would the American people who were'so 
eager to pay their own way by purchasing volun¬ 
tary hospital and professional fee insurance from 
individual companies and groups, rather than sit 
back and demand socialized medicine, also be eager 
to individually help foot the bills of research, de¬ 
velopment, and teaching, rather than to depend in 
the future almost entirely on government subsidy? 
I do not believe it is die intention of the federal 
government to provide all or nearly all of these 
costs. It is, of course, quite proper and indeed a 
necessity that the federal government, to a large 
extent, subsidize medical research and teaching, but 
should it provide the major portion, nearly all, or 
all of diis subsidy? At' the present time, tire federal 


treated and possibly operated on and, occasionally, 
for a patient whom the collecting physician never 
saw. That this is ivrong needs no further amplifica¬ 
tion. Tlie second factor developed from die attitude 
of some physicians, first, diat the cost of medical 
research and teaching is no concern of dieirs or of 
their patients and, second, that every dollar tiiat 
thejf can gadier into their omi pockets is very-" 
definitely the concern of die individual doctor. 

Those doctors who express or give die impression 
of the attitude that diey have completed dieir med¬ 
ical training, are in private practice, and, dierefore, 
have no concern for die welfare patient, widi 


medical research, or with training, are not true 
members of die profession in the light of die oadi 
of Hippocrates. They also ignore the estimate by 
Gregg that probably 90% of their patients are alive 
today, rather than 10%, as a direct result of medical 
research. Furdiennore, diey do not realize diat 
medical research is now in its infancy. 

For those who believe that every available pa¬ 
tient dollar should go to die individual practicing, 
non-research-minded, nonteaching doctor and diat 


not a single one of these dollars should go to re¬ 
search and teaching, I believe that information 
provided by Dr. William Grose is pertinent. In the 
state of Maryland there are 2,200 doctors. Tlie sum 
of $128,000 was earned in one year by the two 
medical school hospitals in that state by reason of 
the treatment they did render to patients. Even if 
this total sum were divided, it would amount only 
to $58.65 for each doctor in the state of Maryland 
He further points -out tiiat this is not potential 
money taken out of the pockets of die individual 
doctors but that it represents available money that 
came through a third party, or insurance from a 
class of patients who previously contributed noUi- 
ing toward the cost of tiieir care. Years ago, when 
the ward-service patients could pay noAing, there 
was no argument about the fact that the teaching 


government provides directly or indirectly 50% of 
the costs of research and development of medical 
schools in the United States. Recently, I heard that 
in one school diis amounted to almost 100% of 
their cost of research and development. Those of iis 
who have received some subsidy from die federal 
government are grateful for diis assistance and will 
continue to look forward to continued support from 
this source in the future—and, of course, others 
should do likewise. 

MHiat is being done to meet diese problems? Of 
course, diose residency programs which are most 
seriously affected by a lowered number or a com¬ 
plete lack of ward-service patients are the ones 
most interested at die moment. It would appear that 
in certain areas in die Midwest and in the Soutli 
there is no serious problem. Where the shoe pinches 
diei'e is much interest and activity, where the shoe 
is tight diere is interest and a little acdvityi 
where die shoe fits well diere is neitiier interest nor 
activity. 

Adequate Surgical Training 

Through discussions and correspondence with 
many surgeons diroughout die country, it appears 
to me that established surgeons are very much cle 
termined to give adequate surgical training 
young men. Apparently, tiieir determination to train 
young surgeons is so great that diey are 
them without regard, for some of the rules, ‘ 
tions, and laws that we now find incongruous, 
training includes not only graduated . 

the over-all management of surgical patien s 
also, very definitely, graduated operative 
extending over several years. Note that ^ , 

say die last year of residency; you cannot ea 
young surgeon to operate in one year. . 

I think it would be fair to assume that, 
major and minor medical school hospitals ^ , 

a large number of hospitals not affiliated ivi 
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ical schools, one in three has a problem in regard 
to a sufficient number of ward-service patients for 
adequate surgical residencj' training. Probably an 
additional 1 in 10 has an extremely serious problem 
in this regard. It would appear that the nomnedical 
school hospitals are just as concerned about their 
shortage as are tire medical school hospitals. 

Dr. I. S. Ravdin has suggested that the need for 
patients for surgical training can be satisfied by 
militar}" and Veterans Administration hospitals, 
which are frequently filled wth patients who do not 
have service-connected disabilities. He points out 
that this wll make it possible, rrdthout any lowering 
of standards, to train more young men in general 
surger)' while also pro\ading the experience of 
general surgery that is essential for the training of 
the surgical specialist. Certainly a closer relation¬ 
ship behveen civih'an, militarr', and VA hospitals 
\rill help solve the problem of patient shortage. 

To what extent are private and semiprivate pa¬ 
tients being utilized for surgical residency training 
in lieu of ward-service patients? I would not be at 
all surprised if one or more attending surgeons in 
50% of the hospitals in this country' occasionally, if 
not regularly, do allow competent residents to oper¬ 
ate on some of their private patients. This does not 
mean that all surgeons are doing this, but very defi¬ 
nitely it is being done all over the country. I am sure 
that in most instances the attending surgeon is 
assisting the resident at the operation and, there¬ 
fore, is available to give advice and is able to com¬ 
plete the operation if necessary. We would all 
agree that he should protect the best interests of die 
patient and, of course, of himself. In an even larger 
proportion of hospitals, the surgical resident is often 
allowed to open and close the wound as part of his 
operative surgical training. Those attending sm:- 
geons who do allow residents to operate on the 
attending surgeon’s semiprivate and private patients 
should know of a relatively recent statement ap¬ 
proved by the Board of Regents of the American 
College of Surgeons. This statement reads as 
follows: 

Since the informed consent is a moral and legal prerequi¬ 
site to the performance of a surgical operation, every patient 
' about to undergo surgical operation, or his legal guardian, 
! should have full and complete knowledge of the identity of 
' his surgeon. Only from strict obsers’ance of this principle 
y can the surgeon meet his obligation to this patient, whether 
, the patient be private or not. Such conduct is essential to 
sound surgical training. Private patients can be used hon- 
' orably and effectively for residency training only when the 
• patient is fully aware of the extent of the resident’s re- 
sponsibility for his care and his degree thereto. 

/ The operation itself is only a part of the care of surgical 
patients, and this should not be overemphasized in the train- 
ing of residents. It is equally important for residents to 
' become familiar with sound principles of preoperative and 
postoperative care, the application of the basic sciences to 
surgical problems, and the use of siutable methods of 
diagnosis. Furthermore, the satisfactions of the patient- 
,, physician relationship are rightfully a part of the resident’s 
■ experience and serve to develop the moral and ethical 
standards on which the art is based. 


Several institutions have established the senior 
resident as a junior attending staff member, who, 
therefore, is entitled to have his own private pa¬ 
tients while he is still in the residency training pro¬ 
gram. Such individuals usually have contracts wadi 
the hospital or service which indicate that the fees 
of their patients are retained by or turned over to 
tire serxnce, the department, or tire hospital for 
enhancement of the surgical teaching and research 
programs. 

Professional Fees 

In many hospitals, the surgeons and administra¬ 
tors feel that because of existing laws, rules, and 
regulations they cannot collect any of the profes¬ 
sional fees. In those hospitals where fees are col¬ 
lected, either the phr’sician collects these fees or tire 
residents collect them. In most instances the income 
is reported on an individual basis and then is wTit- 
ten off as a charitable contribution to the serx'ice, 
department, hospital, or special research develop¬ 
ment fund. 

In some areas the local income tax people do not 
require that these moneys appear as income on an 
indiradual’s income tax return. One hospital has 
gone so far as to obtain clearance from the Depart¬ 
ment of Internal Revenue in Washington which 
allows these funds to be omitted from the indi¬ 
vidual’s income tax return proxnded he has signed 
an agreement on file xxath the Department of In¬ 
ternal Revenue. 

It is interesting to know that some hospitals take 
the professional fee to pay part of tlie costs of hos¬ 
pitalization when the hospitalization insurance does 
not cover the complete cost of hospitalization. Any 
remaining excess of professional fee is either re¬ 
turned to or retained by the insurance company or 
plan, deposited in the surgical department, or de¬ 
posited in a hospital or medical school fund to 
further the ends of research and teaching. ^^Tly 
should the residual professional fee, under some 
laws, necessarily be returned to or be retained by 
the insurance company or professional insurance 
plan? ^^^ly should any hospital be allowed to take 
part of the professional fee to pay patients’ hos¬ 
pitalization costs and yet not be able to use the 
remainder of the professional fee to support re¬ 
search and teaching efforts of the professional 
staff? 

Conclusions 

It is apparent that our changing economic order 
in respect to voIuntar>' and involuntarx' health in¬ 
surance has produced many annoying growing 
pains. Because we are discussing an economic 
change, the ugly subject of money has been aired. 
I have emphasized that, in the future, in an order 
in which nearly everyone is completely covered by 
professional fee insiuance, surgery, by tlie verx' 
nature of its important therapeutic tool, the scalpel, 
suffers the most under present rules, regulations, 
and laws. Also, surgerx^ is the first to feel the full 
impact of the increasing rate of coverage by pro¬ 
fessional insurance. 
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It is at the same time apparent that ^ve aWII train 
young surgeons for tlie future as we have in the 
past. It may not be by the sj^stem that we know as 
the Halsled system of resiclencj^ training. Whether 
these future surgeons will reeeive part of tlreir 
tiaining on u'ard-sen'ice patients who pay their 
hospitalization and professional services by means 
of insurance or whetlier the surgical trainees re¬ 
ceive this small but important part of their training 
entire!)^ from semiprivate or private patients is up 
to tlie decision of the medical profession. 
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If we, as a professional group, cannot agree on a 
clear road for the future, the decisions will bemidp 
by other interested groups or by other forces In 
tlie words of John R. Paine, “Tlie private patient 
must be redefined, and medical etliics and morals 
must be revised. Tlie sooner the medical profession 
in particular, and die public at large, realize this 
tact, tlie better off everyone will be. If this is not 
the case, die system of surgical training as we 
know it, based on the graduated residency, is going 
to collapse from a lack of ward-service patients,” 
630 W. 168th St. (32). 


CLINICAL NOTES 


NEPHROSIS OCCURRING DURING TOLBUTAMIDE ADMINISTRATION 


Charles Schnall, M.D. 

and 

Jacob S. Wiener, M.D., Philadelphia 


In view of tlie great popularity and increasing 
use of oral])' given hypoglycemic sulfonamides, the 
occurrence of the following case of nephrosis 
which was seen by one of us (C. S.) during tlie 
administration of tolbutamide (Orinase), the first 
such case to be noted, is of interest. 


Report of a Case 


A 41-year-old woman had an appendectomy in 1936 and 
a cholecystectomy in 1950. Otherwise, she had been gen¬ 
erally in good healUi during the last 10 years while under 
the care of one of us (C. S.). In March, 1957, a vaginal 
hysterectomy was performed for removal of uterine fibroids 
associated with menorrhagia and metrorrhagia. During tliis 
hospitalization, she was found to have mild diabetes, and 
her condition was standardized on therapy with 10 units of 
NPH insulin and a 1,200-calorie diet, given from March, 
1957, until July 1, 1957. During this time she received no 
other medication and suffered no other illnesses. On July 1, 
1957, she was started on tolbutamide tlierapy, 6 tablets the 
first day, 4 tlie second day, and 2 daily tliereafter. Insulin 
was withdrawn at this time. Tolbutamide was the only 
medicament given until the onset of her present illness on 
Sept. 9, 1957. Initially, blood sugar level determinations, 
urine e.vaminations, and white blood cell counts and differ¬ 
ential counts were done at weekly intervals, then at biweekly 
intervals. She suffered no infections or other illnesses from 
July 1 to Sept. 9, 1957. 

On that date, two weeks after her last e.\amination, the 
patient complained of headache, nausea, vomiting, dizzy- 
ness, marked puffiness of the face, and inability to pass 
urine! She was hospitalized at the Misericordia Hospital, 
Philadelphia, on Sept. 10, 1957. On admission, her tempera¬ 
ture was 98 F (36.6 C), pulse rate 70 per minute, and 
blood pressure 102/60 mm. Hg. Her face was markedly 
edematous, and there was some presacral edema. The pa¬ 
tient was extremely nauseous and irritable; she developed 
twitchings and was somewhat irrational. While in the hos¬ 
pital, she had marked oliguria for several days. She was 
maintained on intravenously given fluids, with careful 
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attention being given to the electrolyte and acid-base bal¬ 
ance. On Sept. 13, 1957, diuresis began. Marked improve¬ 
ment ensued, and the patient was discharged on Sept. 21, 
1957, free from symptoms. During her hospital stay, her 
temperature, pulse, and respiration rates and blood pressure 
varied little and were normal at the time of discharge. 

Laboratory Studies.—Results of urinalyses are given in the 
table. Blood urea nitrogen levels Sept. 10-13 were 40, 60, 
40, and 25 mg. per 100 cc. respectively; on Sept. 16, the 
level was 19 mg. per 100 cc. 

A complete blood cell count on Sept. 11 was normal. The 
serum carbon dioxide content on Sept. 10 was 20 vol. %. 
The serum chloride level on Sept. 10 was 93 mEq. and on 
Sept. 16, 107 mEq. per liter. The total serum protein level 
on Sept. 10 was 5.34 Gm. per 100 cc. (albumin, 3.87 Gm. 


Urinalyses of Patient with Acute Nephrosis During 
Tolbutamide Administration'' 


Epi- 

the- 

Sp. Bac- linl Crys- 

Date Gr. Alb. teria RBO WBC CeUs tals 


910 . 

9-11 . 1.005 4-f few 2-3 S2 mod. none 

9-12 . 1.001 1-f few 2-3 10 none 

9-13 . 1.001 3-f- few 

9-H . 1.001 2-t- occ. 3-7 

9-1.5 . 1.001 2-t- few 

9-iG . 1.001 1-t- few occ. none 

9-17 . 1.002 trace few 

9-18 . 1.002 trace occ. 3-10 

9-19 . 1.002 trace occ. 

9-20 . 1.004 trace few 


Out¬ 

put, 

Casts Cc. 

aw 

occ. 

5M 

occ. 

2^0) 
4,no 

OCC. 3 , VO 

3,i50 

8,0s 

2,55) 


* Color consistently yellow, reaction acid. Tests tor sugar and bewi 
dine were negative throughout. 


per 100 cc., globulin, 1.47 Gm. per 100 cc.). The seru 
sodium level on Sept. 11 was 136 mEq. and on Sept. > 
125 mEq. per liter. A phenolsulfonphthalein test done 0 
Sept. 18 showed 11.6% excretion the first 15 ^ 

8.1% the second 15 minutes (total, 19.7% ,„I 

end of 30 minutes). On Sept. 11 die total ^ 

level was 308 mg. per 100 cc., with esters 150 mg. P 
100 cc. . j 

Dr. James L. McCabe, medical chief at 
Hospital, stated in consultation, “This patient 
toxic nephrosis, most likely due to tolbutamide. Luj 
seen on Jan. 2, 1958, the patient was 
blood urea nitrogen level, urinalysis, and blood P 
were completely normal. 
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Comment 

This patient had an acute nephrosis. She had 
been given no drugs other than tolbutamide and 
sufiEered no infections prior to her illness. To date, 
tliere have been no reports of renal complications 
after the use of tolbutamide.’ In this case, the 
cause of tlie renal complication cannot be deter¬ 
mined conclusi\'el 5 '. However, the relationship of 
the nephrosis to tolbutamide use may be presump¬ 
tive. 

Summary 

A woman witli mild diabetes whose disease was 
of recent origin had been on tolbutamide therapy 
for two montlis when she developed an acute 


nephrotic simdrome. The patient recovered imme¬ 
diately on rvithdrawal of the drug. This suggests 
that diere may be a presinnptive relationship be¬ 
tween tolbutamide and renal complications. 

5342 Catherine St. (43) (Dr. Schnall). 
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RAPID DIGITALIZATION OF AMBULATORY PATIENTS WITH 

ATRIAL FIBRILLATION 

USE OF INTRAMUSCULARLY GIVEN DESLANOSIDE 
FOLLOIVED BY ORALLY GIVEN ACETYLDIGITOXIN 

Emanuel Heilman, M.D. 
and 

Miuray Port, M.D., New York 


This study was undertaken in an effort to estab¬ 
lish a safe method of rapidly digitalizing ambula¬ 
tory patients, preferably in one clinic visit, by means 
of the combined administration of a parenterally 
and an orally given digitalis preparation and ako 
to evaluate the feasibility of the intramuscular 
route of administration of deslanoside (desacetyl- 
lanatoside C, lanatoside D). It was prompted by 
the necessity of treating a large number of patients 
in an active cardiac clinic where available person¬ 
nel was minimal and patient attendance irregular. 

Material and Methods 

In order to provide a means of measuring tire 
effect of the drugs, selection was limited to patients 
nath atrial fibrillation. The study includes 16 pa¬ 
tients, 3 of whom received two trials svith deslan¬ 
oside. All patients had well-documented heart 
disease. Each was observed for a period of four 
weeks before the study was begun, during which 
time no digitalis preparations of any kind were 
used. Tile dose of deslanoside was 1.6 mg. in 16 
trials and 1.2 mg. in 3 trials. In all cases this was 
given in one dose in a single injection intramus¬ 
cularly in one buttock. The initial effect of the 

From Uie medical services of the New York Polyclinic Hospital and 
the Gouvemeur Hospital. 


drug was taken as the time necessary for a 10% 
reduction of the control ventricular rate. Mffien this 
occurred, maintenance therapy was begun xvitli 
acetyldigitoxin in doses of 0.1 to 0.2 mg. (Main¬ 
tenance therapy was begun on the same day in 12 
of the 16 patients.) The effectiveness of such main¬ 
tenance was judged by recording the ventricular 
rate at varying intervals for a period of trvo weeks. 
Electrocardiograms were taken in each case before 
injection of deslanoside and at intervals thereafter 
in order to check ventricular rates and to detect 
early toxic effects. 

Results 

Initial Effects.—Adequate response, with a 10% 
reduction of tlie ventricular rate, occurred in 17 
trials in 15 patients; one patient failed to respond 
to two separate trials, The time after injection at 
which initial effects were observed varied from 22 
minutes to 75 minutes, averaging 32.7 minutes. 

Maintenance Dose.—Of the 12 patients placed on 
maintenance therapy with acetjidigitoxin, 7 re- 
ceix'ed a daily dose of 0.1 mg. and 5 xvere gi\’en 0.2 
mg. Ventricular rates recorded at intervals over a 
subsequent two-week period were lower in the pa¬ 
tients xvho received 0.2 mg. than in tliose who re- 
ceh'ed 0.1 mg. 
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Pain at Side of Injeclion.-Oi the 19 trials witli 
intramuscular injection of deslanoside, pain at the 
side ot injection was noted in 9 instances. This 
Wiis classified as mild in two, moderate in two, and 
severe in five. In the severe cases the pain lasted 
from 2 to 10 days. If the two ti-ials in which tlie 
pain was slight are omitted, there remain seven 
itistances of moderate to severe pain; an incidence 
or almost 37%. 

Toxic effcc(s.~No toxic effects were noted. 

Comment 

Deslanoside has effects identical with tliose of 
lanatoside C, from which it is derived.* Widi intra¬ 
muscular infection, effects are achieved about a 
half-hour slower than with the intravenous route, 
peak effects appearing in 60 to 90 minutes.' ^^fflile 
it is generally recommended that tlie full dose of 
1.6 mg. he given in divided doses, it may be given 
in a single dose without toxic effects.^ In the cases 
herein reported, no toxic effects were obseiwed in 
16 ti'ials with 1.6 mg. and 3 trials wnth 1.2 mg., 
despite beginning of maintenance therapy with 
acetyldigitoxin on the same day. 

Altliougli it is stated that deslanoside is suitable 
for intramuscular injection,"* references to the inci¬ 
dence of pain at the site of injection are sparse. 
In tl"vis small series of cases, moderate to severe 
pain was noted in 37%. It is probable that the 
incidence of pain may be less if half the dose is 
given in each buttock rather than the entire dose 
in one buttock. 


J.A.M.A., May 10 , 195 ^ 

Summary 

Digitalization by means of a single intramuscular 
injection of deslanoside (desacetyl-lanatoside C 
lanatoside D) ,was carried out in 19 trials in Ifi 
ambulatory patients, the dose being 1.6 mg. in 16 
instances and 1.2 mg. in 3 instances. In 12 such 
trials, maintenance therapy with acetyldigito.m 
WHS begun on the same day. Adequate digitaliza¬ 
tion was obtained in 15 of the 16 patients. No 
tone effects were noted. Moderate to severe pain 
at tlie side of injection was noted in 7 of 19 trials 
an incidence of 37%. 

923 Fiftlr Ave. (21) (Dr. Heilman). 
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METABOLIC DEMANDS AS A FACTOR IN TOIGHT CONTROL 


Herbert Pollack, M.D., New York, C. Frank Consolazio 

and 

Gerhard J. Isaac, A.B., Denver 


The medico-actuarial height-weight tables of 
1912 indicate definitely diat the population as a 
whole gains weight with advancing years. For 
example, the average weight of a man 5 feet and 
10 inches tall, aged 25, is 71.3 kg. (157 Ib.), but 
of a man aged 55 years the weight is 78.6 kg. 
(173 lb.), a gain of 7.3 kg. (16 lb.). This evidence 
of actual gain in weight of the population may 
possibly give a clue to one of the causes of obesity. 

NpiTrSTlMvwsityTost-G School of Medicine 

(Dr PoDnek) and the Amy Medic.al Nutrition Laboratory, Fitzsimons 
General Hospital (Messrs. Consolazio and Isaac). 


What is universally accepted as the basic cauif 
of obesity is an intake of calories in excess 0 
metabolic demands. Obesity may result from 
increased intake of calories in the presence 0 ^ 
constant output of energy, from a decreased 
in the presence of a constant intake, or from a!!, 
relative variation of the txvo. A great deal of 
tion has been given to the increased caloric mi 
aspect of weight gain. Undoubtedly tins can^ 
the principal cause of obesity, especially for f * 
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who become obese before early adultliood. Obesity 
most often develops in adult life when eating habits 
have been fairly well established. One may question 
the fact that a decrease in caloric expenditure is 
important in the weight gain of this group. A review 
and analysis of the “calorie cost of li\nng” is indi¬ 
cated to determine the reasons for this suspected 
decreased caloric requirement. 

The following five main factors determine tlie 
“calorie cost” of life: (1) age, (2) body size, (3) 
sex (tire three comprising the basal metabolic re¬ 
quirements), (4) physical actixity—work output, 
and (5) type of food—specific dxmamic action. 
Tliese factors are listed in the order of their rela¬ 
tive importance for all persons except those xvho do 
extremely xigorous manual labor. (In the United 
States, mechanical horsepoxver has replaced, to a 
large extent, human caloric expenditure for verj' 
heaxw physical work.) 

Basal Metabolic Requirements 

For the average white-collar xvorker and house¬ 
wife, die basal caloric requirements constitute one- 
half to two-thirds the total calorie requirements 
for die day. Tliis is expressed frequendx' in the 
textbooks. They state, “Calculate the basal require¬ 
ments and add 50% of this value to determine the 
total cost.” If die basal requirements are such a 
large fraction of the total, it becomes necessarx' to 
anal)'ze the basal caloric e.xpenditure of adults. 

The caloric requirement per unit of body xx'eight 
starts to decrease shortly after birth. Up to about 
the age of 14 for females and 18 for males, the 
increase in body xveight (groxxTli factor) is greater 
than die metabolic decrement per unit of body 
xveight. Tliis results in an increasing total caloric 
requirement through adolescence, that equilibrates 
in a person at about the age of 25 xx'hen optimum 
xveight is achieved. 

Tlie decreasing metabohc requirements per unit 
of body xveight become manifest in the presence 
of a constant intake. According to DuBois, for a 
man, aged 25, the basal caloric requirement is 37.4 
calories for each square meter ever)' hour, and for 
a man, aged 55, it is 35.3 calories per square meter 
per hour.' A man 5 feet and 10 inches tall, xvho 
xx’eighs 71.3 kg. (157 lb.), has a surface area of 
1.87 sq. m., and a man of the same height xx'ho 
xx'eighs 78.6 kg. (173 lb.) has a surface area of 
1.91 sq. m. Tlius, tlie man xveighing 71.3 kg. at age 
25 requires 69.9 calories per hour, and the man 
xveighing 78.6 kg. at age 55 requires 67.4 calories 
per hour. In 24 hours diey require, respectively, 
1,678 calories and 1,618 calories. But if the man at 
age 55 had retained his xx'eight of 71.3 kg., he 
xx'ould require only 66.0 calories per hour or 1,584 
calories in 24 hours. 


Tire figure shoxx's a curve draxx-n from data ob¬ 
tained by die calculation of the small decrement 
in caloric requirements associated xx'idi die aging 
process for a hx'podiedcal man, 5 feet and 10 inches 
tall, xx'ho consumes food proxiding 2,800 calories 
a day over a period of years. The basal caloric 
requirements are corrected doxx'nxx'ard for aging 
and upward for each increment in xveight gain. 
The net result is a positix'e caloric balance. Tlie 
x'alue of 3,500 calories is used as the equivalent of 
one pound in body xveight for conx'ersion purposes. 
The curx'e is essentially S-shaped, xx'idi the plateau 
in the middle 40’s age group. If one superimposes 
on this curve another one draxx'n from die age, 
height, and xveight tables published by die Life 
Insurance Actuarials in 1912, it is obx'ious that die 
trend of the curve based upon averaged actual 
measurements of a large cross section of die popu¬ 
lation is almost identical to the hx'pothetical curx'e 
draxx'n from the assumptix'e data. Tlie similarity 
in the curx'es alloxx's one to present certain hy¬ 
potheses xvith respect to the ox'erxx'eiglit person 
found in aging population groups. 

Boorvtr. 



zo 30 40 so eo 

Body weight increase on a constant intake, 2,800 calories 
per day, and constant e\-penditure, correcting for decreased 
metabolism due to age. 

Small increments of positix-e caloric balance ox'er 
a period of time can result in pronounced obesity. 
This increment can be due to decreasing basal 
metabohc requirements. When diis age decrement 
is coupled xx'ith decreasing phx’sical actix'ity, a 
common phenomenon in die present day popula¬ 
tion, a marked gain in xveight can result. A differ¬ 
ence of 10 to 15 calories per day ox'er a period of 
15 years can cause a difference of 4.5 to 6.8 kg. 
(10 to 15 lb.) of bodx' xveight. It xx'ill be shoxx'n later 
in this discussion that the difference betxveen sitting 
and standing is sufficient to alter caloric exjiendi- 
ture by diis increment. By application of the same 
reasoning of small increment changes to actual 
physical xx'ork, it is possible to emphasize die im¬ 
portance of actixitx' in a xx-eight control program. 
Verx' httle can be done to change the basal meta- 
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bolic requirements without upsetting the homeo- used 98.8 calories 
static mechanhsm upon wliich life depends. Tliis / 88 lb.) of weie 

leaves two possibilities to prevent the slow aceumu- and the calorie < 

lation of fat; a decrease in calorie intake and an calories," It is n* 

increase in the calorie requirements of the other plain that they e 

factors, work and specific dynamic action. It is a comma 

Physical Activity Bequiremcnts walking as an in 

and to attribute 

Inc energy expenditure of individuals may vary 
considerably. This is due to botli a variation in tlie Table 2.—Ener 

amount of work tliat they perform and in tlie in¬ 
dividual variations in the calorie cost of such work. 

Certain components in the different work outputs 
of individuals are obvious and easily understood. 

A specific example illustrates this. Two men are sleeping . 

working together to make a hole in a block of mmeTTZZZ^Z'.'. 

granite. One man stands still directing the cold stnnding. 

chisel with a pair of tongs, while tlie odier swings sti'^ding, light action... 

the lieaAU' sledge hammer donm onto tlie head of 

' ^ the elflRrlv ncrsi 


Table l.~Encrgy Expeuditure in Walking as Afected by 
Velocity and Weight^ 


Speed, 3lpli 


Wcicht. Kl>. (Lb.) 



51.5 

03.0 

72.8 

81.8 

91 

,0 

C!iIorlc.«/mln. 

(120) 

(14Q) 

<W0) 

(ISO) 

(200) 

2,6 

2.9 

3,2 

3.5 

3.8 

Cnloriesi'hr.. 

.... liVl 

174 

192 

210 

228 

Cnloflos/mlle . 

.... 78 

87 

96 

195 

114 

.a 

Onlorl«p/inln.. 

3.1 

3.5 

3.8 

4.2 

4.3 

Catort(W/hr. 

.... 180 

210 

228 

252 

270 

Cfllories/rnlle . 

.... 7A 

84 

91 

101 

108 

.0 

UHloriey/mlD. 

.... 3.0 

4.0 

4.4 

4.8 

5.3 

Cttlotics/hv. 

.... 216 

240 

204 

288 

318 

Cniorles/mile . 

.... 72 

80 

88 

96 

106 

,Cf 

Culorleff/rnia . 

4.2 

4.0 

0.0 

0.4 

O.i 

C(iIoHc.s/hr. 

.... 252 

2<d 

soo 

324 

m 

Calorics/inlle . 

72 

79 

66 

93 

105 

.0 

Cnlortes/mlri. 

.... A. / 

5,2 

>>.$ 

0.4 

7.0 

CaJortes/hr . 

.... 282 

312 

348 

584 

420 

Culories/mllo . 

.... 71 

78 

87 

90 

105 


the chisel, picks it up, and swings again. Swinging 
a sledge hammer is a type of work that is inde¬ 
pendent of body size. Tire foot-pound expenditure 
depends largely on the size of the hammer and tlie 
distance through which it is swung. A small man 
will spend approximately as much energy lifting a 
sledge hammer as does a large man. 

The calorie cost of any type of activity 6iat in¬ 
volves the whole body, such as walking, varies 
with tlie size of die body and, more specifically, 
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used 98.8 calories to walk one mile. Forty kilograms 
(88 lb.) of weight were then put on his shoulder, 
and tire calorie cost of the mile increased to 142 
calories," It is no wonder that small people com¬ 
plain that they gain weight so easily. 

It is a common fallacy to consider the speed of 
walking as an important factor in the calorie cost 
and to attribute the slowing down of the speed by 

Table 2.—Energy Expenditure in Various Activities 


Differenoe 

Between 

Each 

Preceding: 

Activity 

Qalortcslilln. Calortes/Sr. Onlortes/St. 
l.OT G5.t0 

1.2G 75.60 10,20 

1.35 81.00 5,-iO 

1.50 90.00 9,00 

2.C0 150.00 06,00 


the elderly person as contributing to the weight 
gain. Table 1 is based on tlie work of Margaria,’ 
It demonstrates clearly that walking a mile, re¬ 
gardless of the rate of speed, costs essentially the 
same number of calories per unit of body weight 
In fact, the cost is somewhat greater at tlie slower 
pace. 

Tliere are other seemingly insignificant difier- 
ences in the daily habits of people tiiat account for 
some weight gain differences over a long period of 
time, Tlie differences in the calorie cost between 
lying down, sitting, standing quietly, and standing 
while moving in a limited area have been measured 
(table 2).® These differences may not seem large, 
but when multipfied by the total minutes during 
the day drey loom larger. For example, there is a 
difference of almost nine calories an hour between 
sitting quietly and standing quietly. Those people 
who never stand still may burn 88 calories an hour 
more than dieir relaxed brotlier. In 70 hours the 
former burns the equivalent of one pound of body 
weight more than the other (calculate 3,500 calories 
per pound of body weight). 

Table 3,~Energy Expenditure in Traveling a 
Distance of 2.5 Miles 

Time Caloric 

SyeetJ, Mph Consumed Expeniilhire 

Wtilk-ing . 2.5 ihr. 210 

Cyclinc . 3-® 27 min. U- 

Driving . 25.0 6 min. U 


with total body weight. In actual experiments a 
man weighing 61 kg, (134 lb.) who walked 3.5 
mph spent 261 calories.^ A man weighing 91 kg. 
(200 lb.) expended 366 calories walking the same 
distance at die same speed,'’ and a man weighing 
99 kg. (218 lb.) expended 409 calories.^ The addi¬ 
tion of dead weight to the shoulder of an individual 
increases his caloric expenditure in the same order 
of magnitude. A man weighing 68.2 kg. (150 lb.) 


The mechanization of life in recent years has ha 
an influence on tire caloric expenditure. Some peo¬ 
ple have compensated by using this new leisure 
time for active sports, whereas others have not. For 
example, a man lives 2.5 miles from his wor'- 
Table 3 shows the caloric expenditure of 
bicycling, or driving his automobile to , 
cycling and driving are compensated for by au '’’S 
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the caloric requirements of standing for the re¬ 
mainder of the hour, the results showm in table 4 
are found. 

A who is 63 in. tall and weighs 54.5 kg. 
(120 lb.) uses 87.7 calories per hour in using the 
standard mechanical typewnriter.® The same tj^pist 
using an electrical tj'pewriter expends only 72.9 
calories per hour. For tliis indmdual there is a 
difference of 14.8 calories an hour, and for six 
hours of actual tj'ping there is a saving of 90 cal¬ 
ories wth the power tj'pew'riter. For a five-day 
week it amounts to 450 calories; in 10 weeks this 
can be the equivalent of a pound of body weight, 
assuming a constant intake. 

A farmer dri\'ing a tractor wdth a standard steer¬ 
ing wheel during cultivation of a field expends 85 
calories per square meter per hour, but if he uses 
power steering, he e.xpends only 68 calories per 
square meter per hour. For a man who is 5 feet 
and 10 inches tall, weighing 68.2 kg. (150 lb.), 
vath a surface area of 1.85 sq. m., tliis means 157 
calories versus 126 calories every hour; in an eight- 
hour day there is a difference of 250 calories. Tak¬ 
ing an average expenditure of 3,000 calories per 
day, tliis is an 8.67 d difference in total daily caloric 
requirement. This saiang is small when compared 
to the caloric requirement of the fanner who walks 
behind his horse-draum plough. He e.xpends 400 
calories per hour. 

The difference in calorie expenditure bebveen 
two men on a weekend can be considerable. One 
man plays 18 holes of golf, walking about four 
miles in three hours, and expends 950 calories.® 
The other man gardens for three hours and ex¬ 
pends only 580 calories.’ One man goes out in the 
evening and dances for an hour and sits and talks 
for two hours, spending a total of 400 calories; the 
other man just sits for three hours and spends 275 
calories. 

Table 5 is presented to show the variations in 
caloric e.xpenditures with various activaties. It must 
be pointed out that in certain activities such as 

Table 4.—Energy Expenditure in One Hour When 
Traveling a Distance of 2.5 Miles 

Time Standing, Caioric 

Consumeti Min. Expenditure 


Walking . 1 hr. 0 210 

Cycling . 27 min. 33 in 

Driving . Cmin. 54 07 


walking tlie motion is constant and the expenditure 
uniform throughout the time. In other actixaties 
such as tennis and football the motion is intermit¬ 
tent. The values expressed are for the periods of 
motion only. For an hour of teimis, a player may 
be in motion only about one-third of the time; the 
rest of the hour must be calculated as standing 
only. 


Summary 

The importance of the calorie e.xpenditure factor 
in the development of moderate obesity in the 
adult should not be minimized. It is important for 
persons to recognize that certain physiological 
changes take place in the human body that demand 


Table 5.—Caloric Cost of Daily Living Activities and 
Sports in j\fen® 


yonnaf 

Cal./Min./' 


Cal./iliD./ 

Activity 

Sq. U.* 

Sport 

Sq. M.* 

Sitting, normal. 

O.TO 

Football. 

5.04 





Sitting, eating. 

0.S0 

Ping-pong . 

2,42 

Sitting, playing card?. 

0.S3 

Bowling . 

4.00 

Resting in bed. 

0.6S 

Swimming . 

6.00 

Standing, normal. 

O.gl 

Golfing .. 

2.76 

Standing, light activity... 

1.41 

Tennis . 

3.50 

Personal toilet . 

1.09 

Squash .. 

5.00 

Shower ... 


Table tennis. 

2.00 

Dressing ... 

1.S4 

Badminton . 

2.91 

Making bed. 

2M 

Rowing . 

4.00 

Shining shoes.. 

2.11 

Sailing. 

1.30 

Mopping floor. 

2.G7 

Snooker pool. 

3.50 

Walking indoors. 

1.C5 

Dancing .. 

2.00 

Walking outdoors. 

3.07 

Riding . 

1.50 

Walking upstairs. 

10.00 

Boxing, sparring. 

5.00 

AValking downstaliv. 

3.S0 



Kneeling . 

0.G3 



Squatting . 

1.12 



Washing clothes. 

J.4G 




* Based on !>asal raetat»olic rate of calories per minute per square 
meter of surface area. 


readjustment of the work and play habits or special 
attention to food intake. Small increments of excess 
intake and small decrements of decreased output 
together can be responsible for much adult obesitjL 
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RADIATION HAZARDS AND THE 
RADIATION SYNDROME 


^ lasting tliroiwl, 

the 19th or 20th day, but then there is a sudden 
onset of chills, fever, malaise, and dyspnea on e.v- 
ertion. The syndrome progresses rapidly for two 
or three days, when purpura, hemorrhages and 
infections, especially of the mouth, occur, kood 
examination reveals leukopenia, thrombocytopenia, 
and anemia. This aplastic anemia progresses, and 
on about the 30th day there is a crisis. If the pa¬ 
tient survives past this time he starts to improw 
between the 40tli and SOtli day, and convalescence 
is usually complete by the 90th postradiation day. 
Individual variations depend on the size of the 
dose and individual susceptibility. 

Unfortunately, both of these variables are diffi¬ 
cult to estimate accurately, but it can be stated 
that whole-body exposure to 1 to 50 r will usually 
produce no symptoms. In an emergency situation 
those whose exposure is believed to be in this 
range present no medical problem, but if the dose 
is between 31 and 50 r tlie mutation rate in off¬ 
spring is likely to be double the expected rate. If 
the radiation dose is 51 to 100 r the symptoms will 
be trivial except in a few highly susceptible per¬ 
sons. If it is between 101 and 150 r tlie symptoms 
will be mild and hospitalization will not be re¬ 
quired, but if it is between 151 and 200 r about 


■■■IIH NTEREST in radiation hazards has in- 
creased in recent years because of the new 
awareness of the possibility of somatic 
damage from exposure to small doses of 
penetrating ionizing radiations, evidence of an in¬ 
crease in tlie mutation rate of offspring from parents 
exposed to such radiations, and the increasing ex¬ 
posure to which the entire population is subjected.' 
A small and until recently unimportant background 
irradiation has always been a part of our environ¬ 
ment. To that was added exposure through die 
diagnostic use of x-rays. We now have the growing 
problem of radioactive industrial wastes and fallout 
from nuclear weapons testing. Of these, the hazards 
from industrial wastes are by far the greatest. 

In a comprehensive review of the acute radiation 
syndrome Gerstner states tliat all types of pene¬ 
trating ionizing radiations singly or combined pro¬ 
duce one specific clinical picture. This is charac¬ 
terized within two hours after exposure by a sudden 


onset of anorexia, nausea, malaise, apathy, drowsi¬ 
ness, and fatigue. This progresses rapidly to vom¬ 
iting and prostration within about eight hours after 
exposure and then rapidly subsides. By the second 
postradiation day there may be some residual nau¬ 
sea and vomiting, but by the third day there are 
usually no symptoms. This is not the true radiation 
sickness but its prodromal yrh ase. The patient feels 

, T n,,yauer R. S.: Cutr^ Bhilosophy RcRiirding RndiMion Hazard. 
A M A ArX'D^mat. T6-. 699-701 (Dec.) 1957. 

r!" Gerstner.' H. B.i Acute, Radiation Syndrome in Man, V. S. Armed 

^“x'^PriL^'lL'E.I^Radtntorns Public Health Piobiem, Pub. Health 
Rep. 73: 197-202 (March) 1958. 


67% of tlie victims will develop tlie acute radiation 
syndrome. Some of tliese will require hospitaliza¬ 
tion, transfusions, and antibiotics, but their prog¬ 
nosis is good. They sliould all be back at work in 
tliree or four months, but complete hematological 
recovery takes longer. If tlie dose is behveen 201 
and 400 r hospitalization and intensive treatment 
will be required. If this is done promptly most but 
not all will suridve. If the dose is between 401 and 
500 r the amount of damage to tlie bone marrow 
will determine the outcome but the prognosis in 
general will be poor. If tlie dose is between 501 
and 600 r direct damage to die epithelium of tbe 
gastrointestinal tract occurs and survival depends 
on how eJfectively this can be combated. 

Price “ calls attention to the pressing need for 
die development of adequate protective measures 
before widesiiread casualties have occurred through 
neglect. As more and more industries develop 
sources of nuclear power their efforts to cut costs 
must be closely watched to assure that this is not 
done at the expense of increasing hazards. Diag¬ 
nostic x-ray machines have been improved to the 
point where the exposure of the patient is cut in 
some cases to l/35th of the former level. The goio" 
ing principle is that no exposure level that is capa 
ble of reduction should be considered a safe teve^ 

If all die aspects of this problem that reqniR 
prompt action are to get it, it is essential tiiat t is 
public be intelligent!)' alerted to die need for 
greatly expanded radiological healdi program. Suci 
a progi’am must avoid creating fears tliat won 
hamper constructive development. 
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ORGANIZATION SECTION 


FORUM ON MEDICAL PRACTICE 

Ten experts in the social, legal, and economic 
aspects of medicine painted an up-to-date picture 
of tliese factors for an audience of 800 physicians 
in Washington, D. C., on March 27. It was the first 
of a planned series of forums on “Tlie Doctor and 
His Practice,” co-sponsored by The Wm. S. Merrell 
Company of Cincinnati, pharmaceutical manufac¬ 
turer, and (at the latest forum) tlie Medical 
Council of the Washington Metropolitan Area. 
Among the speakers were C. Joseph Stetler, Direc¬ 
tor of the American Medical Association Law De¬ 
partment, and Bernard D. Hirsh, A. M. A. Tax 
Attorney. 

Stetler reported tlie results of a two-year study 
of professional habilitj', which indicated that the 
vast majority of claims and suits against doctors 
have not been justly founded. He said: “In some 
localities the likelihood of being sued is becoming 
so great that the practicing physician must recog¬ 
nize that it constitutes a definite occupational haz¬ 
ard. . . . Doctors have achieved such good results 
so often that many patients ex-pect a perfect solu¬ 
tion to most medical problems.” 

Stetler said the survey showed that 14% of all 
A. M. A. physician members—approximately 18,500 
doctors—have had medical professional liability 
claim or suit brought against tliem. By states, the 
highest proportion, 25%, was in Cahfomia and the 
lowest 3%, in South Carolina. However, nearly half 
of these actions were either dropped after filing or 
decided in favor of the physician. Citing the study 
results for illustrative purposes, Stetler pictured 
“the composite defendant physician” as a full-time 
specialist, in active practice for 13.4 years, who was 
accused by a 34.4-year-old housewife patient be¬ 
cause of surger)' performed in a hospital—and who 
“quite possibly” can attribute precipitation of the 
claim to a derogatory comment of some other 
physician. 

Hirsh, in his presentation, suggested tliat large 
medical clinics having numerous partners “re¬ 
examine their organizations, operations, and tax 
practices in the light of tire possibility that tliey 
may be considered associations taxable as corpora¬ 
tions.” He pointed out that tlie A. M. A. House of 
Delegates last December adopted a resolution 
which not only recognizes the propriety of group 
medical practice through unincorporated associa¬ 


tions, but corporate practice as well where it is 
permitted by law (as in Connecticut and Okla¬ 
homa) and exists under the exclusive owmership 
and management of physicians. 

Ernest Dichter, director of the Institute for Mo¬ 
tivational Research, told the medical audience: 
“The doctor who treats his patients as if the>’ were 
intelligent, aware people xvith a perfect riglit to 
understand the diagnosis and tire treatment pre¬ 
scribed, unll find his patients responding unth 
acceptance and loyalty.” 

Speaking on medical office management, George 
W. Condit, a consultant in that field, said: “The 
average doctor looks at the matter of placing a 
financial evaluation on his services as tire illegiti¬ 
mate offspring that he has created in Iris marriage 
to the profession. Mfirile these illegitimates cannot 
be ignored completely, their needs can be over¬ 
looked—except for those times when the check book 
begins to wheeze a little plaintively.” 

The luncheon speaker—on the topic of stress in 
the world, the individual, and the doctor—was 
Dr. Howard A. Rusk, director of the department of 
physical medicine and rehabilitation at the New 
York University-Bellevue Medical Center. Other 
forum presentations were by Wisconsin attorney 
Robert B. Murphy on tax program planning, Cleve¬ 
land attorney R. Crawford Morris on professional 
liability, investment consultant Carl Holzheimer; 
insurance company executive James A. Eubanks; 
and estate planning consultant Amiel Caplan. 

NEW EXHIBITS FOR THE PUBLIC 

The A. M. A, Bureau of E.xhibits announces tliat 
a number of new exhibits will be ready for show¬ 
ings by local medical societies at fairs, home shows, 
schools, and similar public gatherings this spring 
and summer. 

You Can Reduce.—This exhibit shows foods to fill up 
on and those to stay au'ay from; it gi\'es tlie r'isitor 
an opportunity to check his weight on the scales, 
presents answers to pertinent questions on reduc¬ 
ing, and pictures 25 different foods and tlie number 
of calories in tlie servings shown. 

Food and Nutrition Quackerj'.-Developed in co¬ 
operation with the U. S. Food and Drug Adminis¬ 
tration, the Post Office Department’s fraud duasion. 
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and the National Better Business Bureau to point 
up tlic false claims made in the promotion of food 
pioducts and nutrition ideas, this exhibit exposes 
house-to-house j)eddlers of “food supplements,” 
nutrition and health lecturers and so-called ex¬ 
perts; display's various reducing aids on a roulette 
wheel; and features a “buyer beware” section ex¬ 
plaining how the public can recognize food quacks 
and their claims. 

Breathing.—This exhibit presents the anatomy of 
the respiratory system. The viewer can see how 
lungs expand and contract and how the ribs move. 

Glands.—The location and functions of various 
glands in the body are shown in this exhibit, which 
presents three-dimensional models of glands. 

Poisoning of Children.—Dangers of common house¬ 
hold products arc demonstrated in this exhibit, 
which depicts those products that are leading 
cau.ses of poisonings in children at home. 

Health Appraisal of the School Child.—Highlights 
of principal health appraisal procedures, such as 
teacher observation, dental and medical examina¬ 
tions, and the follow-through are shown in this 
e.xhibit. 


J.A.M.A., M.!)’ 10,195S 
LIECHTENSTEIN APPROVES EMBLEM 

The Liechtenstein Medical Association has be¬ 
come tire first of 53 members of the World Medical 
Association to obtain official government recogni¬ 
tion of the WMA emblem for identifying and safe¬ 
guarding civilian 
medical care units 
in time of nation¬ 
al emergency. 

The international 
civil defense em¬ 
blem was adopted 
at the 10th WMA 
assembly recently 
after* it was 
learned that tire 
Red Cross and 
the Geneva Con¬ 
vention of 1949 
protect health teams during disaster situations only 
if these teams are part of the national military or¬ 
ganization. The red emblem (see figure) has been 
approved by many member associations and trans¬ 
mitted to tireir governments (including the United 
States) for legislative authorization. The 15 doctors 
from Liechtenstein serve a population of 13,571 in 
an area of 62 square miles. 
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PLACEMENT OF PHYSICIANS IN NORTH CAROLINA 


The Medical Society of tire State of Nortlr Car-o- 
lina is interested in the areas of the state tlrat need 
more medical care, witlr particular emphasis on 
(1) the small communities having no resident 
physician and (2) the communities with an over¬ 
worked physician or physicians. This statement is 
borne out by the physicians’ placement service 
activity. 

Background 

A recent 10-year progress report on health and 
medical care improvements in North Carolina indi¬ 
cates that in 1946 there were 2,104 physicians in 
North Carolina, giving a physician-population ratio 
of 1:1,733. In 1956 the state had 3,317 physicians 
with a physician-population ratio of 1:1,317. Fifty 
ner cent of the 100 counties in Nortli Carolina have 
.u least one physician for every 2,000 people, while 
9% of tliis group have a population of 1,000 or less 
per physician. Twelve per cent of the counties have 
a population of 5,000 or more per physician. 


The formal, well-established placement senice 
under the personal supervision of Mr. James T. 
Barnes, Executii'e Secretary of tlie Medical Society 
of the State of North Carolina, has done much to 
improve medical care in the rural and semiinral 
areas of the state. Mr. Barnes, who is a native of 
Nortli Carolina, knows personalh^ the medical 
service available, as well as that needed, in every 
corner of tlie state. This firstliand information has 
been of value both to the physician and to the 
community seeking a physician. For the past severa 
years Mr. Bames has had the assistance of Mr*. 
Annette S. Boutwell, Health Education Consultant, 
for the medical society. Mrs. Boutwell s extensne 
field work has been lielpful to the communities 
seeking a phy'sician and to tlie physicians seeking a 
location for practice. 

Community Requests for General Practitioners 

When a community^ leader or committee contacts 
tlie state office, either by letter or by personal usi^- 
requesting assistance in securing a physician, 




Vol. IGT, No. 2 


COUNCIL ON MEDICAL SER\aCE 


223 


questionnaire “Infonnation from Communit\' Con¬ 
cerning Location for General Practitioner” is offered 
for completion. This gives a file copy of the stor\' 
of tlie medical assets and needs of the community 
as well as tlie factors tliat would make the place 
attractive to tlie physician s family. 

The form is based on the one prepared by the 
Committee on Medical and Related Facilities of the 
A. M. A.’s Council on Medical Sersnce. One item 
on the form tliat is often answered sketchily is: 
“Describe any additional communiU' assets which 
might attract a physician.” Field work on die part 
of the state societ)' staff offers valuable supplemen¬ 
tary’ information, particularly widi respect to this 
item. For this reason, too, verification of the medical 
need of die community is not required from the 
county medical society’. However, it is strongly' 
recommended by the staff members that any physi¬ 
cian visiting a potential practice location make it 
a point to call on the nearest physicians and 
hospitals. 

Some of the communities build medical facilities 
and even homes before requesting the assistance 
of the state medical society in securing a physician. 
If consulted first, the society’ advocates securing a 
phy’sician before undertaking any construcdon, al¬ 
though it is considered wise to have the money 
available for any projected building program. 

Communities that are in the beginning stages of 
seeking a physician are encouraged to form a com¬ 
mittee from among the community’ leaders. The 
committee often visits the state office as a first step. 
With guidance from that source the committee 
takes an inventory from the viewpoint of the medi¬ 
cal needs of the community and from that of the 
physician, who would also be considering the loca¬ 
tion with regard to the desirability for his family. 
Some points which the community would want to 
consider are (1) doctor-population ratio, (2) dis¬ 
tance to nearest adequate medical care, (3) age of 
physicians serving the area, (4) need as seen by 
those living in the community, and (5) the interest 
of tlie community’ in improving the situation. 

From the standpoint of the physician, the com¬ 
munity needs to consider the (1) hospital facilities, 
(2) office facilities offered by the community’, (3) 
opportunity’ for assured income, such as industrial 
accounts, health officer, or other sources, (4) fa¬ 
cilities for family life, as housing, schools, churches, 
and social opportunities, (5) availability of post¬ 
graduate education, (6) possibility of coverage 
during vacation, and (7) proximity to a large med¬ 
ical center. 

The Community Development Program in North 
Carolina has been responsible during recent y’ears 
for much of the activity toward improvement in 
(1) incomes, (2) homes, (3) youth programs, (4) 


agriculture, and (3) community’ life in general. 
Half a dozen such area programs now functioning 
in the state encompass a total of 41 counties iwlli 
an additional 16 counties being organized into an¬ 
other area program. The encouragement offered by’ 
these programs has helped in channefing many’ one 
crop areas into diversified farming wth emphasis 
on the small farm operated by’ a resident landowner 
rather than the single-crop plantation which is too 
often under absentee oxraership. Improvements and 
signs of growth tliat are ei’ident in the four topo¬ 
graphical sections—the Mountain, the Piedmont, the 
Coastal Plain, and the Tidewater—are making the 
communities more attractive both to lifetime resi¬ 
dents and to industries seeking a new location. 

Under the aegis of the governor’s current pro¬ 
gram for expansion of small industry, many plant 
installations and developments can be cited. An 
example is Swift and Company’’s five-million-dollar 
animal products processing plant encompassing all 
of the Coastal Plain and Tidewater sections of the 
state. 'This plant is not only encouraging industrial 
employ’ment but is also building a diversified agri- 
cultiural program which W’ill raise the income level 
of rural people in these sections of the state. Similar 
projects characterize the movement in other 
regional dh’isions of the state. 'This trend bespeaks 
the ever increasing need for medical and health 
serv'ices throughout the state and points up oppor¬ 
tunities to physicians seeking location for practice. 
Confirming this trend, in one county of the state, 
85 new industries were established during the 
year 1957. 

Processing the requests of communities seeking 
a phy’sician usually falls into the folloxving three 
steps: 1. A list of phy’sicians, wth a current address, 
is made available to community' leaders. This list, 
which contains the names of physicians who have 
requested location information for the state of 
North Carolina, includes phy’sicians currently’ com¬ 
pleting an internship or residency’, physicians who 
wsh to relocate, and phy’sicians who are being re¬ 
leased from military serv’ice. Biographical data is 
not supplied wth this list. Community leaders may’ 
contact tliese physicians and make knov'n the med¬ 
ical needs of the towa. It is also the responsibility' 
of the leaders to check the references just as tlie 
phy'sician is responsible for securing community' 
data. 2. The name of tlie tONm, with the name of 
the responsible person or persons to be contacted 
for further information, is added to the state list 
of communities seeking a physician. 3. Once a town 
is placed on the state list it is not removed until 
medical care is secured. The first 10 %™ to request 
the assistance of the present e.\ecuti%’e secretary 
when he joined the staff 10 y’ears ago was fisted 
until two y’ears ago, when a young man from tlie 
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county completed his medical training and set up 
practice in the town. In order to better serve in¬ 
quiring physicians who express an interest in prac¬ 
ticing in Nortlr Carolina, every effort is made to 
keep the files on real medical needs of communi¬ 
ties up to date at all times. To ascertain whetlier 
the position listed with the state office has been 
filled or not, a follow-up form is sent at intervals 
of six months to the community contact person. 

Then tlrere are the commvrnities that secure a doc¬ 
tor and lose him-by death, to the services, or to a 
specialized field. The state society has a helping 
Irand to offer each time requested. Recently a town 
was aided in securing the third physician in two 
years. Other communities can offer similar accounts. 
At tire present time the fist of communities seeking 
a general practitioner in North Carolina totals 143. 
Tins fist includes both opportunities for solo prac¬ 
tice and for association. 

Requests recei^'ed from communities outside 
Nordi Carolina for assistance in securing a physi¬ 
cian are not fisted. Tlie state znedical society is 
familiar wih the medical needs of North Carolina, 
but it does not feel justified in evaluating a com¬ 
munity' request from another state. Such a request 
could be from a town where additional medical 
care is not needed. Out-of-state inquiries are re¬ 
ferred to the Physicians Placement Service of the 
A. M. A. s Council on Medical Service, which serves 
as a clearing house for requests from the community 
and X)hysician, 

Success Stories 

A sample of tlie community-physician success 
stories found in the files of the Medical Society of 
die State of North Carolina is given in the thumb¬ 
nail descriptions listed below: 

Windsor’s Crossroads:—Under the leadership of 
the 30-member grange, Windsors Crossroads, an 
unincorporated community of 125 families, raised 
the funds to build a six-room medical facility’. With 
the cooperation of tlze press and of physicians 
in the neighboring towns of Yadkinville and States¬ 
ville, the physician committee succeeded in getting 
a Kansas-born physician to establish his practice in 
tins community in the footlnlls of the Blue Ridge 
Mountains. The physician was offered, and he ac¬ 
cepted, tire opportunity to purchase the building 
after his practice was established. For their effort, 
the people of Windsor s Crossroads secured not 
only a physician but also the $1,000 award for first 
place in the North Carolina State Grange Com¬ 
munity Service Contest and the fourth place award 
in the national grange contest. 

Afngnolifl.—Postal cards received by tire Medical 
Society of the State of North Carolina over a period 
of 10 years from a woman who sought a physician 
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for her town stopped about two years ago The 
Lions Club had caught tire enthusiasm for securing 
a resident physician for Magnolia. IVhen a young 
physician returned to his home county for Easter 
vacation, members of the executive committee of 
the Lions Club persuaded him to leave Baltimore 
and return to Magnolia to practice. He is now buy¬ 
ing the medical facility built by the people of this 
community of 585. 

Rock Ridge:~Rock Ridge, an unincorporated 
community with a school as up to date as any city 
system and with attractive, well-kept homes tliat 
would hold their own in “Anywhere,” U. S. A., has 
recently secured a physician for its clinic. Standing 
side by side in front of a grove of tall pine trees 
are two clinic buildings. One is a trvo-room hdlity 
in which Thomas G. Bradshaw, M.D., practiced for 
30 years, until his death a few years ago. Hie 
otlier, a neat eight-room cement block building 
witli inlaid floors and Venetian blinds, is now fully 
equipped and occupied by a physician who recently 
completed his training. Tins facility could accom¬ 
modate two physicians. 

Saxapafiaio;—Saxapahaw, a community of 600, 
built a physician's home and had construction on a 
clinic well under way before die physician com¬ 
mittee visited the office of the state medical society 
to request aid in securing a physician. Plans were 
to make these structures available to a physician 
on a rental basis. Typical of die spirit of the com¬ 
munity is the fact that securing and losing a doctor 
diree times did not prevent diem from finding a 
fourth physician. Tlie first physician went into a 
specialty in anodier state; die second, who was a 
bachelor, decided tliat a physician with a family 
would fit better into a rural community. The third 
physician died early in his career. Widi tlieir fourth 
physician, Saxapahaw is again enjoying local med¬ 
ical service. 

SefflevekSealevel, an istiimus seacoast com¬ 
munity of 466 is connected uoth die North Carolina 
mainland by extended dry’-weadier-road and boat 
service. A 24-bed hospital-clinic built by two broth¬ 
ers who grew up in die community is now adminis¬ 
tered by a local board. A $10,000 guarantee was 
offered to attract a physician, witli special training 
in surgery, to move to the doctoriess island. The 
surgically trained, general physician ivho accepted 
die offer made well above tlie amount which ha 
been guaranteed, obviating any payment. Within 
18 months he was joined by a full-time surgeon. 
Now, with a recently completed 20-bed addition 
to the hospital, consideration is being gh'^n 
adding an internist to the group. 

It took a special trip to die state society oftce 
see these and die many other similar accounts pnr 
praying the good results brought about by the co 
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operation between the communities of the state and 
organized medicine. The stafE is of the opinion that 
their time is better spent in assisting physicians 
and those seeking their services in getting together 
than in talking about what has already been ac¬ 
complished. 

Requests for Specialists 

Although the greatest immediate demand is for 
more physicians practicing general medicine, 
assistance is also available to those seeking a spe¬ 
cialist. ^^^hen a request is received by the state office 
from (1) a specialist seeking an associate, (2) a 
group practice planning to add to the staff, or (3) 
community' leaders who feel that the area can utilize 
and support the services of specialists, a question¬ 
naire is presented requesting pertinent information 
tliat would be of value to an inquiring physician. 
In many cases the secretar)' of the county medical 
society will notify the state medical society of 
likely opportunities for specialists. The state place¬ 
ment service compiles a list of the towms where the 
need for a speciahst has been indicated, with the 
address of a person to contact for further informa¬ 
tion. Lists are prepared for opportimities in otorhi¬ 
nolaryngology, internal medicine, obstetrics and 
g^mecology, orthopedics, pediatrics, surgerj', and 
urolog>'. At intervals of about sue months, follow¬ 
ups are made to determine whether specialty open¬ 
ings have been filled. 

Referral may also be made to a number of the 
national specialty organizations which maintain 
placement sera’ces, A copy of the information is 
also made available to the A. M. A. for the use of 
physicians who visit that office. 

Physician Inquiries 

North Carolina is fortunate in having three med¬ 
ical schools: (1) the University of North Carolina 
School of Medicine at Chapel Hill, (2) the Bovv^- 
man Gray School of Medicine of Wake Forest Col¬ 
lege at Winston-Salem, and (3) Duke University 
School of Medicine at Durham. In 1957 the grad¬ 
uates from these schools totaled 192. MTiile they 
are still in medical school these futiure physicians 
direct many inquiries to the placement service of 
tlie Medical Society of the State of North Caroh'na. 
The inquirers realize that the list of opportunities 
changes frequently, but some idea is gained of the 
supply and demand. 

Other sources of physician placement inquiries 
are from the physicians who (1) are being released 
from service, particularly those from nearby Fort 
Bragg, Camp Lejeune, and the Norfolk Na\q' Base, 
(2) are completing their medical training as in¬ 
terns or residents, and (3) ^vish to relocate. Physi¬ 
cians who make inquiry from the A. M. A. 


Physicians Placement Service relative to opportuni¬ 
ties in North Carolina are also referred to the state 
office for assistance. 

\\Tien a physician makes inquiry from the state 
office about opportunities for practice, a question¬ 
naire, “Information from Physician Seeking a Loca¬ 
tion,” is offered for completion. This form provides, 
in addition to the physicians personal data, his 
medical training, military' status, and the tvqje of 
practice in w’hich he is interested. Immediate proc¬ 
essing of the returned questioimaire includes (1) 
adding the physician’s name and address to the 
state list of available physicians, which is sent to 
the communities seeking a physician, and (2) send¬ 
ing the physician a personal letter with (a) a list 
of communities seeking a physician, (b) a liighwav- 
map of North Carolina, and (c) a copy of tlie 
current armual issue of the “North Carolina Travel- 
book,” edited by Ken Knight. In the letter it is 
suggested that the physician check the list of com¬ 
munities with the map and the travelbook, then 
write the state society for further information on 
the specific communities in vvfrich he is interested. 
Mr. Barnes incorporates into the letter the facts 
received directly from people in tlie community' as 
vv'ell as his own firsthand information about the 
area. After securing as much information as pos¬ 
sible by correspondence, the physician seeking a 
location is encouraged to v'isit the communities tliat 
appear most interesting to him and to his family. 

More than 10% of the physicians now practicing 
in North Carolina were assisted by tlie Medical 
Society of the State of North Carolina in finding a 
location. The function of placement has contributed 
in some measure to the growth of the society mem¬ 
bership, vv'hich in a decade has increased by 52%. 

Medical Survey 

To further assist the physician seeking a location, 
a medical practice surv'ey was made of the mem¬ 
bers of the state society in 1957. In the surv'ey 34 
fields of medicine were taken into consideration, 
including (1) general practice, (2) the specialties, 
(3) industrial medicine, and (4) public health. A 
breakdovv'H of the 34 fields of medicine indicates 
1,098 physicians active in general practice, 1,781 in 
specialties, 11 in industrial medicine, 70 in public 
health, and 27 in other branches. 

As prev'iously stated, a mimeographed list of 
communities seeking a general practitioner is avail¬ 
able to the inquiring physician, vv'ith detailed in¬ 
formation available tlirough a letter, on request. 
Tliese communities are areas that have requested 
assistance in securing more medical care. There 
are other areas that hav'e not requested aid that 
could verj' well support additional general prac¬ 
titioners. If a physician is interested in a particular 
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touai in Nortli Carolina but does not find it on tlie 
list for physicians needed, tire state society will 
suppl)^ information to help him evaluate the loca¬ 
tion as to medical need. This information lists the 
number of (1) general practitioners, (2) internists, 
and (3) surgeons, by age group in each county, as 
u'ell as the countj^ population. ’While these are not 
the only factors to be considered, tliey are im¬ 
portant ones. 

Tahu: l.~Nuinhcr of General Practitioners, Internists, and 
Surgeons, According to Age Group 


fioncriil 

. „am'Or<mi> nrHctitlniior.« Iiiloriilsts Surgeons Totnl 

m . 3 SI 7 jgg 

. 279 235 fi53 

. 2i7 501 524 475 

. 357 .1.7 fi3 207 

( 51 ) or over. 212 ,37 ,55 302 


It is interesting to note from the summary of tlie 
information found in table 1 that the largest num¬ 
ber of gcr-^ral in-actiHoners, internists, and surgeons 
occurs ii3 ihe 30-to-40-year age range. This range 
accounts for 36% of the total number of practicing 
physicians in the three ifiiysician-groups: general 
practice, surgery, and internal medicine. Of the 
total number of practicing i^hysicians in the tlrree 
groups mentioned above, 69% are 50 years of age 
or less. The largest number of internists are under 
40. More general practitiojrei-s, as well as more 
surgeons, are under 50. Although, according to 
figures from the 1956 edition of the A. M. A. Med¬ 
ical Directory, North Carolina is in the lowest 

Table 2—Number of Physicians, According to Type of 
Practice in the Eight Counties of North Carolina 
with a Population over 100,000 


J.A.M.A., May 10,1958 

As indicated in table 2, die eight counties of 
North Carolina widi an individual population of 
100,000 or more account for approximately 30% 
of the state’s population. In these same counties 
are to be found about 39% of die state’s 3,317 physP 
cians. Die percentage difference would be even 
smaller if the number of physicians in public health, 
medical education, hospital adminisb-adon, indus¬ 
trial medicine, and odier related fields, were not 
included in tins count. 

Considerab'on of these figures might leave tlie 
impression diat though die physician-population 
rado is not up to die national average, tlie physi¬ 
cians available are well-dishlbuted. This is true for 
die counties with die largest population. Cliecking 
on the counties with a population under 100,000 
shows such an exception as Orange County widi a 
population of 42,671 and 78 physicians. 

However, 11 of the 100 counties in tiie state have 
a physician-population ratio of 5,000 or more. 
Table 3 lists these counties widi their population 
and the number of practicing physicians. 

Table 3.~Number of Practicing Physicians per County in 

North Carolina in Counties with Physician-Population 
Ratio of 1:5,000 

Btaetictor 

Coimtj' Population Physicians 

Brtin.snlclc . 20,70S 3 

Onroiien . .7,065 1 

Onswcil . 21,470 3 

CIn.v . 5.730 1 

DlUic . 55,700 3 

Gntes . 9,100 2 

Greene . 17,054 2 

Hyde . 5,479 i 

Jones . 31,062 1 

Onslow . 59..72r 32 

Pender .. IS, 030 4 


Gciicod 

Pojni- Prncti- Intern- Sur- 


Gounty lutlon tloners Ists geoos Otl)cr Total 

IJiineoino . 335,749 2S 26 21 01 172 

Cinnltorinnd . 322,(KIS 9 11 7 21 61 

Durlium . 117,147 12 38 21 101 172 

Porsytli . 160,388 .32 4 0 23 104 199 

Gaston . 127,728 .37 5 S 1< 07 

Guilford . 217.081 .14 39 32 06 211 

MccVlcnlnirK . 229,8.70 .37 48 3,( 140 200 

. 1.75,792 .32 21 15 72 143 


. 1,207,010 2.31 231 167 671 1,261 

quarter of the states when considering the physi¬ 
cian-population ratio, there are several factors that 
offer encouragement in the belief that this picture 
will continue to improve, namely, (1) interest of 
die doctors within the state in bringing in additional 
physicians, as evidenced by the potential opportuni¬ 
ties listed by the secretaries of the county medical 
societies; (2) the steady drive on the part of tlie 
staff of the state medical society to improve this 
situation; and (3) the high percentage of physicians 
found in the younger half of the age classification. 


Although the need and die opportunity are fore¬ 
most for die general practitioner, he is not the only 
one who can secure specific information about areas 
where his services are needed—wliedier a com¬ 
munity request has been listed or not Figures avail¬ 
able for tlie specialists include (1) a state total of 
physicians who have indicated tiiat their practice is 
limited to a given specialty, and (2) a breakdown 
of this figure by county, if the inquiring physician 
indicates in his letter the specific counties in whic > 
he is interested. For example, an inquiring ophtlia • 
mologist will be informed that there are 44 speda 
ists in his field, or 1 per 100,000. There are D 
physicians, or 1 per 35,000, who limit their practice 
to the related field of otolaryngology. 


Figures used in tliis material came from tlie surv^ ran j 
prepared by die Medical Society of die state of Norm M * 
and from the “Ten Year Progress Report on Heaiw a^ 
Medical Care Improvements in North Carolina. ' 

Society used membership as a basis for physician-pop 
ratio. 



























rol. 1G7, No. 2 


227 


* 


MEDICINE AND THE LAW 


REVIEW OF MEDICAL PROFESSIONAL 
LIABILIXy CLAIMS AND SUITS 

This article is an illustrated summary and com¬ 
pilation of information dealing tcUh medical pro¬ 
fessional liability obtained from (1) an opinion 
survey of members of the American Medical Asso¬ 
ciation; (2) a review of the history of reported 
medical professional liability suits; (3) a survey of 
medical professional liability experience in Cali¬ 
fornia; and (4) a survey of medical professional 
liability experience in Alameda-Contra Costa coun¬ 
ties, California.—Eo. 

Approximate!)'' 18,500 IMag physicians in the 
United States -who are members of the American 
Medical Association, or about one out of ever)' 
seven, have had a medical professional h'ability 
claim or suit brought against them at some time in 
their careers. Of tliose who have had a claim or 
suit brought against them, 13% have had more 
than one. 

Multiple Claims and Suits 

In California, 1 out of every 4 physicians have 
had a claim or suit, while in South Carolina the 
figure is less than 1 out of every 33. The incidence 
of such claims and suits in all other states falls be¬ 
tween these ratios. 

The median number of years in practice of phy¬ 
sicians who have had a claim or suit brought 
against them is 13.4 years. Thus, there are as many 
physicians involved who have been practicing more 
than 13.4 years as there are with fewer years of 
practice.' These figures are not too startling when 
we realize that they represent all of tire claims and 
suits brought against living physicians whose 
periods of practice range from 1 year to as long as 
50 years. Furthermore, 40% of all of the claims 
and suits have eitlier been dropped or decided in 
favor of the physician. 

Professional Liability Trends 

The first reported" medical professional liabiliW 
case in the United States was decided in ConnecH- 
cut in 1794. From that time until 1900 there were 
only 224 reported cases in the entire country. From 
1900 through 1955 1,712 cases were reported.® 

Up until 1900 on the basis of tlie total number 
of reported cases the state of New York led the 
countT)', followed in order by Indiana, Illinois, 


Pennsylvania, Ohio, and Maine. The study of inci¬ 
dence by states based on die total number of re¬ 
ported cases through 1955 showed die first to be 
California, the second New York, the third Ohio, 
the fourth Missouri, the fifth Washington and the 
sixdi Illinois and Minnesota. Delaware is the only 
state diat has had no reported medical professional 
liabilit)' suit througli 1935. The greatest number of 
reported medical professional hability cases for 
any five-year period has been from 1930 through 
1935, when diere were 244. 

Results of Professional Liability Surveys 

Recently, the results of three studies on medical 
professional liability have been published:\^ne on a 
national level, by the American Medical Associa¬ 



tion,' a second on a state level, by the California 
Medical Association; ® and a third on a county level 
by the Alameda-Contra Costa counties Medical 
Association.® The similarity of the results of these 
studies is most striking. 

On the basis of die national study, we find diat 
specialists, who make up about 44% of the physi¬ 
cian population, are the defendants in medical pro¬ 
fessional liability claims or suits about 50% of the 
time. In the state of California the specialist com¬ 
prises 58% of the physician population and is the 
defendant 57%> of the time. In Alameda-Contra 
Costa counties 53% of the physician population are 
specialists, and diey account for 46% of the claims 
and suits. 
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Sixt)'-three^pei‘ cent of the medical professional 
liability claims and suits across the country stem 
from a surgical actj in California, 63% of the claims 
and suits arise from surgical acts, and in Alameda- 
Contra Costa counties 68% of the cases are surgical. 

The alleged negligent act is performed in the 
hospital in 67% of the cases over the country. In 
California 71% of the alleged negligent acts are 
performed in tlie hospital, and in Alameda-Contra 
Costa counties some 70% of the alleged negligent 
acts are performed in the hospital. 

Medical Society Prevention and Review Programs 

Twenty-one state medical societies have initiated 
claims prevention programs and 31 states have 
claims review programs on a state or county level. 
Activities in connection wth claims prevention pro¬ 
grams include lectures, panel discussions, and the 
distribution of literature on the subject of medical 
professional liability. Tlie prevention programs, in 
general, consist of a mechanism whereby the de- 


J.A.M.A., May 10, iggg 
Difficulty in Obtaining Insurance 

Generally, even physicians who have experienced 
a claim or suit do not have difficulty in obtainm 
msurance coverage. Furthermore, most physicians 
believe that their insurance rates are reasonable. 



Fig. 2.~DilBciilty in obtaining insurance. 


Comparison of Survey Data: Professional Liability 


Hospltul c«ees, %... 
Surgical cases, %... 
Medical eases, %,... 
Rcncrut Practice, % 

Specialist, %. 

Claimant 

Male, %. 

Pcninle, %. 


County (Alameda- State 
Contra Costa) (Calt(omfa) Xatlonnl 


70.0 

71.0 

67.0 

OS.O 

G2.0 

63.1 

18.1 

10.8 

20.0 

iM.4 

43.4 

47.0 

lo.li 

30.0 

50.4 

30.0 

41.0 

44.0 

01.0 

09.0 

.00.0 


fendant physicians’ colleagues evaluate the validity 
of a claim or suit for the purpose of advising the 
defendant or his insurance carrier. 

In California the medical and legal professions 
have recently formulated a program whereby a 
panel of physicians are made available for consul¬ 
tation and as witnesses in medical professional 
liability cases. The physicians are appointed to tin's 
panel by the local medical society with the ap¬ 
proval of the local bar associations. 

Insurance Facts and Figures 

Ninety-three per cent of tlie physicians in tlie 
country carry medical professional liability insur¬ 
ance which is underwritten by a least 45 carriers. 
Not all of the companies do business in every state, 
and 21 are active in only one or two states. Thirteen 
state medical societies have either a group insur¬ 
ance program or have endorsed a particular policy. 
In addition, the physicians in at least one state have 
recently formed their own stock insurance company 
which offers professional liability insurance to die 
physicians of that state. Nine out of 10 physicians 
in the country have no difficulty in obtaining med¬ 
ical professional liability insurance. 


In 1956 die median amount of medical professional 
liability insurance carried by general practitioners 
was $25,000/$75,000 and by surgeons $100,000/ 
$300,000. 

Primary and Secondary Causes of Claims and Suits 

Medical professional liability claims and suits 
are initiated for a variety of reasons. The primary 
tyason in 24% of the claims and suits is poor opera¬ 
tive results; in 20%, poor medical results; in 10%, 
errors in diagnosis; and in 9%, foreign bodies left in 
the patient. The remaining reasons accounted for 
no more than 8% each. 

Twenty-seven per cent of the secondary causes 
are under the direct control of die medical profes¬ 
sion and include careless comment about anotlier 



; ; •* . '•! • :• .‘‘i ■.*. 

&urns ••»»«k*»4*>>»**v>***>****k***'’v^v 

Assualt, lack of consent, abandonment.;;;;;;;!;! 
Miscellaneous.. • - 


7.9 

6.8 

22.6 


Fig. 3.—Primary reasons for claims. 


physician, and situations in which die patient 
another disease or disability which was not 
diagnosed or which progressed badly. j. 

per cent of die secondary causes consisted o p 
sures or influences exerted on the claimant y ^ 

















Vol. 167, No. 2 


MEDICLNE AND THE LAW 


229 


outsiders as attorneys or relatives. The patient him- 
, self is a producing factor in 25% of the secondary 
. causes. The factors included in this category 
; are the bringing of claims for financial profit, the 
avoidance of paying a medical bill, confusion be¬ 
cause of a mental disability, or the fact tliat the 
^ patient was an alcoholic or a narcotic addict. 

Status of Claims and Suits 

The following figures indicate the percentages of 
medical professional liability claims and suits that 
are pending, dropped, compromised, or settled as 
well as the percentage of suits decided for or 
against the claimant. It will be noted that 33% of 
the claims and 29% (20 plus 9%) of the suits result 
in the claimant obtaining some money from the 
defendant physician, and 17% of the claims and 53% 
(12 plus 41%) of the suits terminate without the 
J claimant obtaining any money from tlie defendant. 

Summary 

From all of the facts and statistics available, it is 
possible to picture the composite national claimant 
as 34.4 years old, a housewife who is most probably 
dissatisfied with an allegedly poor operative result. 
Tlie national composite defendant physician ap- 
pears to be a full-time specialist in active private 
practice. He has probably been in practice for 13.4 
years and carried medical professional liability in- 
surance at the time of the alleged negligent act. 
The incident complained of most probably occurred 
in a hospital. It involved surgery and was quite 
'' possibly precipitated into a claim because of a 


> 


1 

! 

I 

! 

i 


^ comment by some other physician. The claim prob- 
ably went on to suit but, if so, the patient probably 
, did not receive an award or settlement. After the 
claim or suit was disposed of, the physician did not 
experience difficulty in obtaining or renewing his 
medical professional liability insurance. 



Fig. 4.—Secondary reasons for claims. 


Analyzed in retrospect, nearly all medical pro¬ 
fessional liabilit}' claims and suits are theoretically 
preventable. For many years, however, the pro¬ 
fession has been stymied in its efforts to combat 
this serious problem because no comprehensive 
study had been made of the problem. Now, the 
results of three studies are available. Armed with 


CLAIMS 


7% 


Pending 


-.\7% 


Dropped 


SUITS 



Fig. 5.—Disposition of claims and suits. 


this information, the profession should be able to 
move forward with greater confidence and xvith 
better success in its battle with this problem. Ac¬ 
tive and effective prevention programs must be 
initiated and implemented at tlie local, state, and 
national level. These programs should encourage 
the adoption of methods of conducting a medical 
practice which xvill minimize professional errors 
and reduce the likeliliood of having claims filed in 
the event of an untoward or poor result. 
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DISTRICT OF COLUMBIA 
Alumni Meeting at Frcedmens Hospital-The 36th 
annual meeting of the Association of Former In¬ 
ternes and Residents of Freedmen s Hospital will 
be lield at the hospital June 3-5, A golf tournament 
will precede die convention, Tlie scientific meet¬ 
ings will be held in the Biolog)' Building of Howard 
University, For information write Dr, George L. 
Johnson, Chairman of Publicity, Association of 
Former Internes and Residents of Freedmen s Hos¬ 
pital, 1336 W Street, N.^V., Washington 9, D, C. 

Personal.—Dr. John F. Nancarrow, of Chevy Chase, 
has been appointed head of the department of 
hematology at die Washington Hospital Center. 
Dr. Nancarrow was formerly head of the hema- 
tolog)' department at the National Naval Medical 
Center, Betliesda.—Dr. William B. Walsh on Jan. 
15 was among five persons named to die National 
Advisory Committee on die Selection of Physicians, 
Dentists, and Allied Specialists, an advisory com¬ 
mittee to Selective Service which will coordinate 
the needs of the armed forces for physicians and 
dentists widi civilian needs. Hie following day his 
appointment to die Health Resources Advisory 
Committee of die Olfice of Defense Mobilization 
ivas announced. Tliis committee ivill advise the 
director of ODM on matters in tlie health field as 
they relate to mobilization programs.-—Dr. Murray 
M. Copeland, professor of oncology at Georgetown 
University, has been appointed to die National Ad¬ 
visory Cancer Council, for a term of office ending 
Sept. 30, 1961. As a member of die council. Dr. 
Copeland will advise and make recommendations 
to the Surgeon General regarding research activ¬ 
ities of die National Cancer Institute. 


FLORIDA 

Annual State Medical Convention.—Tlie 84tii an¬ 
nual convention of the Florida State Medical Asso¬ 
ciation will be held May 11-14 at the Americana 
Hotel, Bal Harbor, Dr. Nelson Zivitz, president, 
Dade County Medical Association, will open the 
general sessions with an address May 12, after 
which the following presentations by out-of-state 
speakers will be given: 


Physicians are invited to send to this department items of news of 
Ecneral interest, for example, those relating to society "pities, new 
hosnitals education, and public health. Programs should be received 
at least three weeks before the dote of meeting. 


Is the Game Worth the Candie, Dr. David B. AUman hesi 
dent, American Medical Association, Atlantic City’ N 1 
The Greatest Problem of Medical Education and Its Relatio 
to Medical Practice, Dr. Orren W. Hyman, dean Uni 
versity of Tennessee College of Medicine, Tvlemphis 
Organ Transplantation-Past, Present and Future, Dr. Dayii 
M. Hume, chairman, department of surgery. Medics 
College of Virginia, Richmond. 

Role of the General Physician in the Changing Picture o 
Tuberculosis, Dr. David T. Smith, chairman, departmen 
of bacteriology, Duke University School of Medicine 
Durham, N. C. 

Two panel discussions are planned: “Recent Ad 
vances in Modem Methods of Diagnosis and Ther¬ 
apy” and^ “Medical and Surgical Aspects of ChesI 
Diseases,” moderated by Drs. Hume and Smith, 
respectively. The annua] dinner is scheduled for 
May 13, 7:30 p. m. Exhibits, a golf tournament, a 
ladies' program, and a presidents reception are 
arranged, and facilities for fishing wll be available, 
For information write Dr, Samuel M, Day Jr., Sec¬ 
retary, Florida Medical Association, P. 0. Box 2411, 
Jacksonville 1, Fla, 

University News.—The department of medicine of 
tire University of Miami School of Medicine has 
received a grant of $75,000 from the Squibb division 
of Olin-Matliieson, for clinical cancer chemother¬ 
apy studies over a three-year period. A special irnit 
is being set up in Jackson Memorial Hospital to 
handle the transition from laboratory to clinical 
testing. 


ILLINOIS 

Annual State Medical Meeting in Chicago.-Tiie 
llStli annual meeting of the Illinois State Medical 
Society will be held May 20-23 at the Hotel Sher¬ 
man, Chicago. Tire presidents address by Dr- 
Lester S, Reavley, Sterling, on May 21, wfil be Al¬ 
lowed by the Annual Address in Medicine, Tho 
Place of Oral Hypoglycemic Agents in the Manage¬ 
ment of Diabetes,” given by Dr. Alexander Marble, 
Boston, and the Annual Address in 
“Hypertension—Drugs and Surgery,” by Dr. Kei 
S. Crimson, Durham, N. C. The follo%ving out^; 
state participants in general sessions are bs - 
Drs. Morton D. Leigh, Los Angeles; Evejett ^ 
Pirkey, Louisville, Ky.; Nelson W. Barker, . 
ter, Minn.; Francis Fralick, Ann Arbor, ’ 
Harry Bakwin and Anthony C. Cipollaro, New 
City; Jerome Glaser, Rochester, N. Y.; W ® 
Randall, Buffalo; Oscar B. Hunter 2, 

Norman Lee Barr. M.C., V. S. N., Wasb»8» 
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D. C.; James D. Weaver, Erie, Pa.; and William B. 
Parsons Jr., Madison, Wis. A public relations din¬ 
ner May 20 ^vill feature Dr. F. J. L. Blasingame, 
General Manager, A. M. A., speaking on “It’s 
Your AMA.” Symposiums, panel discussions, special 
luncheons, e.xhibits, and a ladies’ program are 
planned. The annual dinner will be held May 21, 
7 p. m. 

Chicago 

Medical History Lecture.—Dr. Esmond R. Long, 
emeritus professor of pathology, Henrj' Phipps 
Institute, University of Pennsylvania, Philadelphia, 
\vill present the final in a second series of 10 lec¬ 
tures on the historj' of surgery and related sciences 
at the International College of Surgeons Hall of 
Fame, Chicago, May 13. Dr. Long’s subject \vill be 
"Historical Facts About Morgagni, Rokitansld and 
Virchow, Pathologists.’’ 

Appoint Otolaryngology Department Chairman.— 
Dr. J. Allan Weiss, associate professor of otolarjm- 
gology at Chicago Medical School, has been ap¬ 
pointed professor and chairman of the department 
of otolaryngology. He succeeds Dr. Maurice H. 
Cottle, who will remain ■Nvith the school as profes¬ 
sor of otolaryngology. Dr. Cottle resigned the de¬ 
partment chairmanship in order to devote more time 
to research. Dr. Weiss, a native of Chicago, is 
attending otolaryngologist at Michael Reese and 
Cook County Hospitals. 

University News.—H. J. Rogers, Ph.D., of the bac¬ 
terial physiology division. National Institute for 
Medical Research (Medical Research Council), 
London, England, arrived in the United States in 
mid-March to work for three months in the labora¬ 
tory of Dr. Albert Dorfman, department of pedia¬ 
trics, University of Chicago.—Dr. Ian H. Wood, 
assistant director, ’The Walter and Ehza Hall In¬ 
stitute of Medical Research, Royal Melbourne 
Hospital, Melbourne, Australia, presented “'The 
Etiology of Liver Disease in Australia” at the Uni¬ 
versity of Chicago department of medicine April 10. 

KENTUCKY 

Annual Senior Day.—The fourth annual Senior Day 
program, sponsored by the Kentucky State Medical 
Association with the cooperation of the Jefferson 
County Medical Society and the University of 
Louisville School of Medicine was held in Louis¬ 
ville April 21. The program featured Dr. Louis M. 
Orr, vice-speaker of the A. M. A. House of Dele¬ 
gates, as dinner speaker. Dr. Edward B. Mersch, 
Cov'ington, president, Kentucky State Medical Asso¬ 
ciation, spoke at tlie noon session. Dr. Richard G. 
Elliott, II, Lexington, was chairman of the program. 


MASSACHUSETTS 

Dr. Warren Honored.—Friends of Dr. Sheilds War¬ 
ren honored him at a dinner in Boston Feb. 26 on 
the occasion of his 60th birthday. ’They have 
estabhshed the Shields Warren Fund of Boston 
University, the income of which is to be used to 
elevate standards of scholarship and teaching, by 
the creation of “distinguished professorships” bear¬ 
ing his name. 

NEW MEXICO 

Annual State Medical Meeting in Albuquerque.— 
'The 76th annual meeting of the New Me.xico Medi¬ 
cal Society will be held in the Civic Auditorium, 
Albuquerque, May 14-16. A clim'cal-pathological 
conference. May 14, xvill be moderated by Dr. 
Charles R. Beeson. 'Three panel discussions are 
scheduled: 

Diagnosis and Management of Anemia, moderated by 
Dr. Matthew H. Block, Denver. 

Management of the Acutely Traumatized Patient, Dr. Rupert 
B. Raney, Los Angeles. 

Management of the Geriatric Patient, Dr. Thomas P. 
Findley Jr., Augusta, Ga. 

The program lists the following guest speakers: 
Drs. Elmer Belt, Los Angeles; Alston Callahan, 
Birmingham; Alan L. Frankel, Albuquerque; Max S. 
Sadove, Chicago; and Kinsey M. Simonton, Roch¬ 
ester, Minn., as well as Drs. Block, Findley, and 
Raney. Dr. Gunnar Gundersen, President-Elect, 
American Medical Association, will present “Chang¬ 
ing Concepts in Medical Education” at a luncheon 
May 15. Specialty luncheons and movie sessions are 
arranged. Registration fee is $10. For information 
xvrite Dr. Stuart W. Adler, New Me,xico Medical 
Society, 221 Central, N. W., Albuquerque, N. M. 

NEW YORK 

Annual Health Conference.—Health officials repre¬ 
senting the Soviet Union, India, and Africa wall 
speak at one of the two general sessions at the 
54th annual Health Conference of the New York 
State Department of Health in Rochester. 'Tlie 
four-day conference ^\'ill start June 9. 'The speakers 
will participate in a symposium on “International 
Health” at 10 a. m., June 11, at the Rochester War 
Memorial Auditorium. Participating x\'ill be Sir 
Arcot Mudaliar, M.D., vice-chancellor of the Uni¬ 
versity of Madras in Madras, India; Dr. F. 
Camboumac, World Health Organization Regional 
Director for Africa; and Dr. Victor Zhdanov, Wee- 
minister of health for Russia. Moderator will be 
Dr. Henrx' Van Zile Hyde, chief, Dmsion of Inter¬ 
national Health, U. S. Pubhc Health Service. The 
first general session of this year’s conference will 
be devoted to “Expanding Scope and Concepts of 
Environmental Health.” Among the speakers will 
be Roy J. Morton, president, American Public 
Health Association, and Dr. Thurman B. Givan. 
president. Medical Society of tlie Stiite of New York. 
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New York City 

Residency in Pediatric OncoJogy.-Applications for 
the residency from Jan. 1, 1959, to Dec. 31, 1959, 
in pediatric oncology at Memorial Center for Can¬ 
cer and Allied Diseases in New York will be re¬ 
ceived up to July 1, This residency is approved for 
partial credit by the American Board of Pediatries 
and is limited to the neoplastic diseases of children. 
Salary is $4,300 annually plus maintenance. For 
information write to the Director, Pediatric Service, 
Memorial Center for Cancer and Allied Diseases, 
444 E. 68tb St., New York 21, 

OHIO 

Dr. Mendelsohn Honored.—Dr. Harry R, Mendel¬ 
sohn, Cincinnati, has received the bronze placgue 
of the Daniel Drake award of the Southwestern 
Ohio Society of General Physicians. Dr, Mendel¬ 
sohn v'as a charter member when the first group of 
general physicians was organized in Cincinnati in 
1945, serving as the first president. He is past¬ 
secretary of the Academy of Medicine of Cincin¬ 
nati, past-secretary of the staff of the Jewish 
Hospital, and past-secretary of the staff of Our Lady 
of Mercy Hospital. He was chairman of the com¬ 
mittee of one hundred which prepared a revised 
disaster program for the Academy of Medicine of 
Cincinnati, and was depot}' medical director of the 
disaster services of tlie local chapter of the Ameri¬ 
can Red Gross. He is most recent past-president of 
the National Council of County Medical Societies’ 
Civilian Defense Organization. 

Annual Law-Medicine Institute.—Western Reserve 
University’s Law-Medicine Center, sponsored in 
cooperation with tlie Cuyahoga County Coroner’s 
Office, has scheduled its fifth annual Institute on 
Science in Law Enforcement for June 16-21 on the 
campus in Cleveland. Topics to be presented will 
include: investigating crime scenes, interrogating 
suspects, utilizing the scientists, handling juveniles, 
police administration and supervision, case prob¬ 
lems in criminal investigation and personnel mat¬ 
ters. Lectures and discussion leaders are selected 
from local police departments of Greater Cleveland, 
the Cuy^thoga County Coroner’s Office, other public 
officers and the University faculty. Several social 
events are planned. A luncheon banquet on Satur¬ 
day, June 21, with presentation of certificates will 
close the Institute. Tuition is $75 per person. For 
information contact Oliver C. Schroeder Jr., Direc¬ 
tor, the Law-Medicine Center, Western Reserve 
University, Cleveland 6. 

SOUTH CAROLINA 

Annual State Medical Meeting.-Tlie 110th annual 
session of the South Carolina Medical Association 
will be held May 13-15 at the Ocean Forest Hotel, 
Myrtle Beach. Dr. D. Lesesne Smith Jr., of Spartan¬ 
burg will present the president’s address May 15, 


J.A.M.A., May 10, ijjj 

Current Status of Hypnotherapy in Genera] Prar. 
bee, a presentation of Dr. William S. Kroeer 
Chicago, will include two films, ’’Hypnosis in Ob¬ 
stetrics” and “Hypnoanesthesia in Surgery.” A clinic- 
opathologic conference vrill be conducted by Drs 
Eugene A. Stead, Durham, N. C., and E. Arthur 
Dreskin, Greenville. Papers by out-of-state speakers 
include the following: 

Ane.sthesia for tiie Traumatic Surgical Patient, Dr. Chariot 
R. Stephen, Durham, N, C. 

Chcmopallidectomy for Relief of Parkinson’s Disease 
Remarks on Selection of Cases for Operation and h 
provements in Surgical Technique, Dr. John M. Meredit 
Richmond, Va, 

Observations on Portal Hypertension, Dr. Nathan 
Womack, Chapel Hill, N. C. 

Cesarean Section-Some Unusual Indications, Dr. Jsado 
Dyer, New Orleans. 

Reversible Renal Disease, Dr. Eugene A. Stead Jr., Durhar 
N > C. 

The Bedside Diagnosis of Regular Tachycardias, Dr. D 
ward R. Domey, Emory University, Ga. 

Exhibits and alumni luncheon meetings are plannee 
Tlie annual banquet (May 14, 8 p. m.) will featui 
Major Gen. Leonard D. Heaton, M.C., U. S. Arm] 
Washington, D. C., as speaker. For informatio 
write Mr. M. L. Meadors, Secretary, South Carolin 
Medical Association, 120 Cheves St., Florence, S. C 


TEXAS 

Name Chairman of Epidemiology Department.-Di 
Joseph L. Melnick has been named professor o 
virology and epidemiology and chairman of th 
department of epidemiology, Baylor University Col 
lege of Medicine, Houston, effective July 1,195f 
Tlte department of public healdi and preventiv 
medicine will be reorganized into the departmen 
of epidemiology at tliat time. Dr. Melnick is present 
ly chief of the virology section, Division of Biologi 
cal Standards, National Institutes of Healtlr, ?rio 
to joining die NIH in 1956, he was on the sta5 o 
Yale University, New Haven, Conn. Dr. Melnick i 
chairman of the World Healffi Organization Expet 
Advisory Panel on Virus Diseases and was a co 
recipient of tire International Award for Reseatcl 
in Poliomyelitis given by the Argentinian Foumia 
tion Against Infantile Paralysis in 1949, 


Dr. Reed Receives Chemistry Award.—Lester I 
Reed, Ph.D., research scientist in the Biocbemica 
Institute of tire University of Texas, recently re¬ 
ceived the $1,000 Eli Lilly and Company award 
biological chemistry during the national meetstig 
of the American Chemical Society. Dr. Reed was 
honored for his research on lipoic acid, ''f. 
tions of vitamins, and the growth essentials o 
micro-organisms. A special symposium on 
“Function of Lipoic Acid” was held 
which Dr. Reed presented his award 
“Some Aspects of the Chemistry and 
Lipoic Acid," The award, which includ^ a & 
medal and is sponsored by Eli Lilly and Co p> 
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Hearing Month for May. The campaign focus 
on publicizing ways to prevent deafness, to reha¬ 
bilitate the hard of hearing, and to alert parents to 
the need for early detection and prompt medical 
treatment of hearing loss in young children. The 
society reports that it is estimated there are 15 
million accoustically handicapped persons in this 
country' and that some 3 million of these are chil¬ 
dren. The extended time will allow fle.xibility in 
planning local tie-in programs in the 100 member 
organizations of the American Hearing Society, lo¬ 
cated in 32 states, the District of Columbia, and 
Canada, and more complete coverage of he cam¬ 
paign by volunteer staffs in the respective commxmi- 
ties. Current projects of the society are: hearing 
evaluations for infants and young children; lan¬ 
guage development for preschool children; hearing 
testing programs for youngsters in public schools; 
speech therapy; lipreading; speech correction and 
auditory training; recruitment of and scholarships 
for prospective teachers and administrators in the 
field of hearing and speech; research in the preven¬ 
tion and alleviation of deafoess; and stimnlation of 
commrmity action in rehabilitation and vocational 
placement of persons udth a hearing loss. The 
American Hearing Society, founded in 1919 and 
now planning its 30th annual educational campaign, 
is a national nonprofit organization. 

Otologists Meet in San Francisco.—The 91st annual 
meeting of the American Otological Society nil! be 
held May 17-18 at the Hotel Fairmont, San Fran¬ 
cisco, The guest of honor, Dr. Ralph A. Fenton, 
Portland, Ore., vail present an address, and half of 
the formal presentations will include invited guest 
authors: 

Repair and Consequences of Trauma to the Stapes and Oval 
Window in Experimental Animals, Dr. Richard J. Bellueci 
and Dorothy Wolff, Ph.D., New York City. 

Further Studies on the Fimcfa'on of the Utricular Macula, 
Drs. Joseph A. Sullivan, Walter Johnson, and James K. B. 
Smith, Toronto, Ont, 

Hydro-Dynamic Origin of Aural Harmonics in the Cochlea, 
Dr. Juergen Tonndorf, Iowa City, Iowa. 

Destructive Lahyrinthotomy—A Study of the Prognosis of 
Postoperatix'e Disability', Drs. Kinsey M. Simonton and 
Paschal A. Sciarra, Rochester, Miim. 

Functional Changes in Inner Ear Deafness, Merle LawTence, 
Ph.D., Princeton, N. J. 

Differential Diagnosis Between Otosclerosis and Congenital 
Footplate Fixation, Dr. Howard P. House, Los Angeles, 
and Dorothy Wolff, Ph.D., Nesv York City. 

Neurological Assessment of Some Deaf and Aphasic Chil¬ 
dren, Dr. William M. Landau, Dr. Hallowell Dax'is, R. 
Goldstein, Ph.D., F. R. Kleffner, Ph.D., and S. Richard 
Silverman, Ph.D., St. Louis. 

The Potential Value of Pressures of the Labyrinthine Fluids 
as Measured u-ith an Electromanometer. Drs. Francis L. 
Weille, John W. Irwin, and Nelson Kiang, Boston, 

For information write Dr. Laxwence R. Boies, 
Secretary-Treasurer, University Hospital, Minne¬ 
apolis 14, Minn. 


Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


April 12,1S5S 

ParalrfJC Total 
Area Ty^ Case« 

England States 

Maine . 

Sevr Hampshire . 

Vermont .. 

Massachusetts . 

Rhode Island. 

Connecticnt. 1 1 

Middle Atlantic States 

New York. 1 

NewJersey . 

Peansylranla . 

Ea«t North Central States 

Ohio .. 

Indiana ... 

Illinois .... 

Michigan . 

Wisconsin .. .. •. 

West North Central States 

Minnesota . 

Iowa ... 

Missouri . 

North Dakota . 

South Dakota . 

Nebraska .. 1 1 

Kansas . 

South Atlantic States 

Delaware . 

Maryland . 

District ol Colombia. 

Virginia . 

West Virginia . 

North Carolina .. 

Sonth Carolina. 

Georgia ... 

Florida . 1 4 

East South Central States 

Keatncky .. 

Tennessee. 

Alabama . 

Mississippi. 1 

West South Central States 

Arkansas . 

Louisiana . 1 1 

Oklahoma . 

Texas . 2 2 

ilountain States 

3Xontaiia. 1 

Idaho ... 

Wyoming. 

Colorado . 1 1 

New 3Iexico. 

Arizona. 

Utah . 

Nevada . 

Pacific States 

Wa'^bingtoD . 2 

Oregon . 

Cahfomia . 2 2 

Territories and Po=5^j:5ion« 

.Alaska . 

Hawaii . 

Puerto Rico. 

Total . 0 17 


April 13, 
3So7 
Total 


1 


4 

2 


1 

’i 


1 


s 


1 

2 


'i 

‘i 


1 

5 


33 


FOREIGN 

Hematologists to Meet in Rome.—The seventh con¬ 
gress of the International Society of Haematologj' 
v’ill be held in Rome at the Palazzo dei Congressi 
Sept. 7-13. The official languages of the Congress 
xwll be English, French, German, Italian, and 
Spanish. The preliminary programme includes: 
1. Immunohematologj'; 2. Hemorrhagic disorders; 
•3. Leukemia; 4. Anemia; 5. Nucleonics; and 6. The 
spleen and the reticuloendothelial sj’stem. The con¬ 
gress of the International Society of Blood Trans¬ 
fusions vill be held at the same Palazzo dei Con¬ 
gressi Sept. 3-6. For information xvrite the Segreteria 
del VH Congresso Intemazionale di Ematologia, 
Instituto di Patologia Medica, Policlinico Umberto 
I, Roma (Italia). 
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CORRECTION 

Aspergillus Ear Infcction.-In the Question and 
Answer concerning aspergillus ear infection (The 
Journal, April 5, 1958, page 1803) in the last 
sentence of the answer the word creatine should 
read cresatin, so that this sentence reads as fol¬ 
lows: "A 1% thymol concentration in cresatin as 
ear drops. . 


EXAMINATIONS 

AND 

LICENSURE 



EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 

Educational Council for Foreign Medical Graduates, Inc.; 
Tire American medical qualification examination to be 
given hencefortli twice a year for foreign medical grad¬ 
uates. Medical Schools in the United States and Foreign 
Countries, Sept. 23. Final date for filing application is 
June 23. Executive Director, Dr. Dean F. Smiley, 1710 
Orrington Ave., Evanston, Illinois. 


BOARDS OF MEDICAL EXAMINERS 

Alabama: Examination. Montgomery, June 17-19. Sec., Dr. 

D. G. Gill, State Office Building, Montgomery 4. 
Arkansas:® Examination. Little Rock, June 5-6. Sec., Dr. 
Joe Verser, Harrisburg. 

California: Written Examination. San Francisco, June 16- 
19; Los Angeles, August 18-21; Sacramento, Oct. 20-23. 
Oral Examination. San Francisco, June 14; Los Angeles, 
August 16; San Francisco, November 15, Oral and Clinical 
Examination for Foreign Medical School Graduates. San 
Francisco, June 15; Los Angeles, August 17; San Fran¬ 
cisco, November 16. Sec., Dr. Louis E. Jones, 1020 N 
Street, Sacramento. 

Colorado:® Examination and Reciprocity. Denver, June 10- 
11. Exec. Sec., Mrs. Beulah H. Hudgens, 715 Repubh’c 
Bldg., Denver 2. 

Delaware: Examination and Reciprocity. Dover, July 8-10. 

Sec., Dr. Joseph S. McDaniel, Professional Bldg., Dover. 
Florida:® Examination. Miami, June 29-July 1. Sec., Dr. 

Homer L. Pearson, 901 N. W. 17th St., Miami. 

Georgia: Examination and Reciprocity. Atlanta and Augus¬ 
ta, June. Sec., Mr. C. L. Clifton, 224 State Capitol, At¬ 
lanta. 

Idaho: Examination. Boise, July 14-16. Exec. Sec., Mr. Ar- 
mand L. Bird, 364 Sonna Bldg., Boise. 

Indiana: Examination. Indianapolis, June 18-20. Exec. Sec., 
Miss Rudi V. Kirk, 538 K. of P. Bldg., Indianapolis. 
Iowa:® Examination. Iowa City, June 16-18. Exec. Sec., Mr. 

Ronald V. Saf, State Office Bldg., Des Moines 19. 
Kansas:® Examination. Kansas City, June 13-14. Sec., Dr. 

F. J. Nash, New Brotherhood Bldg., Kansas City. 
Louisiana: Examination and Reciprocity. New Orleans, 
June 5-7. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans. 

Maryland: Examination. Baltimore, June 17-20. Sec., Dr. 

Frank K. Morris, 1211 Cathedral St., Baltimore 1. 
Massachusetts: Examination. Boston, July 15-18. Sec., Dr. 

Robert C. Cochrane, Room 37 State House, Boston. 
Michigan:® Examination. Ann Arbor and Detroit, June 9- 
11. Sec., Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., 
West Michigan Ave., Lansing 8. 

Mississippi: Examination. Jackson, June 23-24. Reciprocity. 
JaSson, December. Asst. Sec.. Dr. R. N. Whitfield, Old 
Capitol, Jackson 113. 
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John A. Hailey, Jefferson City. 

Nebraska:® Examination. Omaha, June. Sec., Mr. Hustwl 
K. Watson, Room 1009, State Capitol Bldg., Lincok 9 
New Mexico: Examination and Reciprocity. Santa Fp 
19.30 See., Dr. K. C. Derbydjre” 227 e ' 

Santa Fe, • 


’f WW-OJL. UX. 


New York: Examination. Albany, Buffalo, New York Gitv 
and Syracuse, June 24-26. Sec., Dr. Stiles D. Ezell 23 S 
Pearl St., Albany. ’ 

North Carolina: Examination. Raleigh, June 16-19 En 
doTsement. Raleigh, June 17. Asst. Sec., Mrs. Louise 1 
McNeill, Professional Bldg., Raleigh. ' 

North Dakota: Examination. Grand Forks, July 9-11. Red- 
procity. Grand Forks, July 12. Sec., Dr. C. J. Glaspe! 
Grafton. ^ ' 

Ohio: Examination. June 19-21, Sec., Dr. H. M. Platter 
21 West Broad St., Columbus 15. ’ 

Oklahoma:® Examination. Oklahoma City, June 3-4. Sec. 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City, 

Oregon:® Examination. Portland, July 16-17. Exec. Sec., 
Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland 4. 

Pennsylvania: Examination. Philadelphia and Pittsburgh, 
July 8-10. Acting Sec., Mrs. Marguerite G. Steiner, Box 
911, Harrisburg. 

South Carolina: Examination. Columbia, June 24-25. Sec., 
Dr. H. E. Jervey, 1329 Blanding St., Columbia. 

South Dakota:® Examination. Rapid City, August 12-13. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Falls. 

Texas:® Examination and Reciprocity. Fort Worth, June 23- 
25. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort 
Worth 2. 

Utah: Examination. Salt Lake City, July 9-11. Director, Mr, 
Frank E, Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Virginia: Examination. Richmond, June 12-14. ReciprociUj. 
Richmond, June 11, Address: Board of Medical Examiners, 
631 First St, S. W., Roanoke. 

Washincton:® Examination. Seattle, July 14-16. Administra¬ 
tor, Mr. Thomas A. Carter, Capitol Bldg., Olympia. 

West Virginia: Examination and Reciprocity. Charleston, 
July 14-16. Sec., Dr. N. H. Dyer, State Office Bldg., No. 5, 
Charleston. 

Wisconsin:® Examination. Milwaukee, July 8-10, Sec,, 
Dr. Thomas W. Tormey, Jr., 1140 State Office Bldg., 
1 West Wilson St., Madison. 

Wyoming: Examination and Reciprocity. Cheyenne, June 2 
and Oct. 6. Sec., Dr. Franklin D. Yoder, State Office Bldg., 
Cheyenne. 

Alaska:® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 

Hawah: Examination. Honolulu, July 14-15. Sec., Or. 
I. L. Tilden, 1029 Kapiolani St., Honolulu. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Alaska: Examination. Juneau, Nov. 4. Sec., Dr. R. Hamson 
Leer, Room 204, Alaska Office Bldg., Juneau. 
Connecticut: Examination and Endorsement. ' 

June 14. Exec. Asst, Mrs. Regina G, Brown, 258 BraOiey 
St., New Haven 10. ^ 

Florida: Examination. Miami, June 7. Sec., Mr. M- 
Emmel, Box 340, Gainesville. n R E. 

Kansas: Examination. Kansas City, June 3-4. Sec., oi- • 
Stowell, University of Kansas School of Medicine, 

Oregon: Examination. Portland, June 7. Sec., Dr. ^ 
Pallett, Box 5175, Eugene. „ - 

South Dakota: Examination. Vermillion, June o- ■ 

Dr. Gregg M, Evans, 310 E. I5th St, 

Wisconsin: Examination. Milwaukee, June 7. •> 

William H. Barber, 621 Ransom St, Ripon. 


•Basic Science Certificate required. 
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GOVERNMENT SERVICES 


OFFICE OF DEFENSE MOBILIZATION 

Additions to Health Resources Advisory Commit¬ 
tee.—Appointment of three additional members to 
the Health Resources Advisory Committee was an¬ 
nounced March 27 by John S. Patterson, acting di¬ 
rector of the Office of Defense Mobilization. The 
new committee members are Leo H. Bartemeier, 
M.D., Baltimore, Md., medical director, Seton In¬ 
stitute, Baltimore; John Z. Bowers, M.D., Madison, 
Wis., dean. University of Wisconsin School of Medi¬ 
cine; and George M. Fister, M.D., Ogden, Utah, 
private practice, regent, University of Utah. The 
committee, composed of leaders in the health pro¬ 
fessions from outside the government, advises the 
Oflace of Defense Mobilization director on healtli 
matters relating to defense mobilization programs. 
Chairman of the committee is Dr. Elmer Hess, 
Erie, Pa. 

NAVY 

Retirements.—Capt. James R. Sayers, M. C., a 
native of Wauldta, Okla., was placed on the retired 
list of Naval officers on April 1, 1958, after com¬ 
pleting more than 28 years of service. 

Capt. Leonard E. Skilling, M. C., native of 
Chicago, was placed on the retired list as of 
April 1, having reached the age for statutory re¬ 
tirement. 

VETERANS ADMINISTRATION 

Personal.—Dr. Saul Fortunoff, director, professional 
services, VA Hospital, Altoona, Pa., has been ap¬ 
pointed manager of the VA Hospital at Dwight, 
Ill., succeeding Dr. Warren L. Fleck, who retired 
Feb. 28. The hospital has 215 beds for general 
medical and surgical patients. 

PUBLIC HEALTH SERVICE 

Reduction of Poliomyelitis Cases Last Year.-The 
Morbidity and Mortality Weekly Report of the 
U. S. Public Health Service, released April 4, shows 
a reduction of poliomyelitis in 9,287 cases (62.4%) 
between 1957-1958 and 1956-1957. The reduction 
for paralytic poliomyelitis was 68.7%, and the re¬ 
duction for paralytic cases by quarters was as fol¬ 
lows: April to June, 57.2%; July to September, 
75.2%; October to December, 60.4%; and January 
to March, 56.8%. The greatest reduction took place 
during the height of the poliomyelitis season, 
namely 75%. Although there has been a decrease 


in the total number of paralytic cases tliere has 
been, in general, an increase in the proportion of 
paralytic to nonparalytic cases reported. The de¬ 
crease in the proportion of nonparalytic and un¬ 
specified poliomyelitis cases reported might be 
ascribed in part to more caution in diagnosing non¬ 
paralytic poliomyelitis. 

New Assignments for Medical Directors.—The Pub- 
h'c Health Service has announced a series of changes 
among medical directors assigned to the regional 
offices of the Department of Health, Education, and 
Welfare. The changes become effective July 1. 

Dr. Francis J. Weber, medical director. Region 8, 
with headquarters in Denver, Colo., has been ap¬ 
pointed chief of the new PHS Division of Radio¬ 
logical Health in Washington, D. C. Dr. Michael 
Pescor, at present medical director of Region 7, 
with headquarters in Dallas, Texas, will become 
medical director of the Denver office. Dr. Richard 
Boyd, medical director of Regions 1 and 2, sta¬ 
tioned in New York City, will assume the same 
position in the Dallas office. 

Dr. Harald M. Craning, medical director of 
Region 5, in Chicago, will move into the New 
York City position. Dr. Arthur B. Price, now 
on loan to the Bureau of Old-Age and Sur\'ivors 
Insurance, Social Security Administration, Balti¬ 
more, will become the medical director of the 
Chicago office. 

The medical directors of other regions are Drs. 
Eugene Cillis, Region 3, Charlottesidlle, Va.; Will 
H. Aufranc, Region 4, Atlanta, Ca.; Lewis H. Hoyle, 
Region 5, Kansas City, Mo.; and Charles F. Blan¬ 
kenship, Region 9, San Francisco. 

The medical directors in the regional offices of 
the Department of Health, Education, and Wel¬ 
fare direct Public Health Service programs of grants 
and technical assistance and other relationships 
with the states and territories that comprise each 
region. 

Congress Authorizes New Indian Hospitals.—A total 
of $1,450,000 was appropriated by Congress for 
the construction of a new 75-bed Indian hospital at 
Shiprock, N. Mex., which will serve about 14,000 
Indians of the Navajo tribe. Construction is ex¬ 
pected to start during the summer. 

The Shiprock hospital is one of four new major 
Indian health medical facilities authorized by Con¬ 
gress. The others will be at Gallup, N. Mex.; Sells, 
Ariz.; and Kotzebue, Alaska. The facility at Gal¬ 
lup will be the first Indian hospital to be located 
there; the other three uiU replace obsolete, crowded 
buildings inadequate for modem medical ser\’ice. 
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DEATHS 



Allen, Jacob Porter, Williamsburg, Ohio; Cincin¬ 
nati College of Medicine and Surgery, 1894; died 
in tlie Bro\vn County Hospital, Georgetown. Dec. 
19, aged 86. 

Anderson, Charles Lee ® San Jose, Calif.; Emory 
University Scliool of Medicine, Atlanta, Ga., 1928; 
fellow of the American College of Physicians; vet¬ 
eran of World War 11; associated with O’Connor 
Hospital and San Jose Hospital, where he died 
Feb. 21, aged 54, of dissecting aneurysm of the 
aorta and arteriosclerosis. 

Angear, Benjamin Horace Smith, St. Petersburg, 
Fla.; Illinois Medical College, Chicago, 1900; at 
one time practiced in Sublette, Ill., where he served 
as mayor; died in tlie Illinois Masonic Home in 
Sullivan, III., Jan. 28, aged 86, of acute coronary 
occlusion. 

Antell, Leon ® New York City; Long Island College 
Hospital, Brooklyn, 1916; member of the American 
Academy of Pediatrics; associated with Betli 
David Hospital and the Hospital for Joint Dis¬ 
eases; died March 3, aged 67, of coronary throm¬ 
bosis. 

Ash, Arthur F. ® Weehawken, N. J.; Queen's Uni¬ 
versity Faculty of Medicine, Kingston, Ont., Can¬ 
ada, 1901; specialist certified by tlie American 
Board of Otolaryngology; member of the American 
Academy of Ophthalmology and Otolaryngology; 
fellow of die American College of Surgeons; as¬ 
sociated with St. Mary’s Hospital in Hoboken, 
Margaret Hague Maternity Hospital, and the Christ 
Hospital in Jersey City, where he died March 9, 
aged 80, of cerebral thrombosis and arteriosclerotic 
heart disease. 

Barton, Edward Williams Jr., Temple City, Calif.; 
Stanford University School of Medicine, San Fran¬ 
cisco, 1937; veteran of World War H; served on 
the staffs of the Collis P. and Howard Huntington 
Memorial Hospital in Pasadena and the Garfield 
Hospital in Monterey Park; died in the Veterans 
Administration Hospital, Los Angeles, Feb. 25, aged 
51, of cerebrovascular hemorrhage. 

Blumgarten, Aaron Samuel ® New York City; Co¬ 
lumbia University College of Physicians and Sur¬ 
geons, New York City, 1908; fellow of the New 
York Academy of Medicine; veteran of World 
War I; for many years associated with tlie Lebanon 

® Indicates Member of tbe Americnn Medical Association. 


Hospital, where he was past-president of its medical 
board, and tho Lonox Hill Hospital^ author of 
Textbook of Materia Medica, Pharmacy and Thera 
peutics” and “A Textbook of Medicine”; died 
March 13, aged 71. 

Boggs, John Waldo E., Philadelphia; Hahnemann 
Medical College and Hospital of Philadelphia, 1901- 
veteran of World War 1; served on the staff of 
St. Luke's and Children's Medical Center; died 
Feb. 15, aged 77, of bronchopneumonia. 

Bond, Benjamin Joseph ® Winter Haven, Fla.; 
Emory University School of Medicine, Atlanta! 
1932; veteran of World War II; associated with the 
Winter Haven Hospital; surgeon for the Seaboard 
Airline Railroad; died Feb. 28, aged 50, of coronary 
occlusion. 

Bryant, Charles Henry, Tiverton, R. I.; Jefferson 
Medical College of Philadelphia, 1904; health offi¬ 
cer for the town and school physician; veteran of 
the Spanish-American War; examining physician 
for draft boards during World War I; past-president 
of the Rhode Island Public Health Association; 
served on the staff of the Truesdale Hospital in 
Fall River, Mass.; died Feb. 28, aged 81, of coronary 
infarction. 

Brzozowski, Grover Stanislaus, San Diego, Calif.; 
Louisville (Ky.) Medical College, 1907; member 
of the American Trudeau Society; died Feb. 22, 
aged 71, of acute coronary occlusion, arteriosclero¬ 
tic cardiovascular disease, and pulmonary emphy¬ 
sema. 

Campbell, Marsden Douglas, Mapleton Depot, Pa.; 
Jefferson Medical College of Philadelphia, 1904; 
died in the J. C. Blair Memorial Hospital, Hunting- 
ton, Feb. 20, aged 77, of arteriosclerosis. 

Campbell, William Murphy ® Weatherford, Texas; 
Vanderbilt University School of Medicine, Nash¬ 
ville, Tenn., 1890; member of die American Acad¬ 
emy of General Practice; in 1955 was honored when 
the name of Parker County Hospital was change 
to Campbell Memorial Hospital; died March 0 . 
aged 98. 

Cashin, John Emerson, University City, Mo.; 
pital College of Medicine, Louisville, Ky., IS > 
veteran of World War I; formerly associated wit 1 
the Veterans Administration in Omaha, Neb., • 
Louis, and Jefferson Barracks, Mo.; died in St. ou'S 
County Hospital Feb. 28, aged 87, of myocardn 
infarction, and pulmonary edema. 
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Chisolm, Robert Patrick ® Selma, Ala.; Medical 
College of Alabama, Mobile, 1893; died in the Bap¬ 
tist Hospital Jan. 6, aged 87. 

Cook, Walter, Santa Ana, Calif.; University of 
Louisville (Ky.) Medical Department, 1910; for 
many years practiced in Pisgah, Iowa; died in 
Orange Feb. 5, aged 91. 

Cranston, Clyde John ® Wakeman, Ohio; Western 
Reserve University School of Medicine, Cleveland, 
1924; veteran of World Wars 1 and II; served on 
the staffs of the Fisher-Titus Memorial Hospital in 
Norwalk, Nonvalk (Ohio) Hospital, and the Allen 
Hospital in Oberlin; died Feb. 24, aged 62, of 
coronary thrombosis. 

Crawford, Robert Oliver, El Dorado Springs, Mo.; 
Barnes Medical College, St. Louis, 1898; served as 
mayor; died Jan. 26, aged 91. 

Dash, George Edward ® Boothbay Harbor, Maine; 
Eclectic Medical Institute, Cinciimati, 1905; mem¬ 
ber of the American Academy of Pediatrics; former¬ 
ly on the faculty of his alma mater; formerly prac¬ 
ticed in Cincinnati, where he was associated with 
the Childrens Hospital, Bethesda Hospital, Chil¬ 
dren’s Home, and die Catherine Booth Home and 
Hospital; on the staff of Miles Memorial Hospital 
in Damariscotta and St. Andrew’s Hospital, where 
he died Feb. 17, aged 74. 

Davidson, James H., Slater, Mo.; University of 
Louisville (Ky.) Medical Department, 1896; died 
in the Fitzgibbon Memorial Hospital in Marshall 
Feb. 6, aged 83, of heart disease. 

Davis, David Dexter, Bennington, Vt.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1919; member of the Vermont 
State Medical Society; member of the founders 
group of the American Board of Surgery; fellow of 
the American College of Surgeons; served on the 
faculty of Long Island College of Medicine in 
Brooklyn; lecturer in surgical anatomy at the 
Bennington College; a member of the state board 
of medical registration; veteran of World War I and 
an officer in the Army from 1928 to 1936; served 
on the staffs of the Brooklyn and Cumberland hos¬ 
pitals in Brooklyn; chief of surgery at the Henry 
W. Putnam Memorial Hospital, where he died 
Feb. 14, aged 65, of coronary heart disease, and 
uremia. 

Davis, Howard Wilcox ® Binghamton, N. Y.; 
Albany (N. Y.) Medical College, 1917; veteran of 
World War I; past-president of the Broome County 
Medical Society; fellow of the American College of 
Physicians; attending physician, Binghamton City 
and Our Lady of Lourdes Memorial hospitals; con¬ 
sulting internist, Broome County Tuberculosis Hos¬ 


pital in Chenango Bridge and Binghamton State 
Hospital; died Feb. 23, aged 65, of a ruptured 
aneurysm. 

Dennis, Jeptha Weldon ® Auburn, Ala.; Emorj" 
University School of Medicine, Atlanta, 1927; vet¬ 
eran of World War H; served as college physician 
and director of the student health service at the 
Alabama Polytechnic Institute; member of the 
American Academy of General Practice; died in the 
Emory University Hospital in Atlanta, Ga., Feb. 
20, aged 54, of mesenteric thrombosis. 

Dorsey, Homer Ashford, Pitts, Ga.; Georgia Col¬ 
lege of Eclectic Medicine and Siugery, Atlanta, 
1912; died Jan. 5, aged 68, of coronary thrombosis. 

Elterich, Theodore Ottmar ® Pittsburgh; University 
of Pennsylvania School of Medicine, Philadelphia, 
1923; specialist certified by the American Board of 
Pediatrics; member of the American Academy of 
Pediatrics; clinical associate professor emeritus of 
pediatrics at the University of Pittsburgh School 
of Medicine; associated with Children’s and St. 
Margaret’s hospitals, and the Allegheny General 
Hospital, where he died March 2, aged 60, of car-, 
cinoma of the stomach. 

Fluke, Samuel Bancroft ® Harrisburg, Pa.; Univer¬ 
sity of Pennsylvania School of Medicine, Phila¬ 
delphia, 1928; fellow of the American College of 
Surgeons; veteran of World War I; for many years 
associated with the Harrisburg Hospital, where he 
was past-president of the staff; consulting surgeon 
to the Harrisburg State Hospital; died March 12, 
aged 62, of carcinoma of the stomach with 
metasteses to the lung. 

Flyim, Anna Maria, Saratoga, Cahf.; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1892; formerly practiced in San Fran¬ 
cisco; died Feb. 13. 

Fortin, William Henry, Helena, Mont.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1908; for 
many years associated with the Veterans Adminis¬ 
tration, retiring Jan. 31, 1950; died Feb. 18, aged 
78, of arteriosclerotic heart disease and diabetes 
meUitus. 

Freed, Morris Albert ® Philadelphia; Jefferson 
Medical College of Philadelphia, 1923; died March 
9, aged 62. 

Garber, Judith Temldn, Stockton, Calif.; Woman’s 
Medici College of Pennsylvania, Philadelphia, 
1924; associated with Stockton State Hospital; died 
Feb. 24, aged 62. 

Gibson, Jesse Walter ® Lindale, Texas (hcensed in 
Texas, under the Act of 1907); for many years 
president of the school board; ^ed Feb. 23, aged 
90, of arteriosclerosis and chronic pyelomyelitis. 
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Giddens, Charles C, Valdosta, Ga.; Atlanta College 
^ Physicians and Surgeons, 1907; a director of tire 
First National Bank and the First Federal Savings 
and Loan Association; died in the Pineview General 
Hospital Feb. 15, aged 72, of cerebral hemorrhage. 

Goddard, Francis Wayland, Valley Stream, N. Y.; 
Jefferson Medical College of Philadelphia, 1901; for 
many years a medical missionary in China; fellow 
of the American College of Surgeons; died March 
15, aged 81, of coronary occlusion. 

Greene, Mary Theresa, Castile, N. Y.; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1890; an associate member of the 
American Medical Association; for many years 
served on the Castile High School Board of Educa¬ 
tion; formerly owmer of the Greene Sanitarium; 
died in Gainesville Feb. 27, aged 91, of abdominal 
aneurysm widi rupture. 

Hamilton, Gerald Watson * Akron, Ohio; Rush 
Medical College, Chicago, 1924; veteran of World 
War II; died in die Barberton (Ohio) Citizens 
Hospital Feb. 26, aged 60, of an accidental gunshot 
wound of the left side of his chest. 

Heflin, Wyatt ® Birmingham, Ala.; Jefferson Med¬ 
ical College of Philadelphia, 1884; member of the 
Southern Surgical Association; died Feb. 27, aged 
97, of cerebral thrombosis. 

Heldring, Elsie Carrie ® De Land, Fla,; Jenner 
Medical College, Chicago, 1907; died Feb. 24, 
aged 83. 

Hicks, Edward A. ^ Troy, Mo.; Kentucky Univer¬ 
sity Medical Department, Louisville, 1904; formerly 
county coroner; died in the Deaconess Hospital, 
St Louis, Feb. 8, aged 86, of arteriosclerotic heart 
disease. 

Ho, Ly Yuen, Kansas City, Mo.; Chinese Medical 
College, Canton, 1895; died Feb. 28, aged 85, of 
heart disease. 

Holman, Charles Hinds ® Carrollton, Miss.; 
Memphis (Tenn.) Hospital Medical College, 1903; 
for many years county healdi officer; died in the 
University Hospital, Jackson, March 1, aged 77. 

Holtzhausser, Ralph Stephen ® Philadelphia; Uni¬ 
versity of Pennsylvania School of Medicine, Phila¬ 
delphia, 1921; veteran of World War I; resident 
physician at Stetson Hospital; on the staffs of the 
St, Christopher s Hospital for Children and Phila¬ 
delphia General Hospital, where he died March 6, 
aged 60, of carcinoma of the esophagus. 

Hu^es, Walter Jones, Greensboro, N. C.; Mehany 
Medical College, Nashville, Tenn., 1918; for a time 
engaged in venereal disease control with the Mis¬ 
sissippi State Board of Health and the North Caro- 
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lina State Board of Health; later continued the 
same work with the U. S. Public Health Service- for 
many years physician at Bennett College- 
March 2, aged 64, of a self-inflicted knife wound 
in his neck. 

Hunt, Henry Franklin ® Danville, Pa.; bom in 
Madisonville, Tenn., Sept 22, 1898; Vanderbilt 
University School of Medicine, Nashville, Tenn. 
1924; specialist certified by the American Board of 
Pathology; founding fellow of tire College of Ameri¬ 
can Pathologists; past-president of the American 
Society of Clinical Pathologists and the Pennsyl¬ 
vania Association of Clinical Patliologists; member 
of the Society of American Bacteriologists, Ameri¬ 
can Association for Study of Goiter, American So¬ 
ciety for the Advancement of Science, and a member 
of Ex-Resident Physicians of Mayo Clinic; veteran 
of V^orld IVar I; formerly served in die pathological 
department of tlie Mayo Clinic, Rochester, Minn.; 
for a long time member of the committee on labora¬ 
tory approval for the state board of health and on 
the medical advisory committee to Selective Service 
for Pennsylvania; consulting pathologist, Nortli- 
eastem Penitentiary, Lewisbnrg, from 1931 to 1934; 
for many years director of ch'nical laboratories and 
pathologist at Danville State Hospital; chief pa- 
tliologist and director of clinical laboratories, from 
1929 to 1954 at the Geisinger Memorial Hospital, 
where he was later medical director and consultant 
in pathology, and where he died March 4, aged 59, 
of pulmonary emphysema. 

Kaster, Thomas Joseph ® Chicago; Rush Medical 
College, Chicago, 1901; died in the Passavant Me¬ 
morial Hospital March 8, aged 82, of broncho pneu¬ 
monia and chronic myelogenous leukemia. 

Kramer, Albert A. ® South Bend, Ind.; State College 
of Physicians and Surgeons, IirdianapoUs, 1907; 
while in Butler, served as mayor; member of the 
American Academy of General Practice; died Feb. 
20, aged 78, of ai-teriosclerotic heart disease. 

Marks, Lewis Hart, Paoli, Pa.; Medical DepMt- 
ment of Tulane University of Louisiana, New Or¬ 
leans, 1906; died Marcli 10, aged 74, of coronar)’ 
disease, 

Marquardt, Edward William ® Elmhurst, III-; 
Medical College, Chicago, 1901; fellow of the In¬ 
ternational College of Surgeons; helped organ® 
the West Suburban Hospital in Oak Park; fonn J 
of the Memorial Hospital of Du Page Count}( 
where he died March 7, aged 82. 

Marshall, Benjamin Joseph ® Major, U, S. 
retired, Whitfield, Miss.; horn Oct. 7, 1 ^ 70 ; Men 
phis (Tenn.) Hospital Medical College, lovi, '> 
eran of World War I; entered the medical ^ 
the U. S. Army in 1920 and retired May 31, ' 
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for many years associated with the Mississippi State 
Hospital; at one time superintendent of the Missis¬ 
sippi School for the Blind in Jackson; died in the 
University Hospital in Jackson, March 8, aged 87, 
of cerebral arteriosclerosis %vith occlusion of right 
middle cerebral artery. 

MatveeflF, Natalie Ananievna, New York City; Med¬ 
ical Institute for Women, St. Petersburg, Russia, 
1912; died Feb. 22, aged 68, of heart disease and 
cancer of the esophagus. 

Max, Samuel ® Issaquah, Wash.; Northwestern 
University Medical School, Chicago, 1916; died in 
Huntington Park, Calif., Feb. 6, aged 67, of cor¬ 
onary disease. 

Morgenstem, David Jacob * Brooklyn; Yale Univer¬ 
sity School of Medicine, New Haven, Conn., 1926; 
specialist certified by the American Board of Oto¬ 
laryngology; member of the American Academy 
of Ophthalmology and Otolaryngology; died in the 
Beth El Hospital Feb. 12, aged 61, of coronary 
thrombosis. 

Muller, Wasily Vilhelm ® Seattle; University of 
Oregon Medical School, Portland, 1930; died Feb. 
27, aged 60. 

Murray, Kenneth Merrival, Scranton, N. D.; Uni¬ 
versity of Toronto Faculty of Medicine, Toronto, 
Ontario, Canada, 1911; member of the North Da¬ 
kota State Medical Association; died Dec. 21, aged 
78, of coronary occlusion. 

Nash, John Frederick ® St. Pauls, N. C.; North 
Carolina Medical College, Charlotte, 1914; member 
of the American Academy of General Practice; 
veteran of World War I; died March 9, aged 68. 

Newlin, Gladys Wright, Falls Church, Va.; Womans 
Medical College of Pennsylvania, Philadelphia, 
1913; died in the Garfield Memorial Hospital, 
Washington, D. C., March 13, aged 67. 

Nice, Franklin Mickley Jr., Hamburg, Pa.; Jefferson 
Medical College of Philadelphia, 1901; sen'ed as 
school director; associated with St. Josephs Hos¬ 
pital and the Reading Hospital in Reading; died in 
Miami, Fla., March 1, aged 79, of carcinoma of 
the gastrointestinal tract. 

O’Hare, Edward Sivem, Esmond, N. D.; University 
of Minnesota Medical School, Minneapolis, 1914; 

' branch line surgeon for the Northern Pacific Rah¬ 
way; died in Tacoma, M^ash., Feb. 7, aged 71, of 
- bronchopneumonia. 

Olson, Alfred Louis, Stoughton, Wis.; College of 
■ Physicians and Surgeons of Chicago, School of 
; Medicine of the University of Illinois, 1906; veteran 
1 of World War I; formerly city health officer; died 
, in Madison Feb. 23, aged 81, of bronchopneumonia 
and myelogenous leukemia. 


Oster, Ed^vin Jurging, Cleveland; V^estem Resen^e 
University School of Medicine, Cleveland, 1920; 
died in St. Vincent Charity Hospital Feb. 23, aged 
63, of pneumonia and diabetes mellitus. 

Parker, ARan CouU, Altman, N. Y.; New York 
Homeopathic Medical College and Hospital, New 
York City, 1904; died March 10, aged 81, of myo¬ 
carditis and cancer of the prostate. 

Pow, John Robert ® Bessemer, Ala.; University of 
the South Medical Department, Sewanee, Tenn., 
1903; served on the staff of the Birmingham Baptist 
Hospitals in Birmingham; died in the Spohn Hos¬ 
pital, Corpus Christi, Texas, Jan. 23, aged 78, of 
myocardial infarction. 

Putnam, Claude Eugene, Oklahoma City, Okla.; 
Memphis (Tenn.) Hospital Medical College, 1909; 
veteran of World V^ar I; formerly associated unth 
the Indian Service; died Feb. 27, aged 78, of pneu¬ 
monia. 

Rabmo\vitz, Harold Max ® Brookljm; Cornell Uni¬ 
versity Medical CoUege, New York City, 1908; fel¬ 
low of the International College of Surgeons and 
the American College of Surgeons; member of the 
Endocrine Society; consultant, Maimonides Hos¬ 
pital and Jewish Hospital for Chrom'c Diseases; 
died March 9, aged 71. 

Ramacciotti, William Stephen ® Nebraska City, 
Neb.; Creighton University School of Medicine, 
Omaha, 1932; member of the American Academy 
of General Practice; on the staff of St. Mar}’’s Hos¬ 
pital; died March 3, aged 56, of coronar)' throm¬ 
bosis. 

Reader, Donald Richard ® Minneapolis; University 
of Minnesota Medical School, Minneapohs, 1939; 
speciah'st certified by the American Board of Psy¬ 
chiatry and Netuology; member of the American 
Psychiatric Association; veteran of M^orld War II; 
on the staffs of the Glenwood Hills and Homewood 
hospitals; consultant. State Mental Hygiene Clinic, 
Fergus Falls, Minn.; died Feb. 20, aged 45, of in- 
j'luies received in an automobile accident. 

Reese, George Hannah ® Petersburg, Va.; Univer¬ 
sity College of Medicine, Richmond, 1909; served 
on the staff of the Central State Hospital; died Feb. 
14, aged 73. 

Rigler, Robert L, St. Louis; American Medical Col¬ 
lege, St. Louis, 1902; died Feb. 27, aged 83. 

Roberson, Noah Francis * Sparta, Ill.; University 
of Nash\'ille Medical Department, 1909; on the staff 
of the Sparta Community Hospital; died Feb. 20, 
aged 86, of intracranial hemorrhage. 

Roberts, Jay Gilbert ® Pomona, Cahf.; Rush Medi¬ 
cal College, Chicago, 1899; specialist certified by 
the American Board of Otolaryngology; fellow of 
the American College of Surgeons; veteran of 
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Woild War 1; on tlie stafiF of the Pomona Valley 
Community Hospital, where he died Feb. 21, aged 
S3, of carcinoma of the prostate. 

Robertson, David Wilbur ® Deputy, Ind.; Medical 
College of Indiana, Indianapolis, 1887; died in the 
King’s Daughters’ Hospital, Madison, Feb. 14. 
aged 95. 

Robinliold, Daniel Guy, Forty Fort, Pa.; Jeiferson 
Medical College of Philadelphia, 1900; an associate 
member of the American Medical Association; vet¬ 
eran of World War I; for many years president of 
tlie board of healtli of Forty Fort; organizer, di¬ 
rector, and vice-president of the Forty Fort State 
Bank; associated with Nesbitt Memorial Hospital 
in Kingston, where be died Feb. 15, aged 84, of 
acute coronary occlusion. 

Roles, Charles Leon, Camilla, Ga,; Emory Univer¬ 
sity School of Medicine, Atlanta, 1916; member of 
tlie Medical Association of Georgia; died in Atlanta 
Feb. 23, aged 72, of coronarj' occlusion. 

Rose, Edward Ernest, Huntington, W. Va.; College 
of Physicians and Surgeons, Baltimore, 1907; veteran 
of World War I; served as superintendent of the 
Andrew S. Rowan Memorial Home at Sweet 
Springs; died March 5, aged 74. 

Russell, Martin Van Burcn, Hot Springs National 
Park, Ark.; Chattanooga (Tenn.) Medical College, 
1904; specialist certified by tlie American Board of 
Otolaryngology; served on tlie staff of the Warner 
Broivn Hospital in El Dorado; died in St. Joseph’s 
Hospital Feb. 18, aged 77, of coronary occlusion. 

Ryland, Caius Tacitus ® Lexington, Mo.; Beaumont 
Hospital Medical College, St. Louis, 1897; past- 
president of the Missouri State Medical Association 
and the Lafayette County Medical Society, of 
which he was secretary; veteran of World War I; 
during World War II an examiner for the Lafayette 
County Selective Service Board; on the staff of the 
Lexington Memorial Hospital; died Feb. 16, aged 
83, of bronchogenic carcinoma. 

Schatz, Leo Harry ® Portland, Ore.; University of 
Oregon Medical School, Portland, 1925; died in die 
Holladay Park Hospital Dec. 13, aged 61, of cor¬ 
onary occlusion and carcinoma of the left kidney. 

Schiewe, Paul Reuben, Astoria, Ore.; University of 
Oregon Medical School, Portland, 1945; an asso¬ 
ciate member of the American Medical Association; 
veteran of World War II; past-president of the 
Clatsop County Medical Society; on die staff of 
Columbia and St. Mary’s hospitals; died Feb. 25, 
aged 37. 

Schuck, Philip ® St. Louis; Marion-Sims College of 
Medicine, St. Louis, 1897; died in the Incarnate 
Ward Hospital Feb. 15, aged 87. 
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Schwartz, Sidney ® Modesto, Calif.; Stanford Uni¬ 
versity School of Medicine, San Francisco, 1938- 
found dead in bed Feb. 3, aged 47. 

Sharp, William Lowery ® St. Louis; St. Louis Col¬ 
lege of Physicians and Surgeons, 1904; veteran of 
World War I; found dead in bed Jan. 30, aged 79, 

Shaw, Frank Longfellow, Steuben, Maine; Jefferson 
Medical College of Philadelphia, 1887; died in the 
Eastern Memorial Hospital, Ellsworth, Jan. 19, 
aged 93, of cerebral hemorrhage. 

Simonetti, Ernesto Arturo, Mount Vernon, N. Y.; 
Regia Universita degli Studi di Roma. Facolta di 
Medicina e Chirurgia, Italy, 1921; member of the 
Medical Society of tire State of New York; member 
of the board of health; chief cardiologist, St. 
Joseph’s Hospital in Yonkers; cardiologist at Mount 
Vernon Hospital; died March 8, aged 60, of coro¬ 
nary thrombosis. 

Smith, Herbert Gordon ® Palo Alto, Calif.; McGill 
University Faculty of Medicine, Montreal, Qua, 
Canada, 1923; specialist certified by the American 
Board of Ophtlialmology; veteran of World War II; 
for many years on the faculty of Stanford Univer¬ 
sity School of Medicine in San Francisco; died 
Feb. 4, aged 57, of coronary thrombosis. 

Squier, Beulah Loretta Mansfield, Napa, Calif.; 
Hahnemann Medical College of the Pacific, San 
Francisco, 1895; died in the Parks Victory Memorial 
Hospital Feb, 6, aged 87, of cerebral hemorrhage. 

Stafford, George Mason Graham, Baton Rouge, La.; 
Medical Department of Tulane University of 
Louisiana, New Orleans, 1901; veteran of the 
Spanish-American War; formerly coroner, and 
member of the school board of Rapides Parish; 
served as superintendent of the State Colony for 
the Feebleminded in Alexandria; died in the Baton 
Rouge General Hospital Feb. 11, aged 82, of acute 
congestive heart failure. 

Stats, Daniel, New Y’ork City; New York University 
College of Medicine, New York City, 1936; special¬ 
ist certified by tlie American Board of Interna 
Medicine; member of the Medical Society of t e 
State of New York; on the staff of tlie Mount Sinai 
Hospital, where lie died March 10, aged 4o, 0 
coronary thrombosis. 

Stephens, Richmond ® New York City; born in hew 
Brighton, N. Y., April 27, 1890; Columbia Univer¬ 
sity College of Physicians and Surgeons, New or 
City, 1913; specialist certified by the Amenca 
Board of Orthopaedic Surgery; member ot 
Connecticut State Medical Society, 
Orthopaedic Association, and the 
emy of Orthopaedic Surgeons; fellow of the 
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^ Ck)]lege of Surgeons; veteran of World War I; 
ittending ortliopedic surgeon at the Hospital for 
jpecial Surgery and the New York Hospital in 
Slew York City; consultant in orthopedic surgery', 
SJorwalk (Conn.) General Hospital, Stamford 
'Conn.) Hospital, Yonkers (N. Y.) General Hos¬ 
pital, St. Josephs Hospital in Stamford, Conn., 
iVaterbury (Conn.) Hospital, and the Danbury 
Conn.) Hospital; died in Neu'town, Conn., March 
L7, aged 67, of a malignant tumor of the cecum. 

Itewart, Homer Lockett ® Navasota, Texas; bom 
a Longview, Texas, Aug. 9, 1897; University of 
Texas School of Medicine, Galveston, 1924; fellow 
if the American College of Surgeons; secretary of 
he Grimes Gounty Medical Society; member of the 
louthem Medical Association and Pan American 
Association of Ophthalmology'; a member of the 
chool board; veteran of World War I; chairman 
or 10 years of die board of trustees for the Inter- 
lationEd Organization of Odd Fellow Homes in 
lorsicana and Ennis; associated with Brazos Valley 
ianatorium; for five years on the staff of Hurst Eye, 
Jar, Nose, and Throat Hospital in Longview; died 
an. 29, aged 60, of coronary thrombosis svith in- 
arction. 

itrauss, Abraham, Philadelphia; Jefferson Medical 
College of Philadelphia, 1910; specialist certified 
ly the American Board of Dermatology and Syphil- 
logy; member of the American Academy of Der- 
natology and Syphiiology; associate in dermatology 
t his alma mater; past-president of the Philadel- 
ihia Dermatological Society; associated xvith the 
efferson Medical College Hospital, where he died 
4arch 3, aged 70. 

trock, Charles Stewart ® Verbena, Ala.; Vander- 
ilt University School of Medicine, Nashville, Tenn., 
904; died in the Chilton County Hospital, Clanton, 
an. 24, aged 81, of pyelonephritis. 

^ann, Foy ® Norfolk, Va.; Medical College of Vir- 
inia, Richmond, 1905; member of the American 
nademy of Orthopaedic Surgeons; past-president 
f the Virginia Orthopedic Society; died March 15, 
ged 76, of carcinoma of the lung. 

on Domarus, Gunter Walter Eilhard Alfred ® New 
ork City; Thmmgische Landesuniversitat Medi- 
inische Fakultat, Jena, Thuringia, Germany, 1922; 
rember of the American Psychiatric Association; 
led in the Beth David Hospital Feb. 25, aged 64, 
f primary carcinoma of the colon, liver metastases, 
nd secondary anemia. 

Vail, Harvey Monroe ® Windsor, Mo.; Washington 
iniversity School of Medicine, St. Louis, 1908; 
eteran of World War I; served as a member of 


the board of education and as city' phy'sician; a 
member of the board of directors and a wee-presi¬ 
dent of the Citizens’ Bank of Windsor; died in the 
Windsor Hospital Jan. 17, aged 73, of hypertension 
and coronary occlusion. 

Warner, George R. ® Denver; Gross Medical Col¬ 
lege, Denver, 1898; died Dec. 25, aged 85, of 
nephritis and congestive heart disease. 

Wilkins, John G., Atlanta, Ga.; Southern Medical 
College, Atlanta, 1898; for many years member of 
the city health department; died Feb. 2, aged 83, 
of asthmatic heart condition. 

Wood, Sterling Charles, Clanton, Ala.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1917; veteran of World War I; for many years prac¬ 
ticed in Uvalde, Texas; died in Birmingham Jan. 4, 
aged 62, of carcinoma of the liver and pancreas. 

Woolsey, Doris Lee Surles ® St. Louis; Duke Uni¬ 
versity School of Medicine, Durham, N. C., 1939; 
interned at Baltimore City Hospital and St. Mary’s 
Hospital in East St. Louis, Ill.; serx'ed a residency 
at Barnes Hospital, St. Louis; certified by the Na¬ 
tional Board of Medical Examiners; specialist cer¬ 
tified by the American Board of Otolaryngology; 
member of the American Academy of Ophthal¬ 
mology and Otolaryngology; fellow of the Inter¬ 
national College of Surgeons; instructor of clinical 
otolaryngology at Washington University School of 
Medicine; associated with McMillan and St. Jo¬ 
seph’s hospitals; died Feb. 13, aged 44, of injuries 
received in an automobile accident. 

Zentmayer, William, Merion Station, Pa.; bom in 
Philadelphia Oct. 28, 1864; University of Pennsy'l- 
vania Department of Medicine, Philadelphia, 1886; 
emeritus professor of ophdialmology at University' 
of Pennsylvania Graduate School of Medicine in 
Philadelphia; an associate member of the American 
Medical Association and in 1916-1917 chairman of 
its Section on Ophthalmology; member of the 
American Academy of Ophthalmology' and Oto¬ 
laryngology; member and past-president of the 
American Ophthalmology Society, which in 1948 
awarded him the Howe Medal, and the Association 
for Research in Ophthalmology; member of the 
Philadelphia Academy of Natural Sciences, the 
Pennsylvania Academy of the Fine Arts, and the 
Ophtlialmology Society of the United Kingdom; in 
1945 awarded the Leslie Dana Gold Medal of the 
St. Louis Society for the Blind; a director of the 
National Society for Prevention of Blindness; con¬ 
sulting surgeon at Wills and St. Mary'’s hospitals; on 
the editorial board of the A. M. A. Archives of 
Ophthalmology; died March 18, aged 93, of a heart 
attack. 
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BELGIUM 

Tropical Astlienia.—The incidence of ti'opical as¬ 
thenia has increased in tlae Belgian Congo to an 
alarming degree, and its frequency is greatest in 
areas of greatest Europeanization. Tlie added load 
on a nursing staff fliat is numerically always in¬ 
sufficient entails hurried treatments and lowered 
standards of patient care. This astlienia is the early 
stage of a complex metabolic and endocrine dis¬ 
turbance and is characterized by easy fatigability, 
general weakness, pain and extreme weariness in 
the extremities, feeling more tired on arising than 
when retiring, alternating unnatural drowsiness and 
insomnia, headache, vertigo, a fall in pulse pressure, 
anorexia, and loss of weight. The hematologic find¬ 
ings are usually witliin normal limits. Lambillon 
(Journal of Bruxelles-Medical) stated that the treat¬ 
ment of choice for tliese patients was until recently 
deso.xycorticosterone acetate but its use in tlie dos¬ 
age required is attended by such undesirable side- 
effects as edema and headache. Norandrostanolone 
phenylpropionate was found to bring about rapid 
improvement without provoking any of die side- 
effects observed after corticoid administration. 

The Free and Controlled Medical Profession.—At 
the meeting of the Belgian Society for International 
Medical Law, Professor de Busscher stated diat, as 
a consequence of the hasty and ill-considered insti¬ 
tution of social insurance, many physicians are be¬ 
having like the newly rich of postwar years. This is 
deplorable, since good medical practice calls for 
respect, confidence, and esteem for the profession 
from the public. The physicians as a class have 
neither asked for nor favored this innovation which 
was introduced without consulting them. Tlie cor¬ 
rection of this situation certainly does not consist 
in committing a second and even worse error, 
namely, nationalization under which tlie masses 
would have to be satisfied witli a caricature of free 
consultation. The speaker was opposed to all con¬ 
trol exercised on medical practice and asked for the 
gradual restoration of freedom in tlie medical pro¬ 
fession. He added that the laity should not allow 
feelings of unconscious hatred, often based^ on a 
limited personal experience, to lead them into a 
generally unprofitable and disastrous action. The 
speaker insisted that in the medical field a so-called 
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act of omission should be judged only by a compe- 
tent physician. No disguised communistic device 
should corrupt tlie free exercise of professional 
behavior. 

Cancer of the Ear.—Guns and Minet (Scalpel, No¬ 
vember, 1957) reported a series of 128 patients’with 
cancer of the ear with a follow-up of 11 years. Of 
these, 105 had cancer of the external ear, 5 of the 
retroauricular nodes, 9 of the external auditori- 
canal, and 9 of tlie middle ear. The average sur¬ 
vival of these patients was two years. The prognosis 
in patients with epithelioma of the t)Tnpanum was 
much worse than for tliose with cancer of the audi¬ 
tory canal. The treatment, eitlier surgical or by 
irradiation, is only palliative. Cancer should be 
considered in middle-aged patients with recurrence 
of ear polyps, especially if followed by otorrhea. All 
polyps of tlie tympanum should be removed and 
examined microscopically. Cancer of the middle 
ear, as well as cancer of the auditory canal, fre¬ 
quently begins with otorrhea. Cancer in the deepest 
part of the auditory canal causes early and severe 
pain. Deafness in these patients is mostly of the 
conduction type. 


BRAZIL 

Subtotal Gastroduodenectomy.—At a meeting of the 
Associagao Pauhsta de Medicina, Dr. Oscar C. 
Leite and co-workers of the Sao Paulo Hospital dos 
Comerciarios described the first human patient in 
whom a new technique was used to restore the 
transit through tlie digestive tract after subtotal 
gastroduodenectomy. The intent of this preliminary 
report was to stimulate others to try and to evaluate 
this procedure. The audiors believe that patients 
with gastric cancer, or cancer and ulcer of tli^s 
upper part of the small curvature of the stomach, 
are the best candidates for the new operation. Their 
patient, a GO-year-old man, was admitted because 0 
an epigastric burning distress and rapid loss 0 
weight. His erythrocyte count was 2,060,000. 1 ^ 
abdominal tumor was palpable. Roentgenograms 
suggested a gastric ulcer, probably malignan, 
causing stenosis. On operation an enlarged stomac 
with a mobile tumor measuring 10 by 8 cm. 
found in the antrum, with invasion of *j 

and the small curvature. The tumor was f 
after intercoloepiploic separation, the pedicle 0 
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liver was dissected, and the pyloric artery was 
ligated. The duodenum was deliberately cut, the 
two openings being adequately protected. Trans¬ 
position of the first jejunal loop through the trans¬ 
verse mesocolon and section of the loop 6 cm. distal 
to the muscle of Treitz were performed. A termino- 
terminal anastomosis of the duodenum and the dis¬ 
tal jejunal loop was made. The gastric coronary 
artery' was ligated, and the stomach was sectioned 
3 cm. below the cardia ^vith tivo catgut planes of 
suture of one-half of the stomach opening in order 
to narrow it to the dimension of the mouth of the 
proximal jejunal loop. The anastomosis was com¬ 
pleted and the two small intestinal loops were fixed 
to the mesocolon. 

The postoperative period was smooth, with ab¬ 
sence of nausea and vomiting, feeding on the sec¬ 
ond day, and a very little hemobiliary drainage. On 
the fifth postoperative day the erythrocyte count 
was 4,260,000. The patient left the hospital three 
weeks after the operation. Before discharge, the 
report of an x-ray examination was as follows: 
Large gastrectomy with exclusion of the pyloric 
antrum, the angular region, and a part of the verti¬ 
cal portion of the stomach; gastroenteroanastomosis 
well permeable to the contrast medium; the opaque 
substance, as it reached the duodenal arc was sub¬ 
jected to peristaltic and antiperistaltic movements 
and passed to the small intestinal loops through the 
horizontal and the descendant portions of the duo¬ 
denum. Anatomically and physiologically the duo¬ 
denal arc behaved in a manner similar to that of 
the gastric antrum, xvith a slight slowing in the to 
and fro movement of the contrast meal. The pa¬ 
tient did not complain of nausea, and no reflux to 
the stomach was observed. 

Botulism.—Botulism has been identified for the first 
time in Brazil at Porto Alegre. Nine persons who 
had eaten canned fish became gravely ill with 
symptoms suggestive of botulism. They were 
treated at the municipal Hospital de Pronto So¬ 
corro, but seven died. The causative agent was 
suspected after bacteriological examination and 
culture of the canned fish and was finally identified 
as Clostridium botulinum type A through the use 
of antibotulinic specific serum rushed from the 
Pasteur Institute of Paris. The serum was also used 
for the treatment of two of the patients who re¬ 
covered. 

The Expulsive Stage of Labor in Multiparas.—Dr. J. 
Adeodate Jr. (Amis brasileiros de ginecologia, vol, 
45, p. 83, 1958) studied the records of 1,000 con¬ 
secutive deliveries of multiparas. The age of the 
patients, known in 905 cases, was below 18 years 
in 1 case, from 19 to 27 in 501, and 28 years or more 
in 403. Ihe duration of the expulsive stage could be 


studied only in 599. Of the rest some had to be 
surgically delivered, some were already in the ex¬ 
pulsive stage on admission, and in some expulsion 
progressed so silently that it was impossible to rec¬ 
ognize the moment when the dilatation of the 
cervix was completed. The e.xpulsive stage lasted 
less than 30 minutes in 438 patients (73.1%), from 
30 to 59 minutes in 113 (18.9%), from 60 to 119 
minutes in 36 (6.0%), and more than two hours in 
12 (2.0%). The delivery was natural in 873 cases, 
surgically completed in 59, corrected in 59, and 
induced in 9. The surgical operations performed 
were cesarean section in 23, forceps applications in 
22, peKdc extraction in 6, embryotomy in 4, version 
in 1, and other operations in 3. There were no ma¬ 
ternal deaths, but fetal death occurred in 67 deliv¬ 
eries. In view of the fact that in more than 90% of 
the multiparas the e.xpulsive stage was completed 
xvithin an bom and that in more than 70% it was 
completed xvithin half an hour, the author stressed 
that the delay of this stage in multiparas is due to 
fetal cephalic engagement, while in primiparas it is 
due to perineal resistance. A labor of more than an 
hour in multiparas is not a reason for extractive 
procedures whenever the fetal head is above the 
superior strait. In most patients the engagement 
dystocia resolves itself spontaneously, but in others 
the position of the fetus must be corrected. 


FRANCE 

Treatment of Cavitary Tuberculosis.—In La presse 
medicale (vol. 66, p. 393, 1958) Paul Veran and co¬ 
workers stated that they gave continuous and pro¬ 
longed treatment with cycloserine alone in a daily 
dose of 1 Cm. to 60 patients with cavitary tubercu¬ 
losis who had previously had a prolonged course of 
major antibiotics. The results proved deceptive in 
ever}' respect. Improvement in the general and 
functional conditions was much less marked and 
less lasting than xvith the usual antibiotics. ^Vhereas 
the number of positive cures were minimal (3 of 
60), the number of failures and aggravations 
reached 70%. The slight improvement was most 
marked at the end of the second month, but often 
behveen the fourth and eighth months there was a 
return to the initial status or an exacerbation. The 
susceptibility of the organisms to cycloserine grad¬ 
ually decreases in one-half of the patients, witii no 
possibility of correlation between the slow develop¬ 
ment of die in vitro resistance on the one hand and 
the usual failure of the therapy on the other. Tlie 
neuropsychiatric manifestations were lessened by 
a constant combination with phenobarbital. There 
were no severe epileptic or psychic accidents. Tlie 
tolerance was satisfactory in inveterate alcoholics. 
The changes in the electroencephalogram were 
more commonly seen in the patients vdth intoler- 
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ance with neuropsychiatric disorders. The presence 
of electroencephalographic abnormalities was not a 
contraindication to treatment witli cycloserine. 

Action of Chlorpromazine on the Electroencephalo¬ 
gram.—P. Laget and co-workers (Lo presse medi- 
cale vol. 66, p. 395, 1958) studied tlie eflFects of 
chlorpromazine on the electroencephalogram of 30 
normal infants aged from 15 days to 2% years. Tlie 
drug was given in a dosage of 2 to 5 mg. per kilo¬ 
gram of body M^eight for several days by mouth or 
1 mg. per kilogram intramuscularly 90 minutes 
prior to taking the electroencephalogram. In 10 of 
the infants tliere was no alteration in the waking or 
sleeping tracing. In the remaining 20 the drug 
caused slight alterations in the waking tracing (in 
5 a slight flattening and in 15 a moderate slowing 
and increase in voltage of the basic rhydim). The 
sleeping tracing, however presented only a slight 
diminution in the voltage of tlie slow elements. In 
tliose infants in whom some alterations in the wak¬ 
ing tracing occurred, tliese were ascribed to varia¬ 
tions in the consciousness level (depression in 
watchfulness or presomnolence). In no case did 
chlorpromazine cause abnormal elements to appear 
in the tracing. The authors compared these obser¬ 
vations widi the experimental data on animals and 
ascribed the action of the drug to its depressive 
effect on the activating reticular formation. The 
drug seems to be useful in infantile electroencepha¬ 
lography inducing physiological sleep wth no over- 
harge of the tracing. 


NETHERLANDS 

Tolerance of Fats in Hepatic Diseases.—A correla¬ 
tion has long been accepted between the use of 
fatty meals and gastrointestinal disturbances or 
biliary colics in patients with hepatic diseases. 
M. P. V. d. Grinten {Nederlandsch tijdschrift voor 
geneeskunde, vol. 102, p. 172, 1958), however, 
found that many patients observe no improvement 
after omitting fat from their diet. On the other 
hand a colic is almost never observed after a test 
meal consisting of several eggs or some olive oil. 
In view of these facts the author investigated the 
subjective tolerance and the absorption rate for but¬ 
ter, margarine, and olive oil in patients witli various 
hepatic diseases. With the exception of one patient, 
none had any trouble after the ingestion of up to 
100 Gm. of one of these fats. One patient with a 
total obstruction of the common bile duct com¬ 
plained of nausea. There appeared to be no de¬ 
crease in the absorption of these fats in patients 
with uncomplicated cholelithiasis or in those with 
hepatitis as soon as the color of the stools returned 
to normal. Malabsorption was seen in patients with 
biliary Obstruction, biliary fistula, and cirrhoses 
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with obvious icterus, and in those in the earlv 
stage of hepatitis when the stools were still cIa\J 
colored. Even in the presence of a total obstruction 
of the biliary tract, about 50% of the fat ingested 
was absorbed, a fortunate circumstance for the 
patients general state of nutrition in those with 
protracted illness. These investigations did not in¬ 
clude all types of fats and fatty acids. In view of 
the present investigation, however, it seems justified 
to give most patients with hepatic disease a diet 
containing up to 100 Gm. of butter, margarine, or 
olive oil. 

Q Fever .-Although the regular import of cows and 
sheep from Q fever-infected countries might be 
expected to give rise to a regular occurrence of 
this disease among patients and cattle in the Neth¬ 
erlands, Dekking and Zanen {Nederlandsch tijd¬ 
schrift voor geneeskunde, vol. 102, p. 65, 1958) 
found that Q fever in the Netlierlands is very rare 
among man and absent among cattle. Since 1954 
more than 6,000 serum specimens of patients with 
atypical pneumonia were investigated for anti¬ 
bodies against this disease. Until 1956 all tliese 
reactions were negative. In the last three months of 
that year, however, tliree patients, all living and 
working at Rotterdam, were found .with serologic 
evidence of Q fever. Tire source of these infections, 
the first detected in this country, remained obscure. 
One patient might have been infected by sheep, 
but neidrer the sheep nor the shepherds showed 
any antibodies in their serum. The second patient, 
a slaughterhouse-worker, might have been infected 
by British, Yugoslav, or Hungarian cattle, but only 
tlrree of 193 workers at the same slaughterhouse had 
antibodies in tlreir serum. The tliird patient might 
have been infected in Switzerland. No contact in 
time, food supply, or social activity could be estab¬ 
lished between these three patients. In the same 
period, 150 sheep serums and 595 cattle serums 
from different sources in the Netherlands were in¬ 
vestigated. All reactions were negative or only 
faintly positive for Q fever. 


SWITZERLAND 

New Compound Against Leprosy.—A new treat 
ment for leprosy was tested on 167 patients m 
Nigeria by T. F. Davey {Leprosy Review, January, 
1958). It was BDPT (4 butoxy- 4 'dimethylammo- 
diphenyl thiourea) and appeared to combine in 
dom from toxic side-effects witlr a high therapeu 
effectiveness. In a dose of 25 to 40 mg. pm 
gram of body weight, its activity is as great as * 
of the sulfones and sometimes surpasses it. 

32 months of observation there was no 

the development of drug resistance. Drug yP^ 

sensitivity and psychosis were not encountere . 
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the basis of the experience so far, BDPT is consid¬ 
ered to be die drug of choice when an alternative 
is needed to the sulfones. It can be combined safely 
with both sulfones and isoniazid and is particularly 
valuable in treating children. For large scale use, 
however, someUiing more is needed than high 
therapeutic activity and lack of toxicitj'. The dose 
of BDPT is relatively large, and, apart from its 
inconvenience, this adds to the cost of treatment. 
\\'hen given twice weekly the results, though often 
adequate, are not generally as good as when daily 
treatment is given. For these reasons BDPT is not 
applicable to many situations. A drug with such 
outstanding qualities should, however, be within 
the reach of patients everj'where, particularly those 
in svhom sulfones give poor results. 


UNITED KLNGDOM 

Financing the Health Service.—A sounder financial 
future for the National Health Service as a result 
of the increased contribution was forecast in the 
House of Commons during a debate on the Na¬ 
tional Health Service Contributions Bill. Mr. Walk¬ 
er-Smith, Minister of Health, said that though the 
contributor would pay more he would get good 
value. Much of the increase is primarily a reflection 
of inflationar)’’ tendencies in the economy as a 
whole. There was a gratifying increase in the num¬ 
ber of new hospitals and extensions. In spite of 
economic difBculties the amount of money which 
could be made available for capital works is in¬ 
creasing. The cost of operating hospitals accounted 
for about 54% and drugs for about 10% of all Health 
Service e.xpenditures. For 1958-1959 the estimated 
cost of drugs was $207 million, or more than rivice 
the amount in the initial year of the service. Efforts 
have been made to influence the prescribing habits 
of physicians and to control the prices of manufac¬ 
turers. 

Dr. Summerskill (Socialist Opposition) said the 
bill showed the administrative ineptitude of the 
government and that a minister should satisfy him¬ 
self that the heavy spending services were using 
money to the best advantage before being panicked 
into demanding further sums from the poorest peo¬ 
ple in the country. She attacked the drug houses in 
1956 because she felt there was an abuse of the 
health service. In that year the average cost of a 
prescription rose from 64 to 77 cents. It had now 
risen to 84 cents. She inveighed against the high- 
powered salesmanship which induces physicians to 
prescribe and patients to demand expensive propri¬ 
etary drugs for which there is a cheaper equivalent. 
Mr. Houghton (Socialist) urged that to meet the 
growing health service burden there should be a 
“butchery on the roads” tax on motorists, an extra 
tax on heavy smokers to stop tliem in their head¬ 


long rush towards cancer, and an “over-eating” tax, 
to be levied on expensive meals at restaurants and 
hotels, for those who overeat, largely at the tax¬ 
payers’ expense. In three months 177 persons in 
London did not collect the spectacles made for 
them at a cost to the National Health Service of 
$798. 

Infected Eggs.—Attention was again draum to the 
dangers of infection from using imported processed 
egg {Monthly Bull. Min. Health Lab. Sero. 17:36, 
1958). Large quantities of spray-dried and liquid 
egg are imported from China, Holland, and Aus¬ 
tralia. Of 20,000 samples analyzed, 5 to 29% were 
found to be infected xvith Salmonella thompson. 
Salmonella typhimurium. Salmonella paratyphi B, 
and other pathogenic species of Salmonella. A close 
correlation between the numbers of strains of each 
species isolated from processed eggs and the num¬ 
bers causing human salmonellosis was observed. 
The frequent occurrence of Sal. thompson in im¬ 
ported egg was reflected in a high incidence of 
human enteritis due to this organism, which was 
present in the Chinese and Australian eggs. This 
species was rarely seen in imported processed egg 
during World War II, when most of it was im¬ 
ported from the United States, and where this 
organism is uncommon. The presence in Chinese 
eggs of Sal. paratyphi B raises a public health 
problem. It is not present in hens or ducks and can 
only occur in egg products as a result of human 
contamination. Many outbreaks of paratyphoid in 
Great Britain have been traced to the consumption 
of synthetic cream. Although not made from proc¬ 
essed eggs here is every' opportunity for infection 
to be conveyed from the latter to a cream mix in an 
unhygienic bakery or catering establishment. The 
frequency of human salmonellosis has doubled in 
the last few years. This might be reduced by the 
pasteurizing of egg products at the source or be¬ 
fore distribution, as is done in Poland, where in¬ 
fection from processed egg is imknown. 

Penicillin Dust and Penicillin Resistance.—The pro¬ 
portion of peniciUin-resistant strains of Staphylococ¬ 
cus pyogenes var. aureus is increasing among car¬ 
riers in hospital who are not receiving penicillin. 
This is usually explained by postulating a free 
interchange of organisms between the treated pa¬ 
tients and these carriers. This presupposes that the 
penicillin-resistant organism is able to replace the 
naturally occurring penicillin-sensitive strains. 
Gould {Lancet 1:489, 1958) considers that this 
e.xplanation is most unhkely. He showed that peni¬ 
cillin dust is widely distributed in the environment 
of a hospital using it. The amount recovered in dif¬ 
ferent parts of the building varies but is greatest 
nearest those rooms where penicillin is handled or 
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administered, as in the pharmacy, the wards, and 
the outpatient departments. Leakage from the vial 
during puncturing, clearing of air bubbles and 
fiotli from syringe and needles, and escape of spray 
when syringes are being washed frequently occur. 
Other sources of contamination are the insuflSation 
of wounds and topical application. Air is tlius 
contaminated directly by droplet nuclei from drop¬ 
lets atomized from syringes and the like and in¬ 
directly by the raising of dried spilled penicillin as 
dust. Gould I'ecovered 35 meg. of penicillin per 
100 cu. ft. of air in the hospital dispensary and up 
to 50 meg. from tlie air of the minor surgery room. 
He showed by air sampling that contamination 
readily occurs from syringes and the manipulation 
of penicillin. 

The penicillin carrier rate of the hospital staff 
exceeded 60%, and all the physicians and nurses 
who were caiTiers harbored penicillin-resistant 
strains. Appreciable amounts of penicillin were 
shown to gain access to the nares of persons work¬ 
ing in a hospital environment. Such persons are 
continually exposed to recontamination with 
staphylococci, most of which, in a hospital, are 
penicillinase-producing strains. Penicillin-resistant 
sti'ains therefore find it easy to establish them¬ 
selves and to colonize the nares of a larger number 
of persons in hospital tlian in other environments 
not containing penicillin dust, and where tlie nares 
of most carriers of Staph, pyogenes var. aureus are 
colonized with penicillin-sensitive strains. The view 
hat environmental penicillin is an important factor 
in die widespread colonization of hospital carriers 
widi penicillin-resistant staphylococci was con¬ 
firmed by observations in a penicillin factory. High 
concentrations of the antibiotic were found in the 
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enough to come to his office. On receiving a noft- 
from the mother threatening to report him to tliP 
executive council he informed her tliat he woi,S 
no longer treat die family. Tliis meant a loss of just 
under $20 a year in capitation fees, but he decided 
It was worth it. The family of two adults and six 
children had been on his list for just under hvo 
years, during which time he received $3380 in 
fees from the health service for all of them. In this 
time he rendered 100 items of service to the family 
including 29 visits involving 75 miles of travel. 
Deducting the expenses of the practice from this 
amount left the doctor with 14 cents per visit or 
consultation. 

Carbutamide in Young Diabetics.-Smellie (Brit. 
M. J. 1:553, 1958) examined the effect of carbuta¬ 
mide on children with diabetes of recent onset and 
little or no ketosis. The drug had a hypoglycemic 
action in die children and in two of them was 
associated with a reduction in die glycosuria, but 
such effects were only produced with relatively 
high and potentially dangerous blood sulfonamide 
levels, and evidence of sulfonamide indication 
soon developed. One child developed polyuria, 
polydipsia, and an erythematous rash, necessitating 
stopping treatment. In another child the blood 
platelet and leukocyte count fell, and the symptoms 
of diabetes returned. A third child showed a pro¬ 
gressive clinical deterioration, in spite of a fall in 
the urinary glucose level. Insulin had to be reintro¬ 
duced after two weeks. Smellie concluded that 
carbutamide has no place in the treatment of the 
diabetes of children, even if tlie disease is of recent 
onset. 


air and dust, and workers exposed to penicillin had 
as high a carrier rate of penicillin-resistant Staph, 
pyogenes var. aureus as hospital personnel. 

Preoperative Bedside Chats.—Surgeons of the Croy¬ 
don, London, groups of hospitals are making it a 
practice to chat with the patient the night before 
an operation. After various topics are talked about, 
the conversation veers round to the operation. The 
patient is told in simple words what the operation 
is and why it is necessary. This chat makes the 
patient feel that the surgeon is a friend and tliat he 
can be relied on to carry out tlie operation success¬ 
fully. It also makes the patient feel that the surgeon 
has a personal interest in him. At their monthly 
meeting the Croydon Group Hospital Management 
Committee were told of the success of the scheme, 
which may be adopted in other hospitals. 

Fourteen Cents a Visit.-One physician in the Na¬ 
tional Health Service estimated that he received 
14 cents per item for service. He declined a second¬ 
hand verbal request to see a child suffering from 
a cold, on the ground that the child was well 


Disease in Men in Their 60’s.—Little is known about 
the morbidity of men in their 60’s. Brown and co¬ 
workers (Brit. M. J. 1:555, 1958) examined the 
records of 1,062 men betxveen tlie ages of 60 and 
69, who underwent a medical examination for life 
insurance. Of tliese men 20% were free from 
demonstrable disease, and in nearly half of the 
remainder no disability was present. The incid^ce 
of disease and disability increased with age. The 
frequency of severe disability, defined as one which 
would restrict or prevent employment, rose from 
10% at age 60 to 61, to 20% at age 68 to 69. The 
incidence of disease and disability was related to 
social class, which was defined according to occupa 
tion, the proportion of men with disease increasing 
regularly from 67% in the professional and man¬ 
agerial class to 86% among unskilled laborers. 

The incidence of six of the eight 
diseases (bronchitis, coronary disease, de ec n 
hearing, defective vision, hypertension, and pep 
ulcer) was also related to social class. 
the case of coronary disease, which affects T ( 
fessional classes more than others, tlie inci enc 
disease increased with the lowering or tne 
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scale. The incidence of chronic bronchitis was the 
same in all ages and in all social groups in die non- 
smolcers, but in the smokers it increased with the 
lowering of tlie social class, being over hAuce as 
much in laborers as in the professional group. An 
attempt was made to assess fitness for full-time 
emploATnent. B\’ the 66th year 75% of tlie men were 
still doing full-time u’ork and in tlie 70th year 50%, 
financial need being die overriding reason for this. 
Tlie proportion considered medicall}' unfit for work 
was 10% for the whole decade, 15% for those abo\'e 
retirement age (65 to 69), and 2.5% of those at age 
69. Chronic bronchitis was die chief cause of 
diabilitA', folloAA'ed by hj’pertension and coronary' 
artery disease. In men OA’er die age of 65 die extent 
of ill-health AA’as closely related to occupation, be¬ 
ing greater in those in the imskilled and semiskilled 
classes. It was concluded that at least 75% of the 
men AA'orked beyond die age of 65 giA'en the oppor- 
tunitA’ and a financial incentive, and that 90% Avere 
physically capable of doing so. 

Brandy Prescribable Under Healdi SerAuce.—A 
physician may prescribe brandy under the Nadonal 
Health Seiwice if he thinks the patient needs it. 
This decision Avas upheld by a board of referees 
appointed by die Ministry' of Healdi. The)' said 
diat as die amounts required are small, a physician 
Avould not require more than a quart of brandy a 
year. A physician appealed against the Middlesex 
Executive Council’s ruling diat brandy is not a 
drug prescribable under the National Healdi 
SerA'ice. Tlie council maintained that rectified spirit 
Avould serA'e the same purpose and should be used 
instead. Tlie doctor concerned had given nine pre¬ 
scriptions, each containing a small amount of 
brandy. After a similar appeal in 1957 the board 
held diat gin could be prescribed under the SerA'ice. 

Vaccines and the Common Cold.—J. M. Ritcliie 
(Practitioner 180:356, 1958) reported that OA'er a 
period of about 20 years a series of autogenous 
vaccines given to sufferers from chronic colds AA'ith- 
out encouragement and on dieir insistence, had ap¬ 
peared to giA'e some protection. As an explanation 
he considered that the function of the A'irus might 
be initially to depress the resistance of die patient, 
giving the nasophary'ngeal flora a free hand to up¬ 
set the balance normally maintained. If this stage 
could be controlled the duration of the common 
cold AVOuld be cut to 24 to 48 hours of a clear 
nasal discharge. In the AA'inter of 1955-1956, a series 
of 109 A'olunteers, receiA'ing Aveekly doses of autoge¬ 
nous vaccine prepared from their saliA'a, Avas 
compared Avith a control group of 75 aa'Iio receiA'ed 
a carbolized saline solution only. The percentage 
of colds in the controls Avas six times that of the 
vaccinated group. It Avas dien decided to try mini¬ 
mal doses of the appropriate antibiotic locally on a 


short-term basis at die time of iiiA'asion, the idea 
being to depress the actiAit)- of the nasophaiyngeal 
flora to correspond to the assumed depression of 
resistance due to the A'irus. A series of 1,000 A-olun- 
teers Avere so treated in the AA'inter of 1956-1957, 
die controls being giA'en an inert tablet. Tablets 
AA'ere giA'en only AA'ben a patient reported the ini¬ 
tial stages of a cold. The results were similar to 
those in the first e.xperiment: the percentage of 
colds AA’as seven times as high in controls as in 
those receiA’ing antibiotic tablets, although the per¬ 
centage of prodromal SA’mptoms AA'as much the 
same in both groups. 

Respirator)’ Complications of Influenza.—In an 
analysis of 12.5 patients AA'idi respirator)’ complica¬ 
tions of influenza. W. C. Walker and co-workers 
( Lancet 1:449, 1958) reported that Staphylococcus 
pyogenes Avas isolated in all die 6 patients AA’ith 
fulminating cases of pneumonia and from 9 of the 
15 patients AA'ho died. Only 45% of the strains of 
Staphylococcus pyogenes isolated AA’ere sensitiA’e 
to penicilh'n. Of the penicillin-resistant strains, 75% 
AA'ere sensitiA'e to streptom)'cin, 94% to chloram¬ 
phenicol, 75%' to tetracycline, and all AA’ere sensi¬ 
tiA’e to eiy’thromycin. Superinfection with staphylo¬ 
cocci occurred in 12 patients. Respirator)' obstmc- 
tion deA’eloped in 9 of the 125 patients. Six patients 
Avith laiy’ngotracheitis had relatiA'ely mild obstruc-' 
tiA’e features, and three—all AA’ith fulminating staphy¬ 
lococcic pneumonia—had almost total obstru^on 
of the trachea and bronchi. The six AA’ith mild cases 
all recoA'ered AA'ithout tracheotomy, but this AA’as 
performed in tAvo of the three AA’ith seA'ere cases, 
and undoubtedly saved life. Tracheotomy is pref¬ 
erable to repeated bronchoscopy. The authors be- 
lieA'e that corticosteroids hax'e no place in the rou¬ 
tine treatment of the respirator)’ complications of 
influenza. IITien severe asthma or adrenal insuffi¬ 
ciency coexists it is rational to use them, and AA’hen 
the patient has been receiA’ing diem for some odier 
condition it is important to increase the dosage 
during the period of stress. Tliree deaths occurred 
among the 42 patients Avidi bronchitis and bron¬ 
chiolitis and 12 among the 69 AA’ith pneumonia. 

Occupational Mortality’.-The Registrar General’s 
Supplement on Occupational Mortality’, based on 
the 1951 census, just published, indicates that tu¬ 
berculosis, sy’philis, cancer of the stomach, bron¬ 
chitis, and pneumonia all shoAv a steady mortality’ 
gradient rising from a Ioav death rate in social class 
1 (professional) to a high rate in class 5 (unskilled 
AA’orkers). The same is true of cancer of the lung 
for men and of cancer of the cerA'ix uteri for 
AA'omen. The converse holds true for poliomyehtis 
in both se.xes, coronary' disease in men and can¬ 
cer of the breast in Avomen. Diseases AA’hich ap¬ 
pear to haA’e no relation to social grouping include 
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nephritis among men and vascular lesions of the 
central nervous system and coronary disease among 
women. There is one interesting exception to the 
general rule tliat maternal death rates rise steadily 
from class 1 to class 5. Tliis is that farmers’ wives 
appear to have a relatively high risk of dying from 
diseases of pregnancy and childbirth-a tendency 
not present to the same extent in the wives of 
farm laborers. Coal miners have exceptionally high 
standardized mortality ratios (S. M. R.) from can¬ 
cer of the stomach and exceptionally low ratios for 
cancer of the lung and poliomyelitis. Printers and 
bookbinders have an apparently high death rate 
from leukemia. Shop owners have relatively greater 
mortality than their assistants from coronary dis¬ 
ease and suicide, but the assistants die more often 
from tuberculosis. On the whole, physicians fare 
pretty well. Tlieir S. M. R. was 89, compared with 
106 for 1930 to 1936. They had a relatively high 
ratio for coronary disease (159), but tliis was not 
much higher than that for ministers of religion (152) 
and for lawyers (121). Much has been made of 
poliomyelitis as an occupational hazard of physi¬ 
cians. Their S, M. R. for this disease was 800, or 
eight times as many deaths as expected from this 
cause, but lawyers had seven deaths from polio¬ 
myelitis instead of only one expected, so there was 
little to choose behveen the two professions. This 
will take a little explaining on the part of the epi¬ 
demiologists and illustrates the dangers of ruslung 
into print on the basis of a few figures. Diseases 
in which physicians had a high S. M. R. included 
psychoses (200), suicide (226), cirrhosis of the 
liver (240), and cholelitiiiasis and cholecystitis (250). 

yttrium-90 and Hypophysectomy.—A method is de¬ 
scribed by G. A. Edelstyn and co-workers (Lancet 
1:462, 1958) for destroying the pituitary gland com¬ 
pletely by surgical hypophysectomy followed by 
intrasellar irradiation with the oxide of Yttiium-90 
(yoo) wax. Surgical hypophysectomy was per¬ 
formed. When as much of the gland as possible 
had been removed tire fossa was packed with 7.5 to 
10 me. of mixed with dental impression wax. 
Of 25 patients witlr advanced mammary carcinoma 
so treated, 20 survived operation and 16 were 
greatly improved. Of the five patients who died 
postoperatively, four were aged 60 or more, and 
tliree had severe pulmonary involvement preoper- 
atively. All but one (94%) of those with blood- 
borne metastases improved. 

Adult Scurvy .-Eleven patients (10 men and 1 
woman) witli adult scurvy seen between 1951 and 
1957 were reported by R. H. Cutfortli (Lancet 
1:454, 1958). All but one were living alone. A his¬ 
tory of deficient vitamin C intake was obtained in 
every case. The presenting symptoms were pain and 
stiffness in the legs, anorexia, and lethargy. Bruis- 
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ing was the most characteristic sign. Typical scor¬ 
butic lesions of the gums were seen in only one 
patient, but only four had any teeth. Nine were 
anemic, and in six the hemoglobin level was less 
than 55%. There was no correlation between the 
severity of the anemia and the degree of extravasa¬ 
tion of blood into the tissues. Ascorbic acid, in 
doses of 600 to 700 mg. a day, was given to all’the 
patients. Five of them received a standard ward 
diet, ascorbic acid, and no other treatment. The 
remaining six were also given ferrous sulfate and 
vitamin B complex. The symptoms and signs im¬ 
proved promptly. All the anemic patients, whether 
on ascorbic acid alone or on vitamins B and C Mth 
iron, responded at the same rate, and there seemed 
to be little difference between the two groups. 


WORLD HEALTH ORGANIZATION 

Health Protection for Air Travelers.—The number 
of air travelers on scheduled flights throughout the 
world increased from 2,500,000 in 1937 to 90 mil¬ 
lion in 1957. This tremendous growth and the fact 
that aircraft now carry up to 100 passengers may 
soon overtax the facilities at many international 
airports, including sanitary equipment, according 
to the WHO Expert Committee on Sanitation of 
International Airports. In regard to airports, the 
International Sanitary Regulations, as set up by 
WHO, refer expressly to such quarantinable dis¬ 
eases as smallpox, cholera, and yellow fever, and 
deal widi safe water supplies, disposal of waste, 
and the control of insects, rats, and otl)er disease 
earners. WHO also recommended improving meas¬ 
ures at international airports for the control of other 
diseases carried by food, water, or insects. Air pas¬ 
sengers must be given tire best possible hygienic 
protection, but the committee recognized that tlie 
health of crew members is even more important 
for safety in flight. It is difficult to replace crews 
en route, and if their health is not protected by ai 
possible means, particularly in regard to illness 
with sudden onset such as food poisoning an 
dysentery, not only does tire risk of delays in flight 
arise but also tliat of emergency landings and, con¬ 
sequently, of hazards to die passengers. 

Only rarely do rats board an aircraft, but, i 
diey do, they can gnaw through aluminum an 
puncture plastic tubing in a frantic search for too 
and water, and they have been known 
through wires on aircraft. There is plenty or jus 
cation for going to great trouble and expense 
keep them out of airports and aircraft, but it is n 
an easy task, for rats can jump 2 ft. vertically, u 
row 2 ft. into the ground, climb smooth pipes P 
to 3 in. in diameter, and travel along 
wires. The necessity of a thorough search or 
nests can be seen from the fact tiiat nesting n 
have been found in hollow runway markers. 
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HISTORY OF PATIENT \VITH SPONTANEOUS 
REMISSION OF DIABETES 

To the Editor:—A dramatic remission of the symp¬ 
toms and signs of diabetes mellitus Avith severe 
ketosis was reported in a woman, aged 68 
(]. A. M. A. 152:1531 [Aug. 15] 1953). In the pre¬ 
viously described episode, coma persisted for five 
days with impressive laboratory esddence of pro¬ 
found ketosis. Tliis included hyperglycemia of 1,170 
mg.%. To reverse the laboratory signs of ketosis, 

I, 425 units of insulin Avere required in the first 24 
hours. On the sixth day of this episode the patient 
aAvakened Avithout any psychic or neurological 
s)’mptoms or signs other than complete amnesia 
for the period of unconsciousness. There were no 
residual signs of disease. Her general condition AA'as 
that of a normal AA’oman of 63 years. Fundoscopy 
gave normal findings for a patient of her age. 
Within one Aveek she achieA'ed and maintained clin¬ 
ical aglycosuria and normoglycemia Avith complete 
absence of any sjmptoms of diabetes on an equiv¬ 
ocal dose of 10 units of insulin and a Aveighed diet. 

The insulin therapy Avas discontinued five Aveeks 
after the patients admission. At that time no stig¬ 
mata of diabetes Avere detectable. She could eat 
limitless amounts of sugar and starches Avithout her 
blood or urinary sugar being elevated to clinical 
levels. Exhaustive loading tests showed a normal 
tolerance for glucose. Her neurological status Avas 
free from any abnormality. Radiologic and oph- 
thalmological examinations, measurements of ster¬ 
oid excretion, and reaction to insulin gave no 
evidence of hypophysial disease. Studies of adrenal, 
thyroid, hepatic, renal, and pancreatic functions 
yielded figures aa'cII Avithin the normal range. From 
these data Ave had no reason to postulate a Houssay 
phenomenon in our patient (John, J. A. M. A. 
85:1629 [Nov. 21] 1925; Kotte and Vonderabe, 

J. A. M. A. 114:950 [March 16] 1940; Levin, Ann. 
Int. Med. 40:12.30 [June] 1954). 

Evidences for other possible causes of improve¬ 
ment in the symptoms and signs of diabetes mellitus 
such as the syndrome described by Kimmelstiel 
and Wilson (nonspecific glomerular nephropathy), 
liver disease (cirrhosis), or myxedema Avere also 
lacking. The patient Avas discharged from the hos¬ 
pital Aug. 21, 1952. Because of queries from all 
parts of the AAmrld regarding the subsequent course 
of this patient and because of the prediction of a 
prominent authority that she Avould have to return 
to insuh'n Avithin tAvo Aveeks, this Avoman s subse¬ 
quent course is presented. 

This Negro AA'oman avsls readmitted to the Cook 
County Hospital of Chicago for reevaluation in 
October (50 days after her first hospital stay) and 
in November (90 days after her first hospital stay). 
Her findings remained unchanged. On a diet AAdth 


a glucose equivalent of 410 Gm., she continued to 
remain clinically aglycosuric, excreting less than 
2 Gm. of glucose in 24 hours. She has remained 
generally AveH since her comatose episode fom- 
3 ’ears ago. Her diet had been unrestricted since her 
release from the hospital in 1932. She made monthly 
visits to the diabetic clinic. Taa’o j'ears and eight 
months after her first hospital stay, she complained 
of frequency of urination and Aveakness (March, 
1955). Glycosuria and a moderate (200 mg.%) 
elevation of her fasting blood sugar level Avere 
detected. 

She Avas placed on a diet Avith a glucose equiva¬ 
lent of approximately 180 Gm. She required 30 
imits of protamine zinc insulin to maintain an 
aglycosuric and normoglycemic state. After she had 
used this diet and dose of insulin in October, 1955, 
a test ot her tolerance to glucose yielded 197 mg.% 
ot glucose m tue serum Avmle tastmg, 221 mg.% 
30 mmuies alter mgesUng 100 Gm. ot glucose, 240 
mg.% at bO minutes, and 2/2 mg.% at tAA^o hours (in 
contrast to 100 mg.%, 124 mg.%, 200 mg.%, and 158 
mg.% in July, 1952). Serum glucose readings during 
the (insulin-reduced) aglycosuric status Avere 142 
mg.% (before breakfast), 138 mg.% at 10 a. m., and 
138 mg.% at 4 p. m. Other studies ot the serum 
yielded NFN, 41 mg.%; protein, 7.2 Gm. (of Avhich 
4.3 Gm. Avas albumin); inorganic phosphorus, 4.3 
mg.%; total cholesterol, 302 mg.%; alkaline phos¬ 
phatase, 1.7 Bodansk}’ units; icterus index, 14 units; 
cephalin flocculation, plus 2; thymol turbidity, 4.7 
MacLagan units; and gamma globulin turbidity^ 1.26 
Gm.%. The radioactive iodine uptake Avas 16%. An 
ophthalmological study yielded no ocular signs of 
diabetes. There Avas a grade II atherosclerosis in the 
retina. The hemoglobin leA'el Avas 90% Avith 7,100 
leucocytes having a normal distribution. The urine 
had a specific graA-ity of 1.018 Avhen clinically free 
of glucose. Proteinuria Avas reported in one analysis. 
Tliere AA’ere no abnormalities in the heart on phy'si- 
cal examination. The electrocardiogram AA’as nor¬ 
mal. The blood pressure aa'Us 170/100 mm. Hg. 
These findings Avere approximately unchanged in 
the most recent hospital checkup in January', 1957. 

A less dramatic report {HarAA'ood, New England 
J. Med. 257:257 [Aug. 8] 1957) has appeared since 
the first report of our patient. An adequate expla¬ 
nation of the marked deviation from normal physi¬ 
ology, subsequent apparently' complete recoA'ery' 
and relapse into a mild, chronic diabetic state, is 
not at present aA-ailable. It aa'OuW seem that as¬ 
sumption of a primary disturbance in the islet 
physiology would be OA'er-simplification. 

Evgesz F. Tiuut, M.D. 

715 Lake St. 

Oak Park, III 
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RUSSIAN STAMPS 

To the Editor:—In commenting on the Russian stamp 
of 1956 honoring Benjamin Franklin (J. A. M. A. 
166:1081 [March 1] 1958), Prof. Nathaniel Kleit- 
inan calls attention to tlie two stamps issued by 
Russia in 1949 lionoring I. P. Pavlov (1849-1936), 
the great Russian physiologist. Russia has also 
honored oflier physiologists—in 1956 witli a fliree- 
color 40-kopek commemorative for I. M. Sechenov 
(1829-1905), “Founder of Russian Pliysiology,” and 
in 1957 with a bro^vn commemorative for William 
Harvey (1578-1657), on the tercentennial of his 
deatli. The latter shows Harvey in the Royal Col¬ 
lege of Physicians portmit, reversed. 

Prof. Chauncey D. Leake 

Tlie Ohio State University 

Columbus, Ohio. 


JOB RESPONSIBILITY AND CORONARY 
ARTERY DISEASE 

To the Editor:—We are heartened by bodi the 
splendid article of Pell and D’Alonzo which ap¬ 
peared in tlie Jan. 25, 1958, issue of The Journal, 
page 332, and the later critical comments of Dr. 
Russek in tlie March 22, 1958, issue, page 1508, 
if only because botli sets of investigators are de¬ 
termined to study tlie possible role of job respon¬ 
sibility in the. pathogenesis of clinical coronary 
artery disease. 

Although we would agree Avitli Dr. Russeks 
implication tliat occupational titles may be mis¬ 
leading, nevertheless, if Pell and D’Alonzo con¬ 
tinue to find that die executive and managerial 
group of tlieir company fails to exliibit a greater 
morbidity of clinical coronary disease tlian lesser 
paid groups, tliey have excellent cause indeed to 
absolve this higher echelon as a group from tiie 
blight of increased susceptibility to the disorder 
in question. Such a result would not justify, how¬ 
ever, the conclusion that socioeconomic sbess does 
not play an important role in clinical heart disease. 
This is so because tlie responsibility and the stress 
of a job can be gauged differently by die com¬ 
munity at large and by the individual jobholder 
himself. It is only the latter evaluation, however, 
that can bear any possible relevance to the dis¬ 
order under investigation. 

However, as Dr. Russek has imphed, we too are 
finding that the two possible evaluations of job 
responsibility are not too frequently consonant. 
Unfortunately, perhaps, this really means that large 
epidemiologic surveys in which each subject is not 
studied and analyzed for his oivn evaluation of 
and also his emotional reaction to his particular 
job or jobs may well be completely misleading. 
Admittedly, intimate and personal contact between 
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investigator and a number of subjects is a tediom 
and irksome task, but perhaps, for conclusive re¬ 
sults to be obtained, the actual number to be so 
studied need not be too large. As tlie eminent 
matliematical physicist, C. G. Darwin, observed “In 
most matters concerned with probability, 3 or 4 
count as small numbers, 10 as a fairly large numbpr 
and 100 as a very large number.” 


Meyer Friedman, M.D. 
Ray H. Rosenman, M.D, 
1600 Divisadero St. 

San Francisco 15. 


MEDICAL FILM REVIEWS 


Head and Neck Anatomy Series: 16 mm., color, sound. 
Demonstration by Harry Sicher, M.D., Loyola Universitj’ 
School of Dentistry, Chicago. Produced in 1957 by the 
Medical Illustration Service of the Veterans Administration 
West Side Hospital, Chicago. Procurable on loan from 
Central Office Film Library, Veterans Administration, Wash¬ 
ington 25. 

Part 1. Superficial Structures and Boundaries of 
the Carotid Triangle: Showing time 21 minutes. 
This film is concerned witli the progressive dissec¬ 
tion of the structures superficial to the carotid tri¬ 
angle and tlie demonstration of its boundaries. 

Part 2. The Carotid Triangle: Showing time 20 
minutes. The boundaries of the carotid triangle are 
shown, and tlie important structures contained 
witliin are exposed. 

Part 3. The Submandibular and Submental Tri¬ 
angles: Showing time 24 minutes. The boundaries 
of each triangle are exposed, and the important 
structures within are demonstrated. 

Pait 4. The Parotid Gland and Facial Nerve: 
Showing time 24 minutes. Included in tliis film is 
a systematic dissection, layer by layer, showing tlie 
parotid gland in its relationship to other structures, 
facial nerve, and its branches. 

These films show excellent dissection and are 
well demonstrated. The photographic quality is 
good; however, for better understanding and orien¬ 
tation, more low power shots and occasional dia¬ 
grammatic drawings are suggested. In the fipt filnij 
the dissection was performed on the right side 
tlie introductory diagram was of the left. Tins 
series of films is extremely valuable in undergra 
uate as well as postgraduate teaching and seems 0 
cover an area in which good motion pictures are 
lacking. The material covered is neither 
plete nor too complex for first-year medical an 
dental students. Therefore, for first-year 
the films could be used for review f i. 

the completion of dissection. Postgraduate ® 
in otolaryngology and dentistry could use 
films for an introductory review before dissec 



Vol. 167, No. 2 


233 


MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 

Hiatus Hernia: Its Incidence and Clinical Sig¬ 
nificance. E. Hafter. German M. Month. 3:1-4 (Jan.) 
1958 (In English) [Stuttgart, Germany]. 

The author reports on 159 men and 141 women, 
behveen the ages of 21 and 71 years, with hiatus 
hernia, the size of which varied from 2 to 12 cm. 
(% to 4% in.). There was a characteristic triad of 
symptoms: local symptoms limited to the retroxi- 
phoid or epigastric region, symptoms due to failure 
of the diaphragmatic sphincter mechanism (incon¬ 
tinence of the cardia), and esophageal symptoms 
after reflux of the gastric contents. All these symp¬ 
toms depend on the patient’s posture; recumbent 
position or raising the intra-abdominal pressure 
brings on the symptoms, while an upright position 
results in their disappearance. Roentgenologic evi¬ 
dence of the hiatus hernia was obtained during the 
e.xpiration phase, with the patient in the recumbent 
position, by filling the terminal portion of the 
esophagus with a mixture of barium and 1% solu¬ 
tion of carboxymethyl cellulose, 1 tsp. of which 
was swallowed 20 and 10 seconds before the ex¬ 
posure. In cases of reversible hernia, prolapse of 
the stomach through the hiatus should be obtained 
by suitable positioning of the patient or by raising 
the intra-abdominal pressure. In doubtful cases, 
the patients should be subjected to 3 methods of 
roentgenologic examination, i. e., in the right ob¬ 
lique prone position on the Bucky table, in the 
straight prone position on the Bucky table with 
epigastric compression, and in the left oblique 
supine head-doum (Trendelenburg) position. 

It was estimated that about 10% of the patients 
with upper abdominal symptoms, who underwent 
roentgenologic examination of the stomach, had 
hiatus hernia, as compared with 18% who had 
cholelidriasis and 13% who had duodenal ulcer. In 
most of the patients with hiatus hernia, symptoms 
first appeared after they had passed the age of 50 
years, but the diagnosis often was made several 

The place of publication of the periodicals appears in brackets pre¬ 
ceding each abstract. 

Periodicals on file in the Library' of the American Medical Association 
may be borrowed by members of the Association or its student organi¬ 
zation and by individuals in continental United Stales or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed ''Library, American Medical Association." Periodical files 
cover 1949 to date only, and no photoduplication sers’ices are available. 
No charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer tlran five days. Periodicals pub¬ 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are tibe 
property of authors and can be obtained for permanent possession only 
from them. 


years later. Congenital cases are known to occur. 
Hiatus hernia was associated rvith other diseases 
in 159 of the 300 patients; cholelithiasis was ob¬ 
served most frequently, but this might have been 
a coincidence \vithout pathogenetic relationship. 
The relatively frequent association wdth gastro¬ 
intestinal diverticulosis may have been more than 
coincidental. 

Conservative treatment was practiced in most of 
the patients. It consisted of a propped-up position 
in bed during the night, avoidance of heavy eve¬ 
ning meals, and taking antacids, antispasmodics, 
and sedatives. Most of the patients obtained relief 
of their complaints. Twentj'-five patients in whom 
surgical interr^ention was indicated by such com¬ 
plications as hemorrhage and stenotic esophagitis 
or by severe symptoms refractory to conservative 
treatment were operated on. Of 19 patients in whom 
the thoracic approach was used, 8 became free of 
complaints, the condition of 5 was improved, and 
6 were therapeutic failures. Of 6 patients in whom 
the abdominal approach was used, 5 became free 
of complaints and 1 was a therapeutic failure. 
These rather disappointing results correspond wdtli 
those reported by other workers. Smrgical treat¬ 
ment should be practiced only in exceptional cases, 
particularly when complications occur. 

Treatment of Undulant Fever. J. T. Gost. Lancet 
1:191-192 (Jan, 25) 1958 [London]. 

When the new antibiotic, cathomycin, was sup¬ 
plied to the author for treating infections resistant 
to penicillin, he decided to try it in undulant fever. 
After treating the first few patients, he realized 
that this antibiotic is a specific for undulant fever. 
Up to now cathomycin has been used in 26 pa¬ 
tients, who have been discharged from hospital 
completely cured, and not one has had a recurrence. 
Of the 26 patients treated, 20 had a positive blood 
culture on admission, and the remaining 6 had a 
positive agglutination test. Only the 20 patients 
with a positive blood culture are discussed here. 
Undulant fever was at its height when treatment 
was started. During the first 5 days of treatment 
no change was apparent; the pyre.xia continued as 
before, and tlie symptoms remained just the same; 
but almost always on the 5th day the pjue.xia re¬ 
solved by crisis, and all the sj-mptoms (headache, 
insomnia, articular pain, anorexia, and sweating) 
disappeared. By the end of the treatment tire spleen 
returned to its normal size and shape, no matter 
how large it was. No relapse occurred. The usual 
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dose for adults was 0.25 Gm. every 4 hours until 
the day after the crisis, and then every 6 hours, to 
a total of 18 Gm. The author feels that with 
cathomycin the battle against brucellosis will be 
won. 

Hereditary Autosomal Hemorrhagic Disease with 
Insufficiency of Antihemophilic Globulin and Pro¬ 
longed Bleeding Time. I. M. Nilsson. Nord. Med. 
59.T2-16 (Jan. 2) 1958 (In Swedish) [Stockholm]. 

Six women from 4 families presented an atypical 
form of inherited hemorrhagic diathesis, not sex- 
linked, characterized by deficiency of antihemo¬ 
philic globulin and simultaneous prolonged bleed¬ 
ing time. Definite reduction of antihemophilic 
globulin in several maternal relatives was estab¬ 
lished. Intraveous treatment of the first patient 
with a special purified human fraction I contain¬ 
ing antihemophilic globulin gave good normaliza¬ 
tion. The hereditary bleeding disorder in diese 
patients is distinguishable from von Willebrand’s 
thrombopatliy and from classic hemophilia A. Ob¬ 
servations indicate tliat the prolonged bleeding 
time depends on the absence of a plasma factor 
rather than on disturbances in die capillary wall. 

Suction Biopsy of the Gastric Mucosa: A Keport on 
10 Years’ Experience. J. Tomenius. Acta med. 
scandinav. 159:353-367 (No. 5) 1957 (In English) 
[Stockholm]. 

The author examined histologically more than 600 
uction biopsy specimens of the gastric mucosa 
which were obtained with the aid of a specially 
constructed instrument from 250 ambulant patients, 
2 to 3 specimens being taken in each case. The in¬ 
strument was based on the principle that a small 
strip of the mucosa of the stomach was sucked into 
a chamber in which a cylindrical knife was thrust 
downwards to cut off the specimen. The manufac¬ 
turers of the instrument made it possible to reduce 
its diameter to between 13 and 14 mm., i. e., to 
about the same diameter as that of most of the 
flexible gastroscopes. By attaching the biopsy in¬ 
strument to such a gastroscope, it has become pos¬ 
sible to perform the suction biopsy under visual 
control and to take biopsy specimens at every 
gastroscopic examination without risk, provided 
that the indications and the contraindications for 
gastroscopy with an ordinary flexible gastroscope 
have been observed. No complications with hemor¬ 
rhage or other sequelae were observed in any of 
the 250 patients. Since the gastrobiopsy instrument 
is a delicate tool, all instructions concerning its 
cleaning must be carefully followed. 

The greatest value of gastric biopsy is not in 
diagnosis of cancer of the stomach. Only isolated 
cases of tumor depend on this diagnostic method. 
Negative biopsy findings in patients in whom can¬ 
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cer is suspected should not be considered decisive 
Gastric biopsy performed in a diagnostic depart¬ 
ment with reliable roentgenologic service serves 
as a rule, only to confirm the diagnosis. Gastro¬ 
biopsy findings are of much greater importance in 
the differential diagnosis between gastritic lesions 
and normal mucosa. Advanced atrophy but with 
decreased transparency due to interstitial hyper¬ 
trophy can be diagnosed only with the aid of 
biopsy. 

The histamine secretion test has proved to be of 
diagnostic value when it reveals hydrochloric acid 
secretion values of 90 to 100 mEq. With this level 
of acidity, the mucosa may be considered with 
great probability to be normal, i. e., not to be at¬ 
tacked by gastritic lesions. The gastric mucosa may, 
however, be normal with hypersecretion; gastritis 
may also occur with hydrochloric acid secretion 
values below 90 to 100 mEq. Histological examina¬ 
tion of the biopsy specimens revealed a normal 
mucosa in 3 patients with achlorhydria. Hydro¬ 
chloric acid secretion values over 120 mEq. are 
proof of the absence of diffuse gastritis. Lowered 
acidity does not prove the absence of gastritis, not 
even in the case of achlorhydria. Roentgenologic 
examination does not tell whether gastritis is 
present. 

Appreciable eosinophil infiltration of the gastric 
mucosa was detected by suction biopsy in 15 pa¬ 
tients. In 2 of the 15 patients there were tumor-like 
structures tliat were interpreted at the roentgen¬ 
ologic examination as cancer. Gastric biopsy re¬ 
vealed the true nature of these structures as tumor¬ 
like eosinophil infiltrates. Thus, it became possible 
to spare these patients an operation which other¬ 
wise would have been considered indicated, since 
the roentgenograms suggested cancer. 

Leukemia and Related Conditions and the Blood- 
Uric-Acid. R. A. Hickling. Lancet 1:175-178 (Jan. 
25) 1958 [London]. 

The relationship between a high uric acid level 
of the blood and megakaryocyte-like giant cells in 
the bone marrow and in the tissues affected by 
myeloid metaplasia appears to be a reciprocal one. 
This is because, when a leukemia-like disease de¬ 
velops in a patient who has had gout for yeafs> 
it is an atypical leukemia, often an “erythroleu- 
kemia," the leukocytes not reacliing leukemic 
numbers, and the tissue changes are those 0 
“megakaryocytic myelosis,” sometimes with sclero 
sis of the bone marrow in addition to large num ers 
of megakaryocyte-like giant cells. This is of 
importance in considering the etiology of leukemi^ 
because few conditions are known to cause mye 01 
metaplasia, the essential feature of myeloid eu 
kemia. These statements are based upon okserv 
tions of the uric acid levels of the blood m 
patients with myeloid splenomegaly. Seventeen 
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these patients had myeloid leukemia, 10 had poly¬ 
cythemia, and the remaining 31 had myeloid 
splenomegaly associated with osteosclerosis, mye¬ 
losclerosis, megakaryoc>Tic myelosis, and similar 
conditions. A high uric acid level of the blood was 
closely associated with the presence of large num¬ 
bers of megakarv'ocjte-like giant cells in the bone 
marrow and the spleen. Blood uric acid levels may 
be used as a guide to the type of myeloid meta¬ 
plasia present, and the gradual change among 
some of the conditions mentioned above, e.g., from 
polycythemia to megakarj'ocytic myelosis and from 
megakaryocjTic myelosis to myelosclerosis may be 
followed by determining the uric acid levels of 
the blood. When a leukemia-like disorder appears 
in a patient who has had gout for years, the 
histological changes in the bone marrow and the 
spleen are those of megakaryocjTic myelosis. 

Lymphatic Leukemia: Tabulations on 2910 Cases 
Treated with Chemicals. J. R. Sampey. J. South 
Carolina M. A. 54:53 (Feb.) 1958 [Florence]. 

Revieunng hundreds of clinical reports published 
since 1949 on l^onphatic leukemia, the author found 
data on 2,910 patients who had been treated with 
chemical agents. The number of patients under¬ 
going chemotherapy is considerably in excess of 
this total, since many publications covered in this 
tabulation gave no figures on the numbers under¬ 
going treatment. The following remission rates 
were achieved: with radiophosphorus, 35%; with 
nitrogen mustard, 50%; with triethylene melamine 
(TEM), 64%; with corticotropin and cortisone, 64%; 
wth folic acid antagonists, 51%; \vith 6-mercapto- 
purine (6-MP), 64%; and with urethane, 63%. Many 
other chemicals have been tried, and the incidence 
of remissions indicates that a number of them 
should be given a more extensive trial. 

Hereditary Spherocytosis: Important Features. 
A. Schrumpf. Nord. med. 59:22-26 Qan. 2) 1958 (In 
Norwegian) [Stockholm]. 

In hereditary spherocytosis a peculiar morpho¬ 
logic variation of the red blood corpuscles occurs. 
Inheritance is dominant but not sex-linked. The 30 
persons with the disease treated since 1938 all pre¬ 
sented characteristic clinical and laboratory fea¬ 
tures. These features are as follows: The platelets 
are spherical in form and thicker than normal in 
relation to the diameter. Few cells are true sphero- 
cytes; most of them are simply thicker than normal. 
l^Tiile the normal lifetime of erythrocytes is from 
100 to 120 days, the spheroc)4;es disappear after 
8 to 15 days. When the lifetime of erythrocytes is 
thus reduced to one-eighth of the usual period in 
a quiet phase of the disease, neoformation of red 
blood corpuscles must be increased 8 times to com¬ 
pensate for the destruction. Three important but 


divergent clinical pictures are to be reckoned 
with: (1) the anemia crisis, (2) disease of the bdiar}’ 
tract and retention, and (3) hepatitis. 

The serum iron level was normal or elevated 
in 13 out of 14 patients examined. Electrophoretic 
examination of the blood of 5 patients whose hemo¬ 
globin was the type resistant to denaturation by 
alkali showed a single hemoglobin component in 
all; the alkaline denaturation was normal in 4 pa¬ 
tients and slightly increased in 1 patient. Coombs’s 
test, carried out in 18 patients, gave negative re¬ 
sults. The osmotic resistance of the red blood 
corpuscles was reduced except in 1 patient with 
hepatitis. The chief pathogenetic factor in he¬ 
reditary spherocj'tosis is the abnormal red blood 
cell and not hj’persplenism. The hypertrophy of the 
spleen is due to an increased functional demand. 
The consensus of opinion today is that removal of 
the spleen is the only effective treatment. Splenec¬ 
tomy was done on 23 of the patients, with no deaths. 
The youngest patient at the time of operation was 
8 months old; the oldest was 50 years old. The 
operation should be performed by a surgeon slalled 
in the intervention. A secondary spleen should be 
looked for, because, if a secondary spleen is over¬ 
looked, the disease will recur. The prognosis for life 
saving is usually good, except for the dangerous 
anemia crisis which can occur. The prognosis for 
complete recoverx' is best when the spleen has been 
removed. 

Reliability of Electrocardiographic Diagnosis of 
Left Ventricular Hypertrophy. A. Selzer, C. L. 
Ebnother, P. Packard and others. Circulation 17; 
255-265 (Feb.) 1958 [New York]. 

The presence and degree of left ventricular 
hypertrophy observed at autopsy on 550 patients 
who had died, and from whom electrocardiograms 
had been obtained diming life, were correlated with 
the electrocardiographic findings in these patients. 
The electrocardiographic diagnosis of left ventric¬ 
ular hj’pertrophy had been made in 108 patients 
in whom the tracings showed the pattern of left 
ventricular hj-pertrophy according to currently ac¬ 
cepted electrocardiographic criteria. This diagnosis 
was confirmed by autopsy findings based on heart 
weights in 75 patients; it was considered question¬ 
able in 16 patients and was not confirmed in 17. A 
careful analysis of the findings in the 17 patients 
with normal cardiac weights was made, and it was 
found that in none of these was there a knowm 
cause for cardiac hi'pertrophy, nor was there sig¬ 
nificant cardiac disease present. Most of the pa¬ 
tients in this group died of malignant disease and 
showed considerable emaciation. 

The value of the 3 principal groups of electro¬ 
cardiographic criteria, namely, increased voltage, 
prolonged ventricular activation time, and abnor¬ 
malities of the ST-T part of the ventricular com- 
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plex, was examined not only in the light of ■ con¬ 
firmed and false-positive diagnoses but also ac¬ 
cording to the incidence of these criteria in patients 
with mild, moderate, and severe left ventricular 
hypertrophy determined by cardiac weight. The 
prolonged venhicular activation time was found 
to be the least reliable sign, having been present 
in many patients with a false-positive electi’ocardio- 
graphic diagnosis and absent in some patients with 
severe hyperti'ophy. Increased voltage of precordial 
leads, the most sensitive of the criteria, was present 
in most of the patients. It was also, however, most 
frequentl)' responsible for a false-positive diagnosis 
of left ventricular hypertrophy. The depression of 
S-T segments, and the flattening and inversion of T 
waves in leads showing the highest electropositive 
deflections, when added to the other 2 groups of 
criteria, materially increased the specificity of the 
diagnosis. However, the relationship between the 
extent of the electrocardiographic abnormalities 
and the severity of hyperti'ophy is only fair. It is 
believed that the inaccuracies in the electrocardio¬ 
graphic diagnosis are inherent in the method and 
demonstrate the fact that conventional electrocar¬ 
diography registers in a rather crude way the 
electric forces of cardiac action, being influenced, 
in addition, by such extraneous factors as body 
build, vagaries of anatomic position of the heart, 
degree of insulating effect of outside structures, 
and probably other, as yet unknown, factors. 

The findings of the study strongly suggest that 
presently available electrocardiographic criteria for 
the diagnosis of left ventricular hypertrophy ap¬ 
pear to be moderately satisfactory. They have to be 
applied, however, with the understanding of their 
limitations; it is necessary to accept them as an 
expression of probability rather than as a diagnosis 
of left ventricular hyperti'ophy. The disappointing 
inaccuracy of electrocardiography in the field of 
diagnosis of early left ^'entricular hypertrophy is 
emphasized. 

Aortic Stenosis of No Physiological Significance. 
E, W. Hancock, W. M. Madison Jr., M. H. Proctor 
and others. New England J. Med. 258:305-312 (Feb. 
IS) 1958 [Boston]. 

Seven men, between the ages of 51 and 67 years, 
were admitted to hospital with severe cardiac symp¬ 
toms, including acute pulmonary edema in 2, less 
acute forms of congestive heart failure in 4, and 
intractable angina pectoris in 1. All of them were 
thought to have aortic stenosis as an essentially 
isolated valvular lesion possibly remediable by 
aortic valve surgery. Yet the clinical picture in each 
was in some respects atypical. Catheterization of 
the left side of the heart was performed by right¬ 
sided posterior transthoracic puncture of the left 
atrium with the patient in the prone position and 
under local anesthesia; a barbiturate and meperi¬ 


dine were administered as premedication. The left 
ventricle was catheterized with a polyethylene 
catheter, 40 cm. in length and 0.030 in. in internal 
diameter. Cardiac catheterization established the 
correct diagnosis, i. e., coronary artery disease with 
myocardial infarction in 5 patients, and mitral valve 
disease not clearly apparent from clinical findings 
in 2. Cardiac catheterization thus was of great 
value in avoiding ill-advised surgical intervention 
in these patients. 

Aortic stenosis and chronic coronary artery dis¬ 
ease may cause similar clinical syndromes of car¬ 
diac disease. Thus, patients with signs and symp¬ 
toms suggestive of severe aortic stenosis may, in 
fact, be suffering predominantly from coronary 
artery disease. The presence or absence of sig¬ 
nificant aortic stenosis is objectively established by 
the findings of catheterization of the left side of 
the heart. This procedure is indicated whenever 
surgery of aortic stenosis is under consideration 
and there is uncertainty about the degree of aortic 
stenosis present. 

Lessons from Serum Cholesterol Studies in Japan, 
Hawaii and Los Angeles. A. Keys, N. Kimura, A. 
Kusukawa and others. Ann. Int. Med. 48:83-94 
(Jan.) 1958 [Lancaster, Pa.]. 

The authors enumerate the main points of the 
hypothesis about the influence of dietaryJats on 
the development of coronary heart disease. Hiiese 
points are as follows: 1. In our society' an endless 
succession of fat-loading meals is the most impor¬ 
tant etiological factor in coronary heart disease. 2. 
One effect of this kind of high-fat diet is hyper¬ 
cholesterolemia, and tliis is so imiversal that the 
so-called cholesterol norms are simply standards 
for preclinical coronary disease. Hypercholestero¬ 
lemia promotes atherosclerosis. 3. Fatty meals in¬ 
duce changes in the coagulability and otlier char¬ 
acteristics of the blood that favor thrombosis and 
inhibit fibrinolysis. 4. Food fats differ in their effect 
on the blood cholesterol, but the fats most abun¬ 
dant in our [American] diet promote hypercholes¬ 
terolemia. 

The basic question under investigation is tins: 
What causes the striking differences in the fre¬ 
quency of coronary heart disease in different popu¬ 
lations? In an earlier report the autliors presente 
observations of conditions in South Africa, whic 
demonstrated that dietary fat is an important e e 
ment in the remarkable differences among popu a 
tions in the frequency of coronary heart disease. 
Now tliey report findings in Japan and among 
Japanese in Hawaii and in California. Of all conn 
tries with detailed vital statistics, Japan repor s 
lowest mortality rate from coronary heart ’ 
Coronary heart disease is fairly common moh 
Japanese in Hawaii but very rare in Japan, mo 
Japanese in California it is known that coron 
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heart disease is the leading cause of death. The 
representation of coronary' heart disease among 
Japanese patients at the Los Angeles Japanese Hos¬ 
pital and those observed in private practice is much 
the same as among Caucasians in California. 

The mean percentage of calories pro\'ided by fats 
in the diet and concentration of beta lipoprotein- 
cholesterol in the serum was studied in Japanese 
men, aged 40 to 49 years, in several localities in 
Japan, in Hawaii, and in Los Angeles. Fats pro¬ 
vided less than 10% of total calories for the farmers 
at Koga and slightly more for miners and clerks in 
Shime; the highest fat intake in K^mshu was that 
of physicians, who got an average of 22% of their 
calories from fats. In Hawaii the Japanese men of 
this age group averaged a little more than 30% fat 
calories, and in Los Angeles the average was al¬ 
most 40%, Serum cholesterol was linearly related 
to this percentage. The Japanese, e.vcept those in 
Los Angeles, get a larger proportion of their calories 
from fish and marine invertebrates than do the Cau¬ 
casians. However, among Japanese, as in the case 
of most of the world’s populations, when the diet 
is increased in fats, this increase is mainly ac¬ 
counted for by increasing the consumption of the 
more saturated types of fats, as represented by 
beef, pork, and dairy products. While the reported 
findings do not constitute proof of the hj'pothesis 
that dietary fat is a major factor in the develop¬ 
ment of coronary heart disease, the theorj' is con¬ 
sistent not only with the findings comparing Japan 
and the United States but also with the results of 
the authors’ studies in north and south Italy, in 
South Africa, in England, in Spain, in Sweden, and, 
most recently, in Finland. It is consistent \vith the 
findings of other investigators in Guatemala, in 
Israel, in India, in Nigeria, and in West Germany. 
So far, all investigations on populations subsisting 
on low-fat diets show a low incidence of athero¬ 
sclerosis and coronary heart disease and a low 
average level of cholesterol in the blood in com¬ 
parison with populations who subsist on high-fat 
diets. 

Chlorothiazide: An Oral Diuretic. R. I. S. Bayliss, 
D. Marrack, J. Pirkis and others. Lancet 1:120-124 
(Jan. 18) 1958 [London]. 

The authors report their initial experience with 
a new nonmercurial diuretic, chlorothiazide (6- 
chloro-7-sulf amyl-1,2,4 benzathiadiazine-l,l-dio.x- 
ide). The response to chlorothiazide therapy was 
studied in 24 patients, of whom 17 had congestive 
cardiac failure and the remainder had edema from 
various causes. Of the patients with congestive 
cardiac failure, 11 had responded poorly to the ad¬ 
ministration of mersalyl. A daily dose of 2 Cm. of 
chlorothiazide produced good results (with clearing 
of the edema) in 14 patients; in 7 patients the 
results were less satisfactory, and in 3 they were 


poor. Chlorothiazide may be effective in patients 
who do not respond to mersalyl, and it enhances 
the response to mersalyl even in patients who have 
become mersalyl-resistant. Except for 1 patient who 
developed malaise and anore.xia, no to.xic effects 
were observed. Chlorothiazide may cause potas¬ 
sium depletion, particularly if continuous treat¬ 
ment uiffa 2 Cm. daily is given over a long period. 
In refractor}' cases this dosage may be required 
and should be supplemented xwth 2 to 6 Cm. of 
potassium chloride (sufiBcient to maintain a normal 
serum potassium level). In less severe cases which 
respond quickly, a smaller dose of chlorothiazide 
(1 to 1.5 Cm. daily) may sufiBce, and for mainte¬ 
nance therapy the drug may be given intermittently 
on 3 or 4 days each week. 

SURGERY 

Stab Wound of the Aortic Arch. R. Perkins and 
T. Elchos. Ann. Surg. 147:83-86 Gan-) 1958 [Phila¬ 
delphia]. 

A 16-year-old youth was brought to the emer¬ 
gency room of the Universit}' of Alabama Hospital. 
He was conscious but apprehensive and stated that 
30 minutes earlier he had been stabbed in the neck 
with a “s\\'itch-blade” knife. He complained of 
shortness of breath and sharp inspirator}’ pain on 
the left side of the chest. 'There was a 4-cm. lacera¬ 
tion in the suprasternal notch which showed mod¬ 
erate bleeding of bright red blood, controlled by 
bandage. Initial treatment consisted of bilateral 
intravenous infusions of isotonic sodium chloride 
solution, followed by whole blood when this be¬ 
came available, nasal administration of ox}’gen, 
3,000 units of antitetanic serum, and 0.5 cc. of 
tetanus toxoid. During the initial evaluation and 
treatment the patient became more dyspneic, ap¬ 
prehensive, violent, and uncooperative. Respirator}' 
stridor developed, and the blood pressure dropped 
to 80/0 mm. Hg. 

In the operating room the left side of the pa¬ 
tient’s chest was opened in the 4th anterior inter¬ 
space, and blood and some air gushed out. It was 
evident that a major vessel had been lacerated, 
%vith hemorrhage initially into the mediastinum, 
later extending into the pleural space on the left, 
and that collapse had resulted from e.xsanguination, 
tension hemopneumothorax, and ano.xia due to 
tracheal compression. The heart was in standstill, 
and cardiac massage was begun. 'The transfusion 
rate was increased. Further e.xposrue was gained 
by splitting the stemtun vertically and retracb'ng 
the upper part of the anterior thoracic cage on 
the left. 'The mediastinum was a mass of blood 
clot and hemorrhagic fat, in the depths of which 
could be found an area where bright red blood 
was spurting. Finger pressure control was possible, 
but some blood loss continued during attempts to 
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visualize the area. Initial dissection indicated lacera¬ 
tion of the proximal innominate artery. The distal 
innominate artery was ligated. Some control of 
bleeding resulted, and it was then possible to 
ascertain that the laceration involved the base of 
tlie innominate artery and extended on to tlie aortic 
arch for about 1.5 cm., the total laceration being 
about 2 cm. long. 

Complete control was secured by placement of 
Allis clamps as the finger was withdrawn; then a 
Potts .clamp was applied longitudinally to exclude 
the laceration but not to obstiuct the aorta. The 
laceration was repaired with continuous over-and- 
over everting fine silk suture. Blood clot was 
evacuated from the mediastinum, and the innom¬ 
inate veins and trachea were explored and found 
to be intact. Heart beat recurred spontaneously 
after 15 minutes, and after 30 minutes it was sh'ong 
and regular. Postoperatively, the patient reacted 
well from anestliesia, and there was no evidence 
of cerebral damage. The pulse and blood pressure 
remained stable. A stab wound of the aorta would 
appear to be a more serious injury than a stab 
wound of the myocardium, primarily because ex- 
sanguination occurs more quickly. The authors 
believe that the few patients with aortic laceration 
who survive to reach tlie hospital should be sal¬ 
vageable by a radical surgical approach, which 
involves immediate thoracotomy, witli control of 
' emorrhage, rapid replacement of blood volume, 

■ • d cardiac resuscitative measures. 

Colonic Replacement of Distal Esophagus and 
Proximal Stomach in tlie Management of Bleeding 
Varices in Children. C. E. Koop and S. R. Roddy. 
Ann. Surg. 147:17-25 (Jan.) 1958 [Philadelphia]. 

The authors describe their experience with the 
iise of a colon transplant to replace a resected lower 
esophagus and upper stomach in an attempt to con¬ 
trol bleeding from esophageal varices when other 
methods have failed. Several years ago they at¬ 
tempted such a procedure without success in a 
child who was near death. Five children, ranging in 
age from 20 months to 16 years, have since been 
operated on electively after hemorrhage and subse¬ 
quent to at least 1 attack of bleeding. The opera¬ 
tion was carried out through a combined thoracico- 
abdominal approach, the diaphragm being cut only 
to within 2 to 3 cm. of the esophageal hiatus because 
of the varicosities in that area. A segment of trans¬ 
verse colon, 10 to 12 cm. in length, was then selected 
to the left of the middle colic artery and isolated, 
after which continuity of the colon was reestablished 
by end-to-end anastomosis. [All the patients had 
been prepared for operation by means of enemas 
and neomycin administered by mouth.] When the 
colon was ready for transplantation, the diaphrag¬ 
matic incision was extended to the esophagus, 
hemostasis obtained, and the esophagus divided 


3 to 5 cm. above the esophagocardiac junction. An 
anastomosis between the esophagus and the prox¬ 
imal end of the transverse colon transplant was 
then carried out. The gastrohepatic ligament was 
divided far enough to permit resection of about 5 
cm. of the stomach as measured along the lesser 
curvature. The open end of the proximal part of 
the stomach was closed in layers, leaving an un¬ 
sutured area at the lesser curvature (greater curva¬ 
ture in 1 case) for anastomosis to the distal end of 
the colon transplant. A nasogastric tube was passed 
through both anastomoses of ^e stomach, with 
holes cut in it above each suture line. The dia¬ 
phragm was then reapproximated, so that the 
esophageal hiatus was at the level of the midpoint 
of the transplant. Because of the serious nature of 
tire underlying lesion, the procedure described must 
be considered to be only palliative, but it would 
seem to be a worthwhile addition to the manage¬ 
ment of bleeding esophageal varices. 

Visual Repair of Congenital Aortic Stenosis During 
Hypothermia. H. Swan, R. H. Wilkinson and S. G. 
Blount Jr. J. Thoracic Surg. 35.T39-153 (Feb.) 1958 
[St. Louis]. 

Tlie authors report on 8 boys and 2 girls, be¬ 
tween the ages of 14 months and IS years, and 1 
26-year-old man witli congenital obstruction to left 
ventricular outflow, either at the aortic valve or at 
subvalvular level, who were selected from 57 pa¬ 
tients with congenital valvular or subvalvular 
stenosis and were operated on with the aid of gen¬ 
eral hypothermia, circulatory arrest, and open 
transaortic plastic revision of their stenotic lesions. 
Subvalvular stenosis, which was present in 3 pa¬ 
tients, consisted of a ring or collar of firm, whitish, 
fibrous tissue encircling die outflow tract of the left 
ventricle. This ring was located from 1 to 2 cm. be¬ 
low the valve in each patient. The ring involved the 
lowest edge of tlie right valve cusf^ in 1 patient. The 
posteromedial attachment of these obstructing col¬ 
lars was across the ventricular aspect of the aortic 
leaflet of the mitral valve. Of great importance was 
the uniform participation of tlie valve and the valve 
ring in the phenomenon of poststenotic dilatation. 
This participation may conhibute a roentgeno- 
graphic contour suggesting the subvalvular loca¬ 
tion of the lesion and also permit operative exposure 
through the valve ring by way of die aortic incision. 
Valvular stenosis was present in 8 patients and was, 
in general, of the type 2 stenosis of the pulmonary 
valve. The cusps were formed, and thickened 
fused commissures existed. The opening in th® 
valve in all the patients was remarkably constan, 
averaging about 8 mm. in diameter. In no patien 
was calcification present. Bicuspid valves w’cre 
found in 2 of the 8 patients, and another ha 
essentially a bicuspid valve except that 
commissure was partially formed. Incision o i 
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incompletely formed commissure resulted in signifi¬ 
cant postoperative regurgitation. Incision into such 
commissures, if tliey are present, should be avoided. 

Recommendation for surgery depended on the 
clinical evidence of severe stenosis associated with 
left ventricular h>'pertrophy. Mild to severe sjonp- 
toms, such as episodes of sjmcope, exertional 
dyspnea, dizzy spells, e.xcessive perspiration, and 
decreased exercise tolerance, were obser\'ed in 8 
of the 11 patients. Three patients died, 1 on the 
day of operation of acute and intractable conges¬ 
tive failure after removal of a subaortic lesion, 1 of 
tracheobroncliitis on the 5th postoperative day, and 

1 of hemorrhage from a pseudoaneurysm at the 
aortic suture line on the 27th postoperative day. 
The results of operation in the 8 sm^dving patients 
were encouraging but not uniformly ideal. All these 
patients are considered to be improved, but slight 
to moderate aortic insufficiency exists in 4. Open 
operation on the congenital obstruction of the 
aortic valve and subvahmlar stenosis is technicall)' 
feasible with tlie aid of hypothermia, by surface 
immersion, and with circulatory occlusion. The 
operation has definite risks and should be applied, 
at the present time, only to selected patients. The 
most consistent results, in the long run, will be 
achieved in those with the subvalvular type of 
obstruction in whom the risk of creating post¬ 
operative aortic regurgitation does not exist, and 
if care is taken not to injure the aortic leaflet of 
the mitral valve, relief of the obstruction should 
be quite adequate. Because of the precision re¬ 
quired in the actual operative maneuvers for the 
correction of congenital aortic stenosis, open direct- 
vision technique is an essential component of the 
surgical therapy for this lesion. 

Studies on Adequate Protein Nutrition in Patients 
After Radical Gastrectomy. A. Bucko. Deutsche 
Ztschr. Verdauungs^. 17:275-281 (No. 6) 1957 (In 
German) [Leipzig].' 

After total gastrectomy there occurs an excessive 
loss of nitrogen in the feces, which leads to a 
negative nitrogen balance, and there is also gen¬ 
erally an increased excretion of fats in the feces. 
To compensate for this loss, the protein intake of 
these patients must be increased. To ascertain 
the optimal intake of protein in patients who have 
undergone total gastrectomy, the author made 
nitrogen-balance studies in 14 patients (12 men and 

2 women) after total gastrectomy. Gastrectomy had 
been performed more than 6 montlis previously on 
all the patients, and in some cases 6 years had 
elapsed since gastrectomy, the average period being 
18 months. All the patients showed signs of im¬ 
paired nutrition. They had lost from 2 to 39 kg. 
(4.4 to 85.8 lb.) in weight, an average of about 
14 kg. (30.8 lb.). Three series of experiments were 
carried out. In the first experiment, tire diet pro- 


\aded an average of 1.72 Gm. of protein per kilo¬ 
gram of body weight per day, and the patients were 
fed 5 times a day. In the second e.xperiment, prac¬ 
tically the same diet was given, except that tire 
protein intake of 1.8 Gm. per kilogram of body 
weight was slightly higher and the patients were 
fed 10 times a day. In the third experiment, the 
protein intake was increased to 2.55 Gm. per kilo¬ 
gram of body weight, and these patients were fed 
10 times a day. The nitrogen balance was ascer- 
tairred in all these patients by studying the excre¬ 
tion of nitrogen in the urine and in the feces. The 
studies revealed that in patients with total gastrec¬ 
tomy the upper limit of optimal protein intake is 
2.3 Gm. per kilogram of body weight. Animal pro¬ 
tein should predominate over vegetable protein in 
a ratio of 3:1, because it is better utilized. How¬ 
ever, such large quantities of protein are not well 
tolerated, even when the patients are fed 10 times 
a day; with only 5 meals daily such large quantities 
of protein cannot be given. 

The Surgical Treatment of Stenotic or Regurgitant 
Lesions of the ACtral and Aortic Valves by Direct 
Vision Utilizing a Pump-Oxygenator. C. W. Lillehei, 
V. L. Gott, R. A. DeWall and R. L. Varco. J. Tlior- 
acic Surg. 35:154-191 (Feb.) 1958 [St. Louis]. 

Tire authors report their experience at the de¬ 
partment of surger)’ of the Minnesota Medical 
School in Minneapolis wth a pump-oxygenator for 
the curative treatment of aortic stenosis, aortic re¬ 
gurgitation, mitral stenosis, and mitral regurgitation 
by use of total cardiopulmonary' byqpass and open 
cardiotomy. Normal body temperature was main¬ 
tained during the surgical intervention to reduce the 
incidence of cardiac arrhythmias and to achieve 
maintenance of the oxygenator blood at or a degree 
or 2 above the patients body temperature which 
effectively controls oxygen tension during oxy'gena- 
tioD. The unilateral posterolateral thoracotomy 
on the right through the bed of the 4th or the 5th 
rib offers excellent access to the aortic or mitral 
valve areas, and the good exposure afforded by 
use of this incision has been an important factor 
in the successes obtained. Occasional patients with 
other congenital lesions in tire left side of the 
chest may require a bilateral anterior thoracotomy. 

Retrograde perfusion of the coronary' sinus in 
combination with the pump-oxygenator to permit 
wsualization of the aortic valve while maintaining 
the myocardial blood supply was utilized in 8 
patients, behveen the ages of 7 months and 52 
years, for aortic valvuloplasty. Five of these pa¬ 
tients with aortic vah'ular disease survived tlie 
operative procedure and attained excellent clinical 
improvement after the vah'uloplasty. Two of the 
3 deaths occurred in children with congenital aortic 
stenosis. The otlier failure was due to the produc¬ 
tion of aortic insufficiency in a 28-year-old patient 
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with a severe distortion and calcification of the 
valve due to acquired disease. For patients with 
such rigid and distorted valves it is now believed 
to be better to relieve the stenosis by creation of a 
bicuspid aperture. In tlie other acquired lesions 
with less advanced destruction and a greater degree 
of flexibility remaining, restoration of the triangular 
orifice still is sought for. In all the patients oper¬ 
ated on, tlie retroperfusion of the coronary sinus 
appeared to protect the myocardium well against 
anoxia. There were no instances of cardiac ar- 
rli>1Iimia, even though a significant number of the 
patients had far-advanced left ventricular disease. 
Acetylcholine-induced asystole was used in com¬ 
bination with retroperfusion of the coronary sinus 
in 2 of the 8 patients. After commencing the per¬ 
fusion of the coronary sinus, acetylcholine was in¬ 
jected into the retrograde catlieter and provided 
a dry, still field while the aortic valvuloplasty was 
being performed. Both patients had an excellent 
clinical result. 

Commissurotomy was pei-formed on a 49-year- 
old woman with acquired calcific aortic stenosis, 
utilizing total cardiopulmonary bypass during only 
5 minutes of complete myocardial ischemia at nor¬ 
mal temperature. The heart continued to beat dur¬ 
ing tliis time, and no cardioplegic drug was used. 
Despite the short period of total cardiac ischemia, 
the method resulted in extensive myocai'dial ne¬ 
crosis, causing the patient’s death 36 hours after the 
surgical intervention; this approach is, therefore, 
not recommended for aortic valve surgery. Total 
cai-diac ischemia, even witli the additional protec¬ 
tion offered by the potassium citrate-induced 
asystole, proved to be a dangerous practice in hearts 
with advanced states of aortic valvular disease; 
both patients in whom this method was used died 
on the operating table due to the inability to re¬ 
store a left ventricular beat. Acetylcholine-induced 
asystole with total cardiopulmonary bypass was 
utilized in 6 patients with aortic valvular disease 
and proved to be of value when the arrest interval 
was brief. However, a significantly greater inci¬ 
dence of arrhytlimias occurred than when rebuper- 
fusion was used. One operative death in this group 
occurred in a patient in whom a more prolonged 
procedure was required. Current practice has been 
to use the acetylcholine-induced arrest in patients 
with congenital lesions in whom the operative re¬ 
pair requires less time and the myocardium gen¬ 
erally has a greater reserve. Retrograde perfusion 
of tlie coronary sinus, combined with retrograde 
acetylcholine cardioplegia if needed to facilitate 
exposure, is the recommended procedure for all pa¬ 
tients with advanced degrees of acquired aortic 
valvular disease. 

A successful complete correction of pnmary aortic 
insufficiency was obtained in a 52-year-old woman 
with acquired calcific aortic regurgitation and ste¬ 
nosis by converting the valve leaflets by suture to a 


bicuspid orifice and inserting a prosthetic replace¬ 
ment to make up for any shrinkage or loss of tissue 
substance. Surgical repair of pure mitral insuffi¬ 
ciency utilizing the pump-oxygenator was per¬ 
formed on 5 patients between the ages of 15 and 
43 years; 4 of these were subjected to an an- 
nuloplasty consisting, in part, of selective suturing 
of the annulus fibrosus under direct vision to reduce 
its circumference commensurate with the area of 
valvular tissue present. Insertion of a prosthetic 
valve leaflet was performed in the 5th patient with 
substantial loss of leaflet substance. Before the 
surgical intervention all the patients had been 
seriously incapacitated by severe mibal regurgita¬ 
tion. There has been no operative or late dead). 
All the patients are alive and are significantly im¬ 
proved. The first patient, who has been followed 
postoperatively for more tlian 1 year, has not only 
sustained his initial gains but has continued to im¬ 
prove. Surgical correction of mitral insufficiency is 
feasible, effective, and lifesaving. Five additional 
patients with pure mitral stenosis assSciated svith 
other complicating factors or lesions had mitral 
commissurotomies under direct vision during total 
cardiopulmonary bypass utilizing the pump-oxy¬ 
genator. There was 1 operative dead). The 4 sur¬ 
vivors have been benefited significantly. 

The Clinical and Physiologic Criteria for Surgical 
Correction of Mitral Insufficiency. J. C. Davila, R. P. 
Glover, P. Jumbala and others, J. Thoracic Surg. 
35:206-231 (Feb.) 1958 [St. Louis], 

The authors report on 7 male and 42 female 
patients, between the ages of 7 and 58 years, with 
mitral insufficiency. All 49 patients were on a 
medical regimen for congestive failure. The regi¬ 
men consisted of administration of digitalis prep¬ 
arations and mercurial diuretics, provision of a low- 
sodium diet, and marked restriction of activity 
for periods averaging 7.8 years. Twenty-six pa¬ 
tients were medically intractable, and 23 responded 
to medical management. Circumferential suture of 
the mitral valve was used to correct mitral in¬ 
sufficiency in 43 of the 49 patients. Nineteen pa¬ 
tients were alive after the operation, 14 died 
8 months after the operation, and 10 died wimin 
the first postoperative week. An analysis of objec¬ 
tive and clinical findings preoperatively, at surgica 
intervention, and postoperatively and an analysis 
of the results of corrective surgery warrant the 
following conclusions. Pure or predominant nntra 
insufficiency can be corrected mechanically, pw 
vided that mobility and flexibility of the vahai n 
area are retained. Despite satisfactory correction 
of the regurgitant lesion, lasting benefit cannot 
expected in patients in whom myocardial conPao 
tility is destroyed by compensatory overdilata on 
When valvular- damage is excessive and m) 
cardial exhaustion has supervened, surgica m 
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vention can be of no value. If surgical treatment 
is to be successful in the advanced stages of the 
disease, means must be sought to improve myo¬ 
cardial function. Ligation of the vena cava below 
the renal veins may be of some value in this re¬ 
gard. Proper selection of patients should make pos¬ 
sible the reduction of operative mortality, should 
eliminate late deaths, and should lead to the at¬ 
tainment of consistent and highly satisfactory re¬ 
sults. Current methods of preoperative study, both 
clinical and objective, are inadequate to evaluate 
the state of the myocardium. The size of the heart 
as determined by x-ray examination, the degree of 
pulmonary hypertension, and the left ventricular 
end-diastolic pressure are the only parameters 
which correlate in any manner %vith the results of 
surgery. The clinical and operative findings, par¬ 
ticularly the latter, are currently the most useful 
guide to prognosis. 

Coarctation of the Abdominal Aorta: A Case Suc¬ 
cessfully Treated Surgically. F. S. Gerbasi, R. S. 
Kibler and A. M. Margileth. J. Pediat. 52:191-198 
(Feb.) 1958 [St. Louis]. 

The authors report on an 11-year-old girl who 
since the age of 7 years had had frontal headaches 
which occurred about 3 or 4 times each year and 
which were associated with nervousness and occa¬ 
sional nausea. A heart murmur was noted by the 
family physician. A blood pressure of 180/120 mm. 
Hg in both arms, diminished femoral pulsations, 
and inability to obtain a blood pressure in either 
leg was revealed on examination by the cardi¬ 
ologist. A systolic murmur, grade 3 in intensity, was 
heard along the sternal border on the left and also 
in the posterior part of the chest on the left. A 
chest roentgenogram revealed rounding of the left 
ventricular shadow suggestive of early h)'per- 
trophy. The aortic knob was prominent. The elec¬ 
trocardiogram revealed depression of the S-T 
segment in leads Vg and Vc. The corrected Q-T 
interval was 0.26. A diagnosis of coarctation of the 
aorta was made. 

The patient was given a general anesthetic, and 
a left parascapular incision was made. The 4th in¬ 
terspace was entered, but no definite coarctation 
of the aorta could be seen. On palpation of the 
lower thoracic aorta, a thrill was felt at the aortic 
hiatus of the diaphragm, and it was noted that the 
intercostal vessels in the lower thorax were much 
larger than those visualized above. An oblique ex¬ 
tension of the previous incision was made and was 
carried down over the 8th interspace. The lower 
portion of the thoracic aorta and the upper portion 
of the abdominal aorta were exposed. About 2 cm. 
caudal to the aortic hiatus the aorta became almost 
solid. The procedure was terminated, the patient 
made a rapid recovery, and 9 days later a retro¬ 
grade aortogram was performed which showed a 


coarctation, approximately 3 cm. in lengtli, extend¬ 
ing from the first lumbar vertebra to about 2 to 3 
cm. above the origins of the renal arteries. Con¬ 
siderable collateral circulation was noted between 
the lower intercostal and the lumbar arteries. Three 
weeks after the first operation the patient was re¬ 
operated on. An incision was made through the 9tlr 
intercostal space and was carried down over the 
anterior abdominal wall to a level 3 cm. below the 
umbilicus. The abdominal aorta was exposed retro- 
peritoneally. The narrowing of the aorta was above 
the renal arteries and involved the celiac axis. Be¬ 
cause of its unusual location the entire defect was 
bypassed, and- an aortic homograft was used suc¬ 
cessfully as a shunt about the constricted area. If 
a replacement graft had been inserted, it would 
have been most difficult to anastomose the branches 
of the celiac axis to the graft, since these vessels 
were of such small caliber that the likelihood of 
such anastomoses remaining patent would have 
been small. The patient tolerated the procedure 
well, and the postoperative course was relatively 
uneventful. The blood pressure varied between 112 
and 170 mm. Hg systolic and between 80 and 120 
mm. Hg diastolic. Nine months after the second 
operation the patient was well and had been on full 
activity during the previous 2 months. The cardiac 
murmur was absent. The blood pressure was 
110/70 mm. Hg in the arms, 120/80 mm. Hg in the 
left leg, and 95/75 mm. Hg in the right leg. Sur¬ 
gical correction of such lesions is the only satisfac¬ 
tory method of treatment. 

Leiomyosarcoma of the Lung. H. Yacoubian, J. E. 
Connolly and R. H. Wylie. Ann. Surg. 147:116-123 
(Jan.) 1958 [Philadelphia]. 

Leiomyosarcomas of the lung are rare. A review 
of the literature has revealed 12 cases, 6 of the pa¬ 
tients being treated successfully by resection. The 
case presented here is the 13th case on record and 
the 7th in which the patient was treated successfully 
by operation. The patient was a 29-year-old woman 
who was admitted to the Bellevue Hospital chest 
service with a 1-week history of headache, fever, 
chills, and cough productive of increasing amounts 
of thick yellow purulent sputum. Four days prior 
to admission a right-sided pleuritic chest pain de¬ 
veloped, and the patient had bright red hemoptysis. 
A chest film revealed diffuse haziness on the right 
side below the 7th rib posteriorly, radiating from 
the hilus and obscuring the base and costophrenic 
angle. In response to treatment with penicillin and 
Aureomycin, the fever subsided. However, al¬ 
though a chest film showed clearing at the base, 
an ill-defined shadow persisted in the region of the 
hilus of the right lung. On lateral chest films this 
shadow was seen to be located in the region of the 
superior segment of the lower lobe of the right 
lung. Bronchoscopy revealed a smooth, pink, poly- 
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^id mass measuring 1 by 1 cm., growing out of 
the superior segmental orifice of the lower lobe 
of the light lung. It was friable and bled excessively 
when a specimen was removed for biopsy. The bi¬ 
opsy report was leiomyosarcoma. Because of the 
proximity of this tumor mass to the upper lobe 
bronchus, it was elected to perform a pneumonec¬ 
tomy. A concomitant 4-rib thoracoplasty was done. 
The patients postoperative convalescence was un¬ 
eventful. Microscopic sections revealed a leiomy¬ 
osarcoma. The IjTnph nodes in the specimen were 
not involved. The jpatient has remained well and 
has been free of disease 1 year after resection. 

The 12 cases of leiomyosarcoma of the lung pre-' 
viously reported are briefly reviewed. Tliese tumors 
are usually centrally located, arising in die major 
bronchi. In 8 of the 13 cases the tumor was acces¬ 
sible by bronchoscopy and arose in a main stem 
bronchus or in 1 of its major branches. Leiomy¬ 
osarcomas seem to gi-ow slowly and extend locally 
by direct continuity. They are not, however, as 
invasive locally as carcinomas. They metastasize 
late by hematogenous dissemination. Bronchoscopic 
biopsy should establish the diagnosis. The symp¬ 
toms are primarily respiratory. Hemoptysis is more 
common than in carcinoma of the lung. The cure 
rate after resection in cases of leiomyosarcoma 
should be high compared with carcinoma of the 
lung. Ex-ploratory thoracotomy should be done in 
all cases where there are no demonstrable metas- 
tases. 

■he Management of Perforative Carcinoma of the 

Colon. G. A. Donaldson. New England J. Med. 
258:201-207 (Jan. 30) 1958 [Boston]. 

The 182 patients reviewed comprised 7.8% of all 
patients with carcinoma of the colon treated at the 
Massachusetts General Hospital over a 20-year 
peiiod. Three types of perforations are differ¬ 
entiated: (1) free rupture into the peritoneal cavity; 
(2) local abscess formation; and (3) formation of a 
fistula to a hollow viscus. Largely because of the 
ulcerating, inflammatory nature of all these lesions, 
the area of disease tends to become walled off be¬ 
fore perforation occurs. In this group 93 (51%) of 
the patients had a local abscess; 50 (28%) had fistula 
formation; and 39 (21%) had free perforation. Sixty- 
six per cent, or 121 patients, came to resection, and 
84 of them were operated on more than 5 years ago. 
Resectability is influenced largely by the ability to 
survive a preliminary drainage or bypass opera¬ 
tion. Operative mortality is high and is related to 
the type of perforation and the operative pro¬ 
cedure performed. 

This opinion is supported by the deaths among 
the 121 patients undergoing removal of the tumor 
either as a primary or as a secondary procedure. 
Here 12 deaths, representing a mortality of 10%, 
occurred at the time of the primary or definitive 


surgery. In the more critically ill, drainage and 
exteriorization were done, with a mortality of 25 
and 38% respectively. Nine per cent of 68 patients 
subjected to a bypassing procedure and later to a 
resection succumbed to one of these operations, 
whereas only 5% of 41 patients died as a result of 
a primary rerhoval of the tumor. Twenty-eight of 
73 patients surviving resection are alive 5 years or 
more after surgery. The fistula group contributed 
14, or 50%, of the 28 patients who survived for 5 
years. Lesions in the transverse colon presented the 
highest salvage rate, namely, 60%. The type of 
primary operation chosen and the involvement of 
regional lymph nodes also have a bearing on 5-year 
salvage. The author makes suggestions on the pre¬ 
ferred method of management of the various types 
of perforations in the various areas of the large 
intestine. 

Clinical Contribution to Resection Therapy of Pul¬ 
monary Tuberculosis. H.-A. Korn. Ztschr. Tuberk. 
110:133-143 (No. 3 and 4) 1957 (In German) [Leip¬ 
zig]- 

This report is concerned with observations on 
100 pulmonary resections carried out on patients 
with tuberculosis in the course of 2 years. Repeated 
resections and exploratory or repeated thoracot¬ 
omies are not included in this number. Twelve of 
the 100 patients had bronchostenosis and atelecta¬ 
sis with large and inflated cavities, pulmonary 
desti-uction, and residual empyema cavities; 53 pa¬ 
tients had caseous foci with filled cavities, caseous 
foci with breakdown into small cavities and sur¬ 
rounding tuberculous dissemination, and caseous 
pneumonic tuberculosis; 14 had tuberculomas 
(round foci of stratified structure); 4 had tubercu¬ 
losis and bronchiectasis (post-tuberculosis syn¬ 
drome); and 17 patients were subjected to resection 
after collapse therapy had failed, and the remaining 
cavities had either proved resistant to treatment or 
cavitation had recurred. The 100 patients included 
56 women and 44 men, whose ages ranged from 13 
to 51 years. In 74 of the patients the .sputum con¬ 
tained tubercle bacilli before the operation, whereas 
in the remaining 26 patients the sputum was free 
from tubercle bacilli, but in 12 of this last group a 
smear from the surgical specimen yielded tubercle 
bacilli. In 59 of the patients the tuberculosis hac 
been in existence for less tlian a year, but 17 of the 
patients had had tuberculosis for 5 years or more. 

The extent of the resection varied; 8 patients were 
subjected to pneumonectomy, 57 to lobectomy, an 
34 to segmental resection, and in 1 patient a wedge 
excision was carried out. All resections were came 
out under cover of streptomycin therapy. 
with streptomycin was generally begun from 
14 days before the operation, and it was conhnue 
after the operation, generally until an average os 
of 30 Gm. had been administered. Only 1 pn ^ 
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died as the result of pulmonary resection 6 hours 
after operation; death seemed to be due to hy¬ 
poxemia after pneumonectomy on the right side 
with a contralateral pneumothorax. Three patients 
had granulomas of the bronchial stump, and in 1 of 
these tubercle bacilli again appeared in the sputum. 
Two patients had recurrences in the form of early 
reactions; in 1 patient the recurrence took the 
form of a contralateral recurrence and in the other 
of a homolateral reactivation. Complications, such 
as bronchial fistulas, pleural empyema, or pul¬ 
monary' embolism, were not observed in any of the 
patients. Proper selection of patients for pulmonary 
resection greatly increases the prospects of success. 
Patients should be prepared by a rest cure in a 
sanitarium, and then the most suitable time for 
the operation can be ascertained. Consistent post¬ 
operative therapy is also of great importance. 

Heterotopic Pancreatic Tissue Involving the Stom¬ 
ach. N. S. Martinez, C. G. Morlock, M. B. DockerU' 
and others. Ann. Surg. 147:1-12 (Jan.) 1958 [Phil¬ 
adelphia]. 

A review of the literature has disclosed reports 
of 154 surgical cases of heterotopic pancreatic tis¬ 
sue involving the stomach. This report summarizes 
the data in 51 cases observed at the Mayo Clinic; 
41 of these cases were previously unreported, thus 
bringing the total to 195. Heterotopic pancreatic 
tissue is found in patients of aU age groups but 
most commonly in those in the 4th and 5th decades 
of life. The incidence is slightly greater in male 
than in female patients. In this series the hetero¬ 
topic pancreatic tissue was pmrely an incidental 
finding in only 16 of the 51 patients; in all others 
the lesions were associated with clinical signs or 
roentgenologic manifestations or botlr. The condi¬ 
tion does not have a specific symptom complex. 
Pyloric obstruction is sometimes produced by in¬ 
termittent prolapse of the lesion through the pylorus 
or by proliferation of the surrounding muscle. 
Severe gastrointestinal bleeding occasionally oc¬ 
curs because of ulceration of the overlying gastric 
mucosa. 

About three-fourths of the patients in tliis series 
showed roentgenologic changes, which were most 
frequently consistent with a polypoid gastric tumor. 
The roentgenologic demonstration of barium-filled 
excretory ducts, seen head on or in profile, con¬ 
tained within the boundaries of a small (less than 
1.5 cm.) filling defect located in the antrum, justi¬ 
fies the diagnosis of heterotopic pancreatic tissue. 
The morphologic characteristics of these lesions 
vary with the gastric layers predominantly involved. 
Submucosal heterotopic masses of pancreatic tissue 
frequently present a nipple-like umbilicated ap¬ 
pearance. Most lesions occur within 5 cm, of the 
pylorus; they are susceptible to the usual path¬ 
ological changes, such as myomatous proliferation. 


ulceration, neoplastic changes, pancreatitis, and 
formation of cysts. The clinical course is. usually 
benign, but the presence of S3’mptoms and the 
roentgenologic demonstration of a lesion justify' 
surgical excision. When the lesion is found inci¬ 
dentally, its removal is indicated to obtain histologi¬ 
cal confirmation of its character and to obxdate 
development of clinical manifestations or patho¬ 
logical changes. The slight risk of operations in the 
present era justifies excision of all heterotopic 
masses of pancreatic tissue invoh'ing the stomach. 
Local e.xcision is the most suitable operation, and 
subtotal gastric resection is best reserr'ed for pa¬ 
tients in whom the true nature of the lesion cannot 
be established and malignancy is suspected. 

Clinicopathological Study of 94 Limbs Amputated 
for Occlusive Vascular Disease. P. J. Kell\', D. C. 
Dahlin and J. M. Janes. J. Bone & Joint Surg. 40 A: 
72-78 (Jan.) 1958 [Boston], 

A clinical study of 323 amputations with refer¬ 
ence to all factors that determine the site of ampu¬ 
tation in occlusive vascular disease included this 
anatomicopathological study of 94 amputated lower 
limbs. The amputations were performed at the 
Ma\’o Clinic between March, 1949, and April, 1951. 
ForU' of the limbs were amputated through the 
thigh and 54 below the kmee. These 94 extremities 
were dissected, and the vascular pathological 
changes were recorded on a sketch of the main 
arteries of the limb. The vessels studied included 
the anterior tibial, posterior tibial, and peroneal 
arteries, as well as the distal portions of the femoral 
and popliteal arteries when they were available'. 
The vessels were carefullx' examined grossly bs' 
making cross sections ever\' few millimeters. Multi¬ 
ple fresh frozen sections were prepared and exam¬ 
ined microscopically. After representative sections 
were selected in this manner, fixed sections were 
made and stained with hematoxylin and eosin and 
mth an elastic-tissue stain counterstained w’itli van 
Giesons solution. The clinical data on all the pa¬ 
tients who had such amputations xvere available. 

Dissection and miscroscopic examination of the 
40 limbs amputated above the knee demonstrated 
tlie segmental nature of the occlusive arterial 
lesions in atherosclerosis obliterans. Limbs ampu¬ 
tated above die knee that contained fresh thrombi 
in the femoral or popliteal arteries were clinically 
the most ischemic of die entire series of 94 limbs 
examined. Patients with diabetes mellitus ivho were 
subjected to amputation above the knee did not 
have fresh thrombi in the popliteal or femoral 
arteries. This correlates with the clinical finding 
that recent sudden arterial occlusion is relatively 
infrequent as the initiating factor for amputation in 
patients with bodi atherosclerosis and diabetes. The 
anterior tibial, posterior tibial, and peroneal arteries 
of limbs amputated for atherosclerosis obliterans 
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showed no. quantitative-diflPerences in .the degree 
of occlusion in diose amputated above the knee 
compared with tliose amputated below the knee. 
The old lesions of thromboangiitis obliterans may 
bear a strong histological resemblance to certain 
other thrombotic lesions, such as those secondary to 
emboli. The microscopic picture of thromboangiitis 
obliterans is not always specific, and its diagnosis 
requires that the pathologist be familiar with the 
clinical history and findings in all cases. 

Fusion of the Spine for Tuberculosis in Children: 
A Long-Range Follow-up Study. M, Cleveland, 
D, M, Boswdrth, J. W, Fielding and P, Smyrnis, 
J, Bone & Joint Surg. 40 A:91-106 (Jan.) 1958 
[Boston], 

The observations presented were made on 18 of 
42 children, who were treated by spine fusion for 
tuberculosis between 1929 and 1941. None of these 
patients received antituberculous medication, since 
the jperipd of treatment was before its discovery. 
Sixteen of the 18 were in poor general condition; 
die average age at the time of operation was 
years, the youngest being 1.9 years old and the 
oldest 12 years of age. As regai'ds ethnic groups, 
there was no essential difference between one and 
another in recovery, given equal surgical, medical, 
dietary, and general physical care. Two boys died 
of meningitis. One of them had tuberculosis of the 
spine, hip, and shoulder. Both hip and shoulder 
were successfully fused. A solid spine fusion of 
adequate length was obtained. This patient dis- 
- appeared from observation while in e.xcellent con¬ 
dition. The authors heard of his death several years 
’ later. The other boy had extensive tuberculosis of 
the cervicothoracic spine with destruction from the 
5tli. cervical to the 7th thoracic vertebra, inclusive. 
Fusion was done in 2 stages. Further extension of 
fusion was advised, but the patient was removed 
by his parents. He returned with paraplegia and 
sinuses from the spinal area and died. The 16 who 
survived now range in age from 18 to 36 years. 
Nine of them are essentially normal as judged by 
physical activity. Four are in excellent condition, 
but because of moderate kyphosis, apparent when 
unclothed, they cannot be considered normal. Two 
have considerable kyphosis which is apparent even 
when the patient is clothed. One has marked de¬ 
formity, with great constriction of the chest and 
loss of abdominal as well as thoracic space. All the 
patients with primary lumbar involvement had 
excellent results. 

Four of the girls married, and 2 of them have 
children. Two of the men are married, and botli 
are fathers. All the children are alive and well. 
Social adjustments are excellent in 10 patients, good 
in 3, moderately limited in 2, and considerably 
limited in 1.' The following points ai-e stressed in 
the concluding summary: 1. Spine-fusion masses 
grow and of themselves cause minimal deformity. 
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~.2.„Spine iusion-can ^decrease or may prevent col¬ 
lapse of diseased vertebral bodies in a child with 
tuberculous spondylitis. 3. No residual pelvic effects 
were noted in adults as a result of removal of iliac 
grafts from them as children. 4. Development of 
kyphosis may at times be the result of fatigue-stress 
fracture of tire fusion mass with spontaneous repair 
occurring unnoted. 5. Paraplegia in a child, due to 
vertebral tuberculosis, demands spine fusion, not 
laminectomy or evacuation of abscess. 6. Tubercu¬ 
losis of the spine in a child adequately treated by 
spine fusion can result in an excellent physical 
status in the adult. 


GYNECOLOGY & OBSTETRICS 

Arias-Stella Reaction as Diagnostic Aid in Extrau- 
terine Pregnancy. T. Frederiksen. Ugesk, Isger 
120:51-55 (Jan. 9) 1958 (In Danish) [Copenhagen], 

In 32 patients with extrauterine pregnancy who 
underwent operation, scrapings from preliminary’ 
curettage of the uterus were examined histological¬ 
ly. Special search was made for the endometrial 
changes described by Arias-Stella, said to occur 
when there is chorion tissue somewhere in the or¬ 
ganism. The changes are shown by the occurrence, 
especially focally, of glands in which some of the 
nuclei become large, hyperchromatic, and irreg¬ 
ular in form. The nuclei also lose tlieir polarity and 
are displaced luminaUy in the cells. The changes 
were found in 13 of the scrapings. In 6 cases there 
was not simultaneous decidual reaction. The num¬ 
ber of cases in which extrauterine pregnancy could 
be suspected increased from 38 to 56%. 

Stress Incontinence of Urine in the Female and 
Sling Operation. V, Hiilesmaa. Ann. chir. et gynaec. 
Fenniae 46:384-397 (No. 4) 1957 (In English) [Hel¬ 
sinki]. 

Seventy'-three women, between the ages of 
and 68 year's, most of them parous, with stress in¬ 
continence of urine underwent a sling operation at 
the women’s clinic of the University of Helsinh 
between January, 1951, and June, 1956. A flap o 
fascia, freed from die aponeurosis of the muscles 
in the abdominal wall, was utilized to form a slmg 
which, in the fashion of a hooked finger, elevate 
the urethral base and the bladder neck. A com 
bined abdominovaginal technique was used m 
patients and a purely abdominal technique m ■ 
The plastic repair was done .u 

Goebell-Frangenheim-Stoeckel method in 53 o 
64 patients; Aldridge’s method was employe 
9 patients and Sunde’s method in 2. For P' /, 

abdominal operations the technique descn e - 

Sjovall was employed. Nineteen of the J 
had been operated on prewously and nao 
rences of stress incontinence. Prolapse of “ j^, 
had occurred in 28 patients who had modera . 
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severe or severe incontinence. Of the 73 patients, 
2 had mild incontinence, 42 had moderately severe 
incontinence, and 29 had severe incontinence. Pre¬ 
operative urethrocystography was performed in 17 
patients and revealed abnormal widening of the 
urethrovesical angle var)'ing from 150 to 180 de¬ 
grees. 

Obstetric trauma is the principal cause of stress 
incontinence in women. Operative procedures in 
connection witli deliver^' were frequent (3 forceps 
deliveries and 9 breech deliveries with manual aid). 
The incontinence had started immediately after 
delivery in 24 patients, 3 of whom were delivered 
by forceps and 1 had a breech delivery witli manual 
aid. Only 7 patients had had 5 or more deliveries, 
but severe incontinence was about equally frequent 
in women with 1, 2, or 3 children. These data sug¬ 
gest that the number of deliveries as such does not 
increase the incidence or the severity of stress in- 
contiiience, but the importance of each deliver}' 
must be evaluated in the individual patient. 

Bladder lesions occurred in connection with the 
operation in 6 patients and a urethral lesion in 1; 
5 of these patients had an abdominal operation and 
2 an abdominovaginal operation. Because of the 
lower incidence of complications, the abdominovag¬ 
inal method may be considered more favorable. 
There were no deaths. Sixty-nine patients were 
followed up postoperatively from 6 months to 5 
years. Forty-sLx patients obtained a complete cure, 
17 were improved, and 6 (about 9%) were failures. 

Some Clinical Applications of Vaginal Smears in 
Gynaecological Endocrinology, F. Osmond-Clarke 
and M. Murray. Brit. M. J. 1:307-310 (Feb. 8) 1958 
[London]. 

Periodic or daily vaginal smears were obtained 
from 110 patients attending the endocrine clinic of 
the Chelsea Hospital for Women in London, and 
single vaginal smears were obtained from 40 pa¬ 
tients' attending the cancer follow-up clinic of the 
same hospital. The vaginal smears were obtained 
by aspirating the secretion from the posterior fornix 
of the vagina. The single differential stain now used 
in Shorr’s clinic in New York City was applied to 
the vaginal smears and gave satisfactory results by 
providing information concerning hormone activity. 
Like all present methods of observing ovarian 
function, vaginal cytology has its limitations, but it 
has the advantages of being simple, inexpensive, 
and nontraumatic and does not require the pa¬ 
tient’s admission to hospital or the use of laboratory 
animals. Furthermore, it permits a continuous 
rather than an isolated study of ovarian function. 
The daily percentages of each type of cell found 
in the vaginal smears were plotted graphically to 
record the functional state of the ovaries. The curve 
shoum by the comified cells, whose percentage 
varies in proportion to the amount of estrogen be¬ 
ing utilized in the body, proved to be the most indi¬ 


cative of ovarian activity. Conversely, the percent¬ 
age of basal cells varied wth the degree of atrophy 
of the vaginal epithelium. 

Clinically, vaginal cytology has been of value in 
amenorrhea to assess the degree and character of 
ovarian dysfunction, in the management of tlie 
menopause, and in infertilit}'. It has also been use¬ 
ful as a therapeutic index for patients with ovarian 
agenesis treated by implantation of estrogen, for 
pregnant women with a history' of frequent mis¬ 
carriages treated by implantation of progesterone, 
for patients given androgen therapy to counteract 
the effect of excessive estrogen, and for patients 
given small doses of deep x-ray therapy to stimulate 
ovarian activity. Vaginal cytology has been of aid 
in detecting the presence or absence of estrogens 
in patients with uterine carcinoma. 


PEDIATRICS 

Marchesani Syndrome. J. Zabriskie and M. Reis- 
man. J. Pediat. 52:158-169 (Feb.) 1958 [St. Louis]. 

The authors report on 2 siblings, a 9-year-old 
boy and his 6-year-old brother, with the syndrome 
first described by Marchesani in 1939, which con¬ 
sists of short stature, brachydactylia, and sphero- 
phakia, with associated myopia and glaucoma. 
Fourteen cases of Marchesani’s s>'ndrome in chil¬ 
dren between the ages of 9 months and 13 years, 
including the 4 original cases of Marchesani, have 
been collected from the literature. The authors’ 2 
patients represent the only offspring of 2 short 
parents who were first cousins; a maternal grand¬ 
mother was short, wore glasses all her life, and had 
cataract extractions late in life. One of the 2 pa¬ 
tients had evidence of infundibular pulmonary' 
stenosis, while the other had a probable interven¬ 
tricular septal defect. Only 1 of the 14 previously 
reported patients had a cardiac murmur. There 
seems to be general agreement that the Marchesani 
sy'ndrome represents an hereditary defect. The ap¬ 
pearance of incomplete syndromes (forme fruste), 
either spherophakia with normal e.xtremities or 
brachydactylia with normal eyes, suggests that mild 
brachydactylia represents a heterozygous inter¬ 
mediate, while severe spherophakia (with or witli- 
out brachy'dactylia) represents the homozygous re¬ 
cessive form. The occurrence of consanguinity' in 
several of the families reported further favors a 
homozy'gous recessive genotype. 

Marchesani and later Schmid commented on the 
striking contrast of their cases with those of Mar¬ 
fan. The patient u-ith Marfan’s sy’ndrome is tall, 
tending to ky'phosis and scoliosis of the spine. The 
extremities are long ss-ith “spider fingers” (arachno- 
dactyly). Congenital ectopia lends and congenital 
cardiac and vascular defects are often present. The 
Marchesani sy'ndrome and the Marfan syndrome 
are at opposite poles in many systemic respects. 
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but they share similar lens defects. Marchesani 
postulated that there was a single defect (dystrophia 
mesodermalis congenita), the 2 syndromes repx-e- 
senting the hypoplastic (arachnodactylic) and the 
hyperplastic (brachydactylic) variants. If Marfan’s 
syndrome is a hypoplastic mesodermal defect, then 
the result of a defect in the cardiac elastic tissues 
would result in lesions of a “dilating” nature, i. e., 
insufficiency and aneurysm. In a series of 28 patients 
with Marfan’s syndrome who died and on whom 
autopsies were performed, 11 had aortic cystic 
necrosis, 15 had aortic aneurysms, and 10 had aortic 
insufficiency. If one further postulated the con¬ 
verse for the Marchesani or hyperplastic syndrome, 
one would e.xpect cardiac lesions of a stenotic na¬ 
ture. The pulmonary stenosis in 1 of the authors' 
iratients is compatible with this somewhat tenuous 
hypothesis. 

Endocardial Fibroelastosis: Angiocardiographic 
Studies. L. M. Linde, F. H. Adams and B. 
O’Loughlin. Circulation 17:40-45 (Jan.) 1958 [New 
York]. 

'The authors report on 4 children, 2 boys and 2 
girls, between tlie ages of SVa months and 2 years, 
in whom the chronic form of primary endocardial 
fibroelastosis was diagnosed clinically and con¬ 
firmed by autopsy in 1. Selective biplane angiocar¬ 
diography, in which a 50% solution of sodium 
diprotrizoate (Miokon) was used as contrast me¬ 
dium, was performed in all patients. A striking 
finding was the unchanging size and contour of the 
left ventricle in consecutive cardiac cycles. Angio¬ 
cardiographic studies performed in patients with 
left ventricular enlargement and left ventricular 
failure without endocardial fibroelastosis showed 
mai’ked systolic and diastolic change in volume in 
the left ventricle and the left atrium. These obser¬ 
vations indicate that the unchanging size and con¬ 
tour of the left ventricle in the patients with endo¬ 
cardial fibroelastosis were not due to heart failure 
or left ventricular h>'pertrophy. All angiographic 
studies in the latter patients showed prolonged re¬ 
tention of dye in an enlarged left ventricle, as 
muscular contraction was apparently impaired by 
a splinting action of the thickened endocardium. 
These findings may help in understanding the 
pathological physiology in endocardial fibroelasto¬ 
sis and may be of aid in the antemortem diagnosis 
of tin's entity. 

Newly Recognized Myxovfruses from Children with 
Respiratory Disease. R. M. Chanock, R. H. Parrott, 
K. Cook and others. New England J. Med. 258:207- 
213 (Jan. 30) 1958 [Boston]. 

The studies described were designed to investi¬ 
gate the viral etiology of respiratory illness in in¬ 
fants and young children. Monkey kidney tissue 
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cultures maintained in Eagle’s basal medium were 
inoculated with 0.2 ml. of th'roat-swab fluid and 
incubated for 5 days at 37 C. Then, 0.2 ml. of a 
0.4% guinea pig erythrocyte suspension was added, 
and cultures were placed at 4 C for 20 minutes! 
The cultures were then examined microscopically 
for adsorption of red cells to the monkey kidney 
monolayer. If adsorption (hereafter called hemad¬ 
sorption) occurred, the tissue culture fluid was 
passed into a series of cultures for identification. 
The cultures that did not show hemadsorption at 
5 days were fed with fresh maintenance medium 
and tested again at 5-day intervals for an addi¬ 
tional 20 days. The phenomenon of hemadsorption 
was first described by Bogel and Shelokov. 

Two new myxoviruses were isolated from chil¬ 
dren with respiratory illness by means of the hem¬ 
adsorption technique and money kidney tissue cul¬ 
ture. Type 1 hemadsorption virus was recovered 
from 35 children; 8 of the children U'ere studied in 
hospitals, and 27 were involved in an outbreak of 
febrile respiratory illness in a nursery. In a single 
day's test of all children in the nursery, type 1 
hemadsorption virus was significantly more preva¬ 
lent among children who were ill, thus suggesting 
an etiological relation. Tyqoe 2 hemadsorption virus 
was recovered from 3 children hospitalized with 
croup. The hemadsorption viruses were distinct 
from types A, B, and C of the influenza virus and 
from other kmown myxoviruses. Type 2 hemadsorp¬ 
tion virus shared a common complement-fixing 
antigen with Sendai virus but could not be dis¬ 
tinguished from it by the hemagglutination-inhibi¬ 
tion and neutralization techniques. 


THERAPEUTICS 

lati'ogenic Adrenal Insufficiency. A. Vermenlen and 
K. Vuylsteek. Belg. tijdschr. geneesk. 13:1367-1373 
(Dec, 15) 1957 (In Flemish) [Leuven, Belgium]. 

Surgeons, realizing that ti-eatment with corticoids 
generally retards cicatrization, have discontinued 
the administration of corticoids several days before 
a surgical intervention; they believe that a fe\y in¬ 
fections of corticoti’opin will protect the patients 
against adrenocortical insufficiency and postopera¬ 
tive collapse. The seriousness of adrenocortica 
insufficiency that may result after treatment \vi 
corticoids is still not sufficiently appreciated, On 
the basis of a case history and of experimenta 
clinical studies, the authors emphasize the follow¬ 
ing points: 1. Probably hvo-tbirds of the patien 
who have been treated with prednisone or pie 
nisolone have insufficiency of the adrenal 
2. No clinical signs indicate the presence of 
insufficiency, and particularly the sodium 
tassium values may be completely normal, n) 
a functional test of the adrenal cortex will reve* 
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tlie insufficiency in that there is an inadequate in¬ 
crease in secretion of corticoids after stimulation 
witli corticotropin. A normal basal excretion of 
corticoids does not exclude the presence of a 
functional insufficiency, and a positive Thorn test 
likewise is not necessarily significant. 3. Tlie dura¬ 
tion and dosage of treatment witlr corticoids are 
only of secondary' importance, ^^filile functional 
insufficiency is more likely to occur after pro¬ 
longed treatment with large doses of corticoids, it 
has also been observ'ed after prednisone has been 
given for only a week in daily doses of 20 mg. 
4. Tlie severity' of the insufficiency shows great 
indiwdual variations. 5. This form of latent in¬ 
sufficiency may persist for months or even years. 
6 . The adrenal cortex can be reactivated by pro¬ 
longed stimulation with corticotropin. 

Adrenal insufficiency should alwa 3 'S be thought of 
in patients who have been treated with corticoids in 
. the last 2 years and whenever there is a postopera¬ 
tive shock not explainable by other factors. Treat¬ 
ment with corticoids should not be interrupted 
before an operation; on the contrary', immediately 
- before, during, and after the operation the dose 
should be increased. Reduced cicatrization is a 
disadvantage which certainly does not justify the 
extreme danger of acute aienal insufficiency. In 
patients in whom latent adrenal insufficiency is 
suspected, one should give during an operation 
and also during acute infection not only corti¬ 
cotropin but also large doses of corticoids; anti¬ 
biotics should likewise be given. To interrupt a 
course of corticoid therapy for 1 day during the 
week and administer corticotropin is of no value 
in the prevention of adrenal insufficiencies, and 
corticotropin stimulation is generally of too short a 
duration to have any effect. Ever>' course of corti¬ 
coid therapj' should be terminated with a pro¬ 
longed course of corticotropin, and administration 
of corticotropin should begin during the last several 
^ days of treatment with corticoids. Experimental 
studies have indicated that slow-acting cortico- 
' tropin should be given for at least 7 days. 

Nitroglycerin and Other Nitrites in the Treatment 
'I of Angina Pectoris: Comparison of Six Preparations 
and Four Routes of Administration. J. E. F. Rise- 
man, G. F. Altman and S. Koretskj'. Circulation 
17:22-39 (Jan.) 1958 [New York]. 

'y The comparative therapeutic value of 6 different 
• . nitrites, namely, glycerjd trinitrate (nitroglycerin), 
erythrol tetranitrate, mannitol hexanitrate, penta- 
erythritol tetranitrate, triethanolamine trinitrate 
'' biphosphate, and sodium nitrite, when administered 
by the oral, sublingual, subcutaneous, and percu- 
.taneous routes, was studied in 20 men and 14 
y) women with angina pectoris due to coronary artery' 
disease, most of whom were 51 years of age or over. 
^,/ This was done by measuring the amount of work 


that could be performed by the pah'ents under 
standardized conditions wthout inducing anginal 
pain and also by obserr'ing the clinical response 
and the exercise electrocardiogram. 

Glj'ceiyd trinitrate, erythrol tetranitrate, mannitol 
hexanitrate, and triethanolamine trinitrate biphos¬ 
phate were all much more effective sublingually 
than when swallowed. Glyceryl trinitrate and 
eryiihrol tetranitrate when administered sublingual¬ 
ly are among the most effective of all prophydactic 
agents available for the treatment of patients ^^'ith 
angina pectoris. The comparatively prolonged dura¬ 
tion of action of erydbrol tetranitrate, when given 
sublingually in doses of 30 mg. 3 times daily for at 
least 1 week, makes it especially valuable for clini¬ 
cal use. Glj'ceryl trinitrate and eiydbrol tetranitrate 
were also effective when administered parenterally' 
or by inunction, but their value was markedly lim¬ 
ited when swallowed. This suggests that these 
nitrites are inactivated in the gastrointestinal tract. 

Mannitol hexanitrate also was more effective 
sublingually than when sw’aUowed but was of lim¬ 
ited clinical value because of the large size of tire 
tablets available. Triethanolamine trinitrate was 
moderately effective when administered sublingu¬ 
ally but was of no demonstrable value when swal¬ 
lowed. Sublingual therapy wth this drug is limited 
because of the frequent glossitis that follows its 
use. Pentaerj'thritol tetranitrate showed little dif¬ 
ference in the frequency of response when admin¬ 
istered sublingually or when swallowed, but the 
increase in exercise tolerance was somewhat greater 
after sublingual administration. This drug was only 
of moderate value in the treatment of patients wth 
angina pectoris. Sodium nitrite was more effective 
when given subcutaneously than when given sub¬ 
lingually or when swallowed, but the degree of 
value was low and the frequency of untoward re¬ 
actions was too high to indicate clinical value. 

Treatment of Ascariasis wth Various Salts of Piper¬ 
azine. L. G. Goodwin and O. D. Standen. Brit. M. J. 
I;131-ia3 Qan. 18) 1958 [London]. 

The authors report on 770 patients, most of them 
schoolchildren, rvith ascariasis, who were treated 
wth piperazine preparations given as a single large 
oral dose in 2 successive trials carried out in Gam¬ 
bia, Africa. In the course of the first trial in 1955, 
386 patients were given a 3-Gm. dose and an addi¬ 
tional 56 were given a 4-Gm. dose equivalent of 
piperazine hexahydrate. The piperazine salts em¬ 
ployed were the citrate, adipate, phosphate, seba- 
cate, and stearate. Except for the bul^’ insoluble 
stearate which was mixed xrith water and given as 
a draft, all the salts were given in tablet form. A 
dose .equivalent to 3 Gm. of piperazine hexahydrate 
gave clearance in 293 (76%) of the 386-patients, 
and a dose equivalent to 4 Gm. of piperazine hexa¬ 
hydrate gave clearance in 23 (89%) of the 28 pa- 
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tients treated with piperazine phosphate and in 23 
(82%) of the 28 patients ti-eated with piperazine 
adipate^ Piperazine sebacate and piperazine stear¬ 
ate gave cleai-ance in 98 (86%) of the 114 patients 
treated with either one of these 2 salts in a 3-Gm. 
dose equivalent of piperazine hexahydrate, but they 
were impracticable in use on grounds of taste or 
bulk. It was established that the efficiency of piper¬ 
azine preparations is directly related to the content 
of the base and is little influenced by tlie nature of 
the salt. 

In the course of the second trial in 1956, 328 
patients with ascailasis were treated with piperazine 
citrate syrup or solid piperazine citrate in tablet 
form. The large dose of 4 Gm. of piperazine was 
given to all patients in order to obtain a maximal 
clearance rate from a single treatment. Seventy-six 
(84%) of the 91 patients who received the solid 
preparation were cleared, and 38 (86%) of 44, 87 
(88%) of 99, and 82 (87%) of 94 patients were 
cleared, respectively, with piperazine citrate syrup 
when tlie syrup was used after storage for 6 months 
at 50 C (122 F), at 37 C (98.6 F), or fresh. Piperazine 
citrate syrup thus was found to be stable at elevated 
temperatures, to be as effective as solid citrate, 
adipate, or phosphate, and to be of more practical 
value than tablet preparations in mass treatment 
on grounds of rapidity of dosage, rigidity of control, 
and palatability. No toxic side-effects were observed 
after a single dose of 4 Gm. of piperazine. 

Piperazine and Male Fern in Expulsion of Tape- 
y . L. G. Goodwin and O, D. Standen, Brit. 
M. J. 1:133-134 (Jan. 18) 1958 [London], 

A group of native patients in the Shirati area of 
Tanganyika, Africa, harboring Taenia saginata (the 
common tapeworm of man), were treated with 
piperazine and extract of male fern. They were 
given a dose of piperazine citrate (equivalent to 3 
Gm. of piperazine hexahydrate), and the next morn¬ 
ing on an empty stomach they received 5.3 cc. of 
extract of male fern shaken with milk, followed 2 
hours later by 2 oz, (60 Gm.) of magnesium sulfate 
dissolved in water. A second group of patients who 
served as controls were treated with extract of male 
fern and purge alone. Tapeworm heads were found 
in the stools of a larger number of patients treated 
with piperazine and extract of male fern tlian in 
those of patients treated with male fern alone, but 
the difference was not statistically significant. Piper¬ 
azine used alone caused some large segments of 
worm to be expelled, but it did not cause the 
scolex to relinquish its hold of tire mucosa. More 
than 1 tapeworm was often found in die same host. 
Two patients had 5 worms each, but the average 
for the entire group was 2. A systematic method of 
examining stools was used, in which the bulk of 
the tapeworm was picked out from the contents of 
the bedpan and transferred with forceps to a 
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blackened dish, which proved invaluable because 
it removed the obvious difficulty of observing the 
smaller fragments of worm against the white back¬ 
ground of the bedpan. Before it is possible to 
decide whether pretreatment with piperazine is an 
advantage, further work is required in which the 
time interval between the administration of piper¬ 
azine and male fern is reduced. 


RADIOLOGY 

Clinical and Radiologic Evaluation of Aortic Diam¬ 
eters. L. Dughera and L, Mussa. Minerva med 
48:3697-3702 (Nov. 7) 1957 (In Italian) [Turin, 
Italy]. 

Tlie authors made a clinicoradiologic investiga¬ 
tion of tlie usefulness of Reals index as a routine 
procedure in the evaluation of the degree of dilata¬ 
tion and of elongation of the aortic arch in patients 
with defects of the aortic arch. Real's index, which 
utilizes die telecardiogram of the frontal position, 
is die ratio of the widdi of the thorax to the sum of 
the 2 transverse radiuses of the aorta. This ratio is 
in inverse proportion to the padiological changes in 
the aortic caliber and in die elongation of the 
vessel. Grade 1 marks a slightly defective, grade 2 
a medium defective, and grade 3 a severely defec¬ 
tive dilatation of die aorta. The present study 
includes 100 patients hospitalized for various dis¬ 
eases, most of whom were between 35 and 75 
years of age, whose routine telecardiograms re¬ 
vealed a possible defect in die aortic arch. Beal’s 
index graded the alteration of the aortic caliber as 
severe in 8 patients, medium in 28, slight in 36, 
and no change in 28. Clinical examination of the 
patients confirmed diis grading, except for 6 pa¬ 
tients of the last group who were found to have a 
cardiac lesion. 

The audiors conclude tiiat Beal’s index is a more 
reliable method than the one of Vaquez and Bordet 
for general investigation of die correlation between 
alteration of die aortic diameter and clinical find¬ 
ings of cardiovascular disease. Real’s index cannot 
be a substitute for the more complicated and spe¬ 
cific methods of Kreuzfuchs, Abreu, Cabrera-Her- 
nandez, and Faccini, but it is more practical than 
these for a general evaluation of the aortic diameter 
in mass roentgenologic examinations. 

Hypertension Following X-Irradiation of the D’d 
neys. C. Wilson, J. M, Ledingham and M. Cohen. 
Lancet 1:9-16 (Jan. 4) 1958 [London]. 

The authors describe 2 patients in 
tensive renal disease developed after irradia 
A patient had a normal blood pressure when, 
the age of 35 years, she received irradiation o 
upper abdomen over a wide j -»{} 

kidneys. The time when hypertension deveop 
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is unkno\\'n, because she was not observed \intil 
sjTnptoms of uremia appeared 8 years later. The 
interstitial fibrosis, the atrophy of the glomeruli 
wth fibrosis of their capsules, and the changes in 
the larger arteries indicated a slowly progressive 
nephrosclerosis. Fibrinoid arterial and arteriolar 
necroses and glomerular necroses were evidence of 
terminal acute hj-pertensive renal damage. In many 
ways these structural changes resembled malignant 
nephrosclerosis superimposed on benign nephro¬ 
sclerosis; nevertheless, in certain respects the pic¬ 
ture differed from any other form of Bright’s dis¬ 
ease. The features characteristic of irradiation 
nephrosclerosis were the diffuse interstitial fibrosis 
and the large numbers of fibrohyaline glomeruli, 
both aggregated in subcapsular fibrotic zones and 
scattered diffusely through the cortex. Another pa¬ 
tient had a normal blood pressure when, at the age 
of 28 years, he received irradiation to the renal 
areas. He died of malignant hy'pertension less than 
a year later. Histologically, acute arterial and 
glomerular necroses were the most prominent 
lesions, a picture closely resembling malignant 
essential hypertension in its early stages. The in¬ 
terstitial edema could be e.xplained by terminal 
heart-failure. There was no irradiation sclerosis. 
The contrasting histological patterns in these 2 pa¬ 
tients have indicated the dual nature of irradiation 
damage to the kidneys in man. 

The authors report a series of experimental 
studies in rats designed to clarify the relation be- 
hveen hypertension and structural changes in the 
kidney after irradiation. Three types of experi¬ 
ments were carried out on the rats: 1. Both kidneys 
were exteriorized and irradiated. 2. One kidney 
was exteriorized and irradiated. 3. Both kidneys 
were irradiated in situ. These experiments showed 
that irradiation of the kidneys may produce 2 
biological effects: interstitial fibrosis and hyperten¬ 
sion, which appear to be independent of one an¬ 
other. Irradiation sclerosis of the kidney is a com¬ 
posite picture of structural damage due to these 
separate processes. Renal hypertension may de¬ 
velop in the absence of any recognizable struc¬ 
tural lesion. 

Giant-Cell Tumor of Bone. V. R. Gee and D. G. 
Pugh. Radiology 70:33-45 (Jan.) 1938 [Syracuse, 
N. y.]. 

The authors cite the definition of a giant-cell 
tumor given by Jaffe, Lichtenstein, and Portis. They 
show the effect of the changing concepts on the 
experience of the Mayo Clinic, pointing out that 
some of the lesions originally diagnosed as giant¬ 
cell tumor have now been reclassified pathologically 
as aneurysmal bone cyst, benign chondroblastoma, 
fibroma, benign giant-cell reparative granuloma, 
unicameral bone cyst, osteogenic sarcoma, fibro¬ 
sarcoma, and fibrous dysplasia. A recent report on 


the clinical and pathological features of the Mayo 
Clinic’s e.vperience was based on 101 cases, the 
patients being seen from 1905 through December, 
1953. Since that report 1 of the lesions included in 
die series has been reclassified as an aneurysmal 
bone cyst, and 4 new cases have been added. Thus, 
a total of 104 lesions meeting current criteria for 
the pathological diagnosis of giant-cell tumor of 
bone forms the basis for this study. Emphasis is 
placed on the roentgenologic aspects. Tlie so-called 
t>T)ical roentgen-ray picture of giant-cell tumor 
may be summarized as follows: an expanding area 
of rarefaction situated eccentrically in the end of 
a long bone of a young adult. Exceptions to this 
description, however, were common. Expansion 
was absent or was only questionably present in 2-3%. 
The tumor was centrally located within the in¬ 
volved bone in 22%. Nearly 35% of the patients 
could not be classed as young adults. The most 
constant element in the above description was the 
location in the end of the involved bone. A trabecu- 
lated appearance was a prominent feature in slightly 
less than half of die cases. Giant-cell tumors involv¬ 
ing flat bones lacked distinguishing radiologic 
characteristics. Lesions in the pelvic bones were 
easily obscured and might be diflScuIt to detect. 
There was a lack of correlation of the initial roent- 
gen-ray picture with the course of the disease after 
treatment and with the variation in microscopic 
features. 

PUBLIC HEALTH 

The Tuberculin Test as a New Approach to the 
New Era of Tuberculosis Control. K. H. K. Hsu. 
Dis. Chest 33:2-3-37 Qan.) 1958 [Chicago]. 

The author reports her e.xperiences with tuber¬ 
culin testing at the Children’s Tuberculosis Hos¬ 
pital and Clinic in Houston, Texas, as a new 
approach to the control of tuberculosis. Because so 
few children are tuberculin positive today, a posi- 
tiv'e reactor stands out as a warning signal, indicat¬ 
ing that it is one of the nests from which tuberculosis 
is being spread and thus pinpointing the spot to 
which intensive search for tuberculosis should be 
directed. The advent of isoniazid has made possible 
the prevention of tuberculous sickness by early 
drug therapy of primarv' tuberculosis. This calls for 
intensive tuberculin testing programs to seek out 
infected children in order to afford them the pro¬ 
tection of modem dmg therapy. Family-contact 
investigation is the most effective method” of find¬ 
ing tuberculosis today. It must be carried out wath 
everv- new case of tuberculosis found, whether it 
would be in a tuberculous adult or in a tuberculin¬ 
positive child. For a thorough and sv-stematic con¬ 
tact investigation, the organized effort of health 
agencies and the education of the public are 
essential. 
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QUESTIONS AND ANSWERS 


to accept tlie clinical improvement reported by one 
author in patients with peripheral vascular diseases 
if the medicament’s action is that of a microcircu- 
latory constrictor. Contrary to the good reports 
available on its use in dermatology, clinical vaso¬ 
constriction of visible blood vessels characteristic 
of rosacea and allied conditions has not been 
demonstrated, although Marshall (Wisconsin M. ]. 
49:369, 1950) reported measurable skin heat 
changes unth a thermopile after injections of Kuta- 
pressin. 

WOUND DISRUPTION 

To THE Editoiu—O n the second postoperative day, 
because of severe allergic reaction, 40 units of 
ACTH was administered to a patient, and in 
another instance 5 mg. of prednisolone was 
given four times daily for two days. Is such treat¬ 
ment likely to lesult in wound disruption? 

M.D., New York. 


J.A.M.A., May 10,1955 

Beneventi and Marshall (J. Urol. 75:273 1956) 
Surgical correction of this type of incontinence has 
not been rewarding. Attaching the bladder to the 
symphysis pubis , or abdominal wall is more sue 
cessful in women. Hayes has reported an excellen 
result in a patient with the type of disease de 
scribed in whom the levator ani muscles wen 
brought together in the midline through a perinea 
incision and sutured to the bulb of the urethr' 
(South. M. J. 48:234, 1955). Foley made a cuta 
neous tunnel around the deep urethra through whicl 
he placed a circular pneumatic bulb controlled b) 
a tube leading to the patient’s trousers’ pocket (/ 
Urol. 58:250, 1947). The patient passed his urine 
by pocket control. Most patients wear a rubbei 
urinal or use a Cunningham incontinence clamp 
An inlying Foley catheter bag draining into a dis¬ 
posable leg bag of plastic might tide the patieni 
over some temporarily diflBcult situation, such as a 
motor trip. 


Answer.— Although ACTH and glucocorticoids 
do tend to inhibit wound healing when given in 
large doses to experimental animals, the amounts 
stated in the question are unlikely to produce 
wound disruption in man. 

ESTROGENS FOR MEN 

To THE Editor:— Is there any estrogen that can he 
safely given to men without the risk of producing 
gynecomastia? Estrogenic substances c077ibmed 
with testosterone have been tried, but they too 
gave rise to pain in the breast. 

M.D., New Jersey. 

Answer.— No known estrogen can be given to 
men without eventually producing gynecomastia. 

STRESS INCONTINENCE IN A MAN 
To THE Editor:—A total transurethral resection was 
performed on a 78-year-old man in January, 1957, 
for a prostatic condition. He had carcinoma, 
grade 1-2. Since then he has taken 2.5 mg. of 
conjugated estrogens twice daily. His bladder 
capacity is normal, he has no stricture, a7\d his 
prostate appears to be smooth and normal by 
rectal digital and cystoscopic examination; how¬ 
ever, he has intractable stress incontinence when 
on his feet. What results can be expected from 
operative attachment of the bladder to the ab¬ 
dominal wall? Woidd results from any other 
treatment be better? M.D., West Virginia. 

Answer. —Transurethral prostatic resection, 
whether performed for benign prostatic hyperplasia 
or for carcinoma, occasionally may result in urinary 
incontinence of varying degrees. This leakage often 
results from weakening of the external sphincter of 
striated muscle, which extends into tlie apex of the 
prostatic capsule for about 7 mm., according to 


DROWSINESS WITH OXYGEN THERAPY 
To THE Editor:—A patient with lung disease, when 
oxygen is administered, becomes drowsy and his 
respiration decreases. Does positive pressure 
breathing decrease the blood carbon dioxide con¬ 
centration? If so, by what mechanism does this oc¬ 
cur? It is advised to give oxygen to such patients 
at a flow rate of 2 or 3 liters per minute. Aceia- 
zolamide can reduce the blood carbon dioxide 
concentration in emphysema, but this would re¬ 
quire days. If the patient needs oxygen and has 
pneumonia in addition to emphysema, is positive 
pressure breathing still indicated? 

M.D., West Virginia. 


Answer.— It is assumed that the patient has em¬ 
physema with carbon dioxide narcosis. Continuous 
positive pressure breatliing with oxygen in such a 
poatient may cause hypoventilation and would be 
harmful. Intermittent positive pressure breatbin| 
however, witli the addition of a bronchodilator, sue 
as isoproterenol hydrochloride, may decrease the 
arterial pC 02 by increasing tlie alveolar ventilation 
The rate of oxygen administration should be starte 
at 1 liter per minute and gradually increase - 
simple nasal catheter may be sufficient. Acetazon 
mide should be tried for maintenance tlierap) 
rather than for tlie treatment of the acute 
The patient with pneumonia and emphysenw " 
needs oxygen should be given either the in emi^ 
tent positive pressure type of administration or 
ygen at the reduced flow rate. A 
would be the most effective type. When di ci 
arise with the administration of oxygen, ® ^ 

rator may be a lifesaver. When large arnou 
secretions are present in the ti^cheobronciu | 
vigorous methods of aspiration, such as ® j 
a tracheal catheter, are in order. At times, 
tracheotomy may be necessary. 
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WASHINGTON NEWS 

FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


A, HI. A. Urges HilUBiirton Extension . . 

Bill for V.S. Aid to Public Health Schools .. 
Completion of Library of Medicine is Forecast .. 
A. M. A, Urges Retaining Freedom of Choice in 
Medicare .. 

A. M. A. FAVORS HILL-BURTON 
CONTINUATION, LOAN GUARANTEES 

The American Medical Association thinks that 
the Hill-Burton hospital construction program has 
been handled in an "e.xtremely effective manner” 
and wants the operation continued beyond its 
scheduled expiration date of June 30, 1959. The 
Association also would like to see Congress author¬ 
ize mortgage guarantees by the federal government 
for construction of hospitals and nursing homes, 
proprietary as well as nonprofit. 

The A. M. A.'s views were presented to tire health 
subcommittee of the House Interstate and Foreign 
Commerce Committee by Drs. Julian Price, a trus¬ 
tee, and Willard Wright, chairman of the A. M. A. 
Committee on Medical and Related Facilities. 

Dr. Price e,xplained that the A. M. A.’s reaffirma- 
ti'on of support for the Hill-Burton program, as well 
as the changes it was recommending in the pro¬ 
gram, were based on a 14-state survey conducted 
by Association staff people. Six of the 14 states were 
rural, and investigators interviewed more tlian 200 
persons over the country who are closely involved 
in hospital operations. 

"It is our conclusion,” Dr. V^right said, “that with 
few exceptions the Hill-Burton construction pro¬ 
gram has been adm in istered efficiently and in the 
interests of the pubh'c and that the objectives of the 
original legislation are, to a large degree, being 
achieved.” 

Questioned by Chairman John Bell Williams 
(D., Miss.) on the length of time for the extension. 
Dr. Wright said: “As long as it seems to be needed.” 
Mr. Williams has indicated that he favors a tivo- 
year extension, so each Congress can reappraise 
the operation, rather than the five years suggested 
in some bills before the subcommittee. 

'Tlie following changes were proposed by Dr. 
Wright: 

1. Elimination of both diagnostic-treatment and 
public health centers from benefits under the HiU- 
Burton program. “There is little evidence of a need 
or demand for such provisions to build tlie ill-de¬ 
fined units (diagnostic-treatment centers).” The 
^ A. M. A. wants the public health centers dropped 
' because its survey showed that the particular 14 
states covered contained 89.4% of the total number 
of projects of this type and that 76.49? of all U. S. 
money earmarked for the centers. In addition to 
criticizing uneven distribution of this money. Dr. 
Wright said that the A. M. A, believed facilities of 


diis nature—for the use of public employees—should 
be provided bj' tlie states or communities, not by 
tlie federal government. 

2. The mandator}' prioriW given rural commu¬ 
nities should be eliminated, inasmuch as the sun'ey 
by A. M. A. showed that great progress already has 
been made in meeting hospital needs of farm areas 
and smaller towns. 

3. Emphasis should be shifted toward facilities 
for the chronically ill and nursing homes and for the 
modernization, renovation, and remodeling of old 
hospitals. To this end, states should have greater lat¬ 
itude in establishing priorities and allocating funds. 

4. To make it easier for states to make die best 
use of total money, all present categorical grants 
should be eliminated and one single appropriation 
made for all tx'pes of facih'ties. 

After saying that the A. M. A. has taken no action 
on bills before the committee for setting up a loan 
program under the Hill-Burton act. Dr. Wright an¬ 
nounced: “It is the position of die American Medi¬ 
cal Association that a government-insured loan 
program of the FHA type for hospitals and nursing 
homes, both nonprofit and proprietar}’, should be 
approved.” 

Dr. Robin C. Buerki, chairman of the council on 
government relations of the American Hospital As-» 
sociation, testified that the AHA favored a five-year 
e.xtension of the program; 75 million dollars annual¬ 
ly exclusively for renovation and modernization; 
direct government long-term, low-interest or non¬ 
interest loans, but not loan guarantees; and annual 
appropriation of several hundred milh'on dollars. 

Asked by Mr. \VilIiams about the differences in 
A. M. A. and AHA riews on direct U. S. loans or loan 
guarantees. Dr. Wright said that die A. M. .A. 
favored loan guarantees but that this was not a 
completely “fixed position.” 

PUBLIC HEALTH SCHOOLS BILL 
PASSES HOUSE 

The house, after brief debate, has passed and 
sent to the Senate a bill for a two-year program of 
1 million dollars a year to be dirided among 11 
schools of public healdi. The money would be used 
for proriding comprehensive professional training, 
specialized consultative serx'ices, and technical as¬ 
sistance in the field of public health, but not for 
operating e.xpenses. 

The final version f. .tlie House also 

stipulated that, in ^ - S ■ 's, the surgeon 

general of die Public Health Senice shall give pri¬ 
mary' consideration to the number of federalh- spon¬ 
sored students attending each public health school. 

Chairman John Bell Williams, of die House In¬ 
terstate health subcommittee, which had conducted 
hearings on the bill, explained that a two-year limi- 
(Confimica on next page) 
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tation had been placed on the measure in ordpr/n 
allow Congress time to reconsider recommenchfinn! 
anticipated from a PHS conference to be^Sld £ 
tliis year. The conference will look into tlie effeo 
tiveness of the public health traineeships proEnm 
established two years ago. Proponents of thenend 
ing bill originally wanted the 1 -million-dollar nro 
gram to ran for three years. 

The measure also was amended from its original 
version to limit the use of grants to specific pro¬ 
grams rather than for general operating expenses 
Representative Neal (R., W. Va.) explained it to 
the House this way; “One of the reasons why 1 
think we are justified in approving tliis particular 
legislation is that the federal government is provid- 
- ing more than half of tlie students tliat attend these 
public health schools and in so doing is providing 
nothing fcrrtfier tfian tuition. And that, of course! 
falls far short of the cost of educating these much- 
needed public health servants, doctors, nurses, sani¬ 
tarians, and others. So we feel that tlie change of 
wording in tliis law will gii'e the Public Health 
Service surgeon general sufficient power, in his dis¬ 
cretion, to allocate these funds to tlie various schools 
in regard to their qualifications for doing specific 
and special types of training in regard to the num¬ 
ber of students they are going to provide for.” 


COMPLETION OF LIBRARY OF MEDICINE 
BUILDING IS FORECAST 

The new building to house tlie 'National Library 
of Medicine will be completed in 1962, according 
to present planning. This was tlie report of the li¬ 
brary's director, Lt. Col. Frank B. Rogers, to a Sen¬ 
ate appropriations subcommittee that criticized the 
delay in start of construction on the building, 
authorized by Congress tu'o years ago. 

Col. Rogers said that it would take anodier nine 
months before plans for the structure are ready and 
then niore than three years to complete building 
the structure and installing equipment. He ax- 
plained that a difference of opinion over the exact 
location on the National Institutes of Health 
Grounds urns jiartly responsible for the delay. 

Money for construction was not included in tlie 
President’s budget submitted to Congress, and it 
was not added in the House, which increased a 
number of otlier health appropriations. Indicatons 
were that tlie Senate subcommittee might include 
enough money for a start on the building. 

Col. Rogers testified that the new library \yd 
provide sufficient stack area for a collection twice 
the size of die library’s present holdings, 
collection of medical literature in the world. 11 
library has more than a million items 
and other material as well as books). In tlie a 
two years/’ Col. 'Rogers said, "tlie 
creased its procurement of Russian 
ture and shortly will publish a Russian-Eng 
medical dictionary, tlie only one in - 

help researchers make use of the Russian wn g • 

I 

A. M. A. URGES FREEDOM OF CHOICE 
BE RETAINED IN MEDICARE 

The American Medical Association 
other professional groups in urging ,,5 

eliminate freedom of choice under Mo 
proposed by some members of Congress. 


Vol. 167, No. 3 

The issue arose in a subcommittee of the House 
Appropriations Committee, which is considering 
appropriations for tlie militar\' dependent medical 
care program. Earlier militarj' natnesses at closed 
hearings had'suggested tliat money is being wasted 
by allom'ng dependents to be cared for by civilian 
physicians and in' civilian hospitals when beds are 
empty in some military' establishments. 

In a letter to Rep. George H. Mahon, chairman 
of tire subcommittee, A. M. A. General Manager 
' F. J. L. Blasingame said tliat tire Association "does 
not agree tlrat tax money would necessarily be 
saved” if dependents are denied free choice. Fur¬ 
thermore, he declared, “we are con\'inced that elimi¬ 
nation of free choice would result in lessening the 
amount of autlrorized medical care now available 
to and receir'ed b}' the dependents.” 

Dr. Blasingame pointed out that it is difficult to 
mahe an accurate cost comparison between civilian 
and militar}’- medical expenses, largely because de¬ 
preciation, fringe benefits for militarj’ medical per¬ 
sonnel, and axpenses of recruitment and training 
are not included in computing militarj' medical 
costs. 

He also emphasized drat making military' care 
mandatory' would "most certainly compound admin¬ 
istrative problems” and drat much of dre cost to 
date in Medicare is misleading as it is “non-recur- 
ring,” j 

■The letter concludes: | 

"We believe it is of first importance that no 
change in the program be permitted to deprive j 
those dependents of medical care who are not 
within reach of militar}' facilities, or permitted to 
recreate even in part the grossly discriminatory 
situation which existed prior to this program. There 
is no assurance that if this program is to be limited, 
the persons now receiving care -udll not in fact be 
denied access to medical care.” 

A letter from Kenneth Williamson, director of the 
American Hospital Association s IVashington office, 
also challenged the claim that militarj' medical care 
is less expensive than civihan. He added: 

“To eliminate the free choice pro-vision in the law, 
as spelled out in the ‘implementing directives,’ 
would necessitate in many instances the exclusive 
utilization of militarj’ and naval facilities staffed by 
physicians in the uniformed serx'ices. Should this 
occur, and should the armed services take over the 
cmlian phase of Medicare, or a substantial part of 
it, an increased demand for physicians in uniform 
would also imdoubtedly result—a demand which 
could probably be met only by reactivation of dis: 
criminatory draft legislation. 

“In any tlrorough consideration of the jrrogram, it 
should be emphasized that dependents of tiiose in 
the uniformed services are ci%alians and should seek 
their medical treatment through civilian channels if 
we are to preserr'e the beneficial aspects'of our 
present system of providing medical care and to 
guard against furtlier maldistribution of profes¬ 
sional healtli personnel. 

“Tire Medicare program has been accepted by 
dependents of serxuce persoimel and by the medical 
profession, and it is our understanding that it has 
been successful. We have also been advised that it 
has been economically and unsely administered. It 
is, therefore, our sincere recommendation that no 
niajor change affecting choice between cmlian and 
militan’’ facilities be made in the Medicare program , 
at this time.” 
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and 
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I T HAS BEEN our clinical impression at 
the Boston Lying-In Hospital that patients 
I TOth coarctation of the aorta have toler¬ 
ated pregnancy well. Recently, a patient 
was observed in whom the blood pressure was 
normal during pregnancy but rose considerably 
during the postpartum period. This case renewed 
interest in the subject of coarctation of the aorta 
and pregnancy, and it is the purpose of this report 
to review the e.xperience in this connection at the 
Boston Lying-In Hospital during the past 25 years. 


Method of Study 

A survey of the records at tire Boston Lying-In 
Hospital revealed eight cases (including two al¬ 
ready reported'), and two additional patients 
were seen privately. A study of these records was 
then undertaken to determine the variation in blood 
pressure throughout pregnancy and during the 
postpartum period. The recordings which were 
charted and evaluated were all taken rmder similar 
circumstances in the outpatient department by 
familiar personnel, either a doctor or a nurse and 
frequently botli. Blood pressure readings obtained 
in other hospitals or by otlrer doctors were exclud¬ 
ed from the study so as to obtain the maximum 
uniformit}' possible. Special search was made for 


Pregnancy is not rare in patients with 
coarctation of the aorta and the possibility 
of the existence of this abnormality should be 
considered in every case of hypertension oc¬ 
curring during pregnancy or soon thereafter. 
The absence of toxemia of pregnancy and 
fetal morfoiify in patients with coarctation of 
the aorta is impressive, and only one report 
was found that mentioned such an occur¬ 
rence. This is in sharp contrast to the in¬ 
cidence of toxemia of pregnancy in patients 
with hypertension from other causes, which 
varies in reports in the literature from 10 to 
30%. Coarctation of the aorta associated 
with pregnancy is an important abnormality 
which requires operation in many cases. 
Although there is not sufficient evidence to 
draw definite conclusions about the optimal 
time for resection, if resection of the coarc¬ 
tation is planned, it should probably be de¬ 
ferred until after delivery. The apparent lack 
of cardiovascular complications during labor 
argues against cesarean section and in favor 
of a pelvic delivery for patients with coarcta¬ 
tion of the aorta. 


From the Boston L>ong-In Hospital, the Massachusetts General Hospital, and the Department of Obstetrics, Han ard Medical ScIkwI. Dr. Romnf.s 
is now at the Albert Einstein College of Medicine, Ne%v York. 
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evidence of proteinuria in the laboratory charts, 
and each record was studied for evidence of tox¬ 
emia of pregnancy, ' 

Kesults 

Tlie 10 patients had a total of 24 pregnancies. 
Three of tliese patients subsequently had surgical 
repair of coarctation at tlie ages of 23, 20, and 40 


Table l.~Data on Blood Pressure in Twenty-four Pregnan¬ 
cies in Ten Patients with Coarctation of Aorta'" 




Blood Pressure, Mm, Mg 


PrcRnancy, 

Chnnuo During 

Change 0-8 AVk. 

Cn«o No. 

Yr. 

Prcgnnncy 

Post Partum 

1. 

19 

Incrciiset 

0 


2? 



0 

, 38 

21 

lGO/90 to 120/85 

0 

3. 

99 

0 



2G 

140/95 to 120/70 

Increase to 170/110 

4. 

23 

Decreases 



29 

0 

0 


28 




30 

0 . 



SG 



r,. 

20 

0 

Increase to 190/125 


22 

180/100 to 120/80 

0 

7..................... 

. 17 

0 

0 


21 

0 



24 

0 

Increase to 180/110 

<5 . 

21 




23 




25 



at. 

21 

0 

0 


30 

0 


10 . 

24 




20 


0 


30 

0 

Incrcasell 

• AU mfnnt.c alive. 





t Alxlominnl coarctation proxiinal to renal arteries. 

J Figure 1, 

S> Flifiire 2. 

(I rJt'urc 3. 

years, and one of tliem had tAvo furtlier pregnan¬ 
cies postoperatively, tlie details of which are not 
included in the subsequent data. 

Fifteen of the 24 pregnancies were observed at 
the Boston Lying-In Hospital, and in diese a suffi¬ 
cient number of blood pressure recordings (7 to 
18, witli an average of 14 per pregnancy) were 
made to determine the change, if any, of the blood 
pressure during tlie pregnancy. In 10 of the 15 no 
significant change occurred in the blood pressure 
during tlie course of gestation. Four patients had 
an appreciable lowering of the blood pressure 
during tlie second or tliird trimester of pregnancy. 
In one instance the blood pressure rose late in 
pregnancy to unusually high levels, and tliis preg¬ 
nancy was terminated by cesarean section. In 7 of 
the 15 pregnancies a blood pressure recording of 
less than 120/90 mm. Hg was made at least once 
in the outpatient department. 

In 11 of these 15 pregnancies tlie blood pressure 
was recorded six to eight weeks post partum under 
similar conditions. In seven instances the level was 
similar to that found during pregnancy. In four 
patients the blood pressure was distinctly higher 
post partum tlian at any time during pre^ancy. 
When these patients were seen subsequently over 
periods of months or years, tlie blood pressure 
tended to be lower than'the level found six to eight 
weeks post partum. 


The 24 pregnancies were singularly free of oh 
stetric complications. There were no materna 
fatalities and no stillbirths or spontaneous aboi 
tiqns. Proteinuria of more than slight degree wa 
not found in any instance. Seventeen pregnande 
terminated by vaginal delivery .(spontaneously ii 
three), and the remaining seven had cesarean sec 
tions at term. Three of these sections wer 
performed on one patient because of pelvic dis 
proportion, while coarctation of tlie aorta idtl 
hypertension was the indication in the other four. 

The data concerning the 24 pregnancies an 
summarized in table 1. The following case historic 
are presented to illustrate certain of the abovi 
points. 

Beport of Cases 

Case 1 (Intermittent Hypertension with Rise in Blood Pie 
sure Late in Pregnancy).—The patient developed marke 
elevation of her blood pressure late in pregnancy. She m 
first seen at the Boston Lying-In Hospital in 1935 at the ag 
of 19. She was then in the 32nd week of her first pregnane 
and had a blood pressure of 130/80 mm. Hg. Two week 
later tliis had risen to 170/80 mm. Hg, and she was admitte 
, to tlie hospital, where tlie diagnosis of coarctation of th 
aorta was made. During her tliree-week period as an inpa 
b’ent, her blood pressure was quite variable and ranged k 
tween 130/80 and 255/110 mm. Hg. She was followed 1 
tlie outpatient department for tlie remainder of her preg 
nancy and had fluctuations in blood pressure between 215/8 
and 165/90 mm. Hg. A recording of 265/130 mm. Hg wa 
noted at term. An elective cesarean section was according! 
performed. Three weeks later her blood pressure ms210/Ui 
mm. Hg, recorded in the outpatient department (Fig. 1). 

Four years later she again became pregnant. She was at 
tended by her family physician and was delivered at tern 
by cesarean section. During tlie following 15 years her famil] 
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70 


I 


WEEKS OF 1 9A 

pregnancy/ 


t 


CAESARtnH 

section 

Fig. 1 (case 1) .—Rise of blood pressure as recorded in wt^ 
patient department late in pregnancy. Blood pressure \' 
patient was liospitahzed from 33rd to 36tli week of pregn 
varied greatly, 130/80-255/110 mni. Hg. 


physician found that her blood pressure ranged frr^i 
to 180/110 mm. Hg. In 1954, at tlie age of 40, she aaa > 
gical repair of her aorta, and two years later her b 00 
sure was reported to be 130/70 mm. Hg. 

Case 4 (Decrease in Blood Pressure During 
The patient had a decrease in blood pressure 
first pregnancy but not during her second. She wjas >3 
as having coarctation of the aorta in 1932 at the 
years, when she was found to have a blood pressure 0 
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120 mm. Hg and notching of the ribs shown by x-ray. Be¬ 
tween 1937 and 1940, blood pressure readings varied between 
190/115 and 190/140 mm. Hg. She became pregnant for the 
first time in 1943 at the age of 23 years and was seen at the 
Boston Lying-In Hospital when 17 weeks pregnant. Tlie 
blood pressure was then 180/120 mm. Hg and decreased 
gradually to 135/90 mm. Hg at 28 weeks of gestation. Five 
weeks later it had risen to 150/105 mm. Hg and remained at 



Fig. 2 (case 4).—Decrease in blood pressure during second 
and third trimesters of pregnancy. 


about this level until term (fig. 2). After a normal labor she 
was delivered by low forceps extraction. Five months post 
partum her blood pressure was 180/110 mm. Hg. 

From the age of 26 to 29 years her blood pressure was 
noted at another clinic to vary between 195/130 and 165/120 
mm. Hg. At age 29 she was again seen at the Boston Lying-In 
Hospital, in the 17th week of her second pregnancy, witli a 
blood pressure of 160/110 mm. Hg. The blood pressure dur¬ 
ing this pregnancy did not show the decrease observed during 
her first pregnancy but remained at about the same level until 
delivery, varying between 160 and 190 mm. Hg systolic and 
100 and 120 mm. Hg diastolic pressure. Two months after 
delivery her blood pressure was 180/125 mm. Hg. Five years 
later blood pressure readings of 185/120 and 170/140 mm. Hg 
were recorded. 

Case 10 (Postpartum Hypertension).—The patient had 
considerable elevation of her blood pressure post partum after 
having had three uneventful pregnancies. ^^Tlen this patient 
was seen in the 12th xveek of her third pregnancy her blood 
pressure was 110/65 mm. Hg. She had already had two un¬ 
complicated pregnancies at other hospitals, although the 
second was marked by a slight systolic but not diastolic hy¬ 
pertension. Her blood pressure exceeded 130/90 mm. Hg 
only once during her third pregnancy, a reading of 140/60 
mm. Hg being recorded at the 36th week. Considerable sur¬ 
prise resulted when her blood pressure was found to be 200/- 
100 mm. Hg six weeks post partum (fig. 3). She was examined 
two months later by one of us, who noted slight aortic re¬ 
gurgitation as well as the signs of coarctation of the aorta 
The blood pressure at this examination was 180/100 mm. Hg. 
Her blood pressure determined under the same conditions as 
during pregnancy by the same observer ranged from 160 to 
140 mm. Hg systolic and 110 to 90 mm. Hg diastolic. Surgical 
repair of her aorta xvas advised and was performed success¬ 
fully on Feb. 5, 1956, svith the use of a homologous aortic 
graft. The blood pressure continued to be slightly elevated 
soon after operation and was 145/100 mm. Hg 5 days and 
160/90 mm. Hg 14 days after operation. Six weeks and one 
year postoperatively her blood pressure was normal at 120A0 
mm. Hg. The grade 2 aortic diastolic murmur persisted. 

Comment 

Tlie mechanism of hj^pertension associated with 
coarctation of the aorta is more complicated tlian 
mere mechanical obstruction at tire site of die 


coarctation.' Elex'ated diastolic blood pressure in 
the legs has been observ'ed in a few patients xvith 
coarctation, but it has not been determined 
whether this represents a “damped” reading from 
the pressure in the aorta pro.'dmal to the coarcta¬ 
tion through the collateral circulation or an in¬ 
crease in peripheral vascular resistance of tlie 
whole body.“ A delay of a few weeks for the blood 
pressure to return to a normal level after recon¬ 
structive surgeiyi when such occurs is common, as 
in case 10 of this report. Counihan ^ has noted a 
failure of the blood pressure in the arm to return 
to normal in many patients in xx’hom successful 
reconstructive surgery to the aorta had been ac¬ 
complished. Althou^ mechanical obstruction is 
frequently important in the hj'pertension associated 
with coarctation, these observations indicate that 
other mechanisms are involved which are not well 
understood. 

The reports in the literature are not in agree¬ 
ment as to whether the blood pressure changes 
appreciably during pregnancy in normotensive 
patients. A rise in the diastolic blood pressure dur¬ 
ing the last few weeks of pregnancy may represent 
a return to a normal level. Many hj'pertensive pa¬ 
tients seem to have lower blood pressure readings 
during early and mid-pregnancy than during the 
third trimester or after pregnancy. 

Interest in the association of coarctation of the. 
aorta and pregnancy received a great stimulus 
when corrective surgery for the abnormalitj’ was 
developed in 1944. Only 39 cases of this combina¬ 
tion xx'ere reported prior to 1945, but tlie total had 
mounted to 96 by 1955, xvhen Rosenthal ’ review'cd 
the world literature. Thirty-five further cases have 
since been reported.® 



two months after resection of coarctation of aorta. 

As pregnancy is not e.xcessively rare in patients 
xxdth coarctation of the aorta, the possibilih' of the 
e.xistence of this abnormality’ should be considered 
in every’ case of hy’pertension occurring in preg¬ 
nancy. Tlie points of importance in clinical exam¬ 
ination are xs-ell knoxx’n: (a) a basal systolic mur¬ 
mur which is well heard over the upper midback; 
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( h ) an aortic diastolic murmur in one-third of the 
cases; (c) absent or reduced pulses in tlie legs; 
(d) prominent systolic pulsation in tlie neck; (e) 
the presence of collateral vessels which, if not im¬ 
mediately obvious, may become visible if the pa¬ 
tient bends fonvard with arms extended above the 
head; and (/) notching of the ribs shown by x-ray. 
The last mentioned is not diagnostic^ however, as 
it is occasionally found in other conditions, such 
as neurofibromatosis. 

The behavior of the blood pressure during preg¬ 
nancy in patients with coarctation is of consider¬ 
able interest but received little attention until 
studied by Dixon and Hartley.These autliors 
found that tlie blood pressure fell in two patients 
in the middle trimester and then rose toward its 
prepregnancy level near tlie end of pregnancy. 
This is similar to tlie behavior of tlie blood pres¬ 
sure in some hypertensive patients, and tin’s fact 
may be responsible when the diagnosis is not con- 


The absence of toxemia of pregnancy and fetal 
mortality in our experience, in patients iWth 
coarctation of the aorta is impressive, and we were 
able to find only one report that mentions such 
occurrence.® Tliis is in sharp contrast to the inci- 
dence of toxemia of pregnancy in patients with 
hypertension from other causes, which varies in 
reports in the literature from 10 to 30%.® Fetal 
mortality is also higli in women with hypertension 
from causes other than coarctation of the aorta and 
is about 20%. One wonders whether the protection 
afforded by coarctation of the aorta to the kidneys, 
adrenals, uterus, or placenta from pulsating hjper- 
tension may not account for tlie low incidence of 
toxemia of pregnancy and low fetal mortality. 

Postpartum hypertension, usually transient, was 
first noted by Stout and was estimated to occur in 
about 15% of all pregnancies. A more recent esti¬ 
mate of the frequency of postpartum hypertension 
is betiveen 1 and 6%.^° Such a finding in 4 of 11 


Table 2.—Beported Fatalities During Pregnancy and Post Partum in Patients tcith Coarctation of the Aorta 


Author Ace of 

Pnticnt, 

Yr. 

Krdsti, af.; yrtl]‘-eUr. prnkt. Hcllk. 137:17, 1S78 . 23 

Fiivcelt, J.; Guy’s Hosp. Rep. 59:1, IflO.i . 45 

ICutz, H.: .Ucli. f. Gyiiuek. 115:283, 1921 . 25 

.S’trflssmiin, G..- Bcitr. z, irer/cbtl. Sled. 5:91, 1022 . 26 

Ahbott, M.: Clinical SlffOiflcnuce of 
UiciNpid Aortic Valve, IJbmnn Anniversary 

Volume, Xen York, International, vol. 1, 1932 . 34 

nWlngluirst, W. 1).: Brit. M. ,1. 1:803, 1943 . 23 

Kinney,-T. P., and others: Am. J. M. Sc. 210:72.'), 1945 . 23 

Vunder Veer, J. B., and Kuo, P. T.; .-Vm. Heart J. 39:2, 1950 .... 2C 

Rosenthal a . 43 

Rosenthal a . 30 

Rosenthal a . 24 


Previous 

PrcRonnelcs 

No. 

Stnec of Pregnancy 
at Which 
Death Occurred 

Cause of Death 

Othei 

Lesions 

2 

9th 1710 . 

Cerebral vascular 
accident 


8 

14 days post partum 

CoDBcstlve failure 

Patent duclu« 
arteriosus 

1 

“Bate” 

Ruptured aorta 

... 

1 

"Late" 

Ruptured aorta 

... 

0 

a days post partum 

Cardiac failure 

Bicuspid aortic 
valve 

0 

1 day post parhim 

Ruptured aorta 

»*» 

0 

6% mo. 

Ruptured aorta 

• <* 

0 

8th mo. 

Ruptured aorta 


4 

38tb wk. 

Ruptured aorta 

»«* 

0 

38tb wk. 

Ruptured aorta 

• • • 

1 

20th TTk. 

Subarachnoid 

hemorrhage 



sidered if the blood pressure is normal during 
pregnancy, as in case 10 of this report. The decline 
of the blood pressure to normal levels occurred for 
varying periods in seven pregnancies of this series, 
and a search of die literature revealed several other 
examples of tlie same phenomenon. While a de¬ 
crease from previously higher levels may be found, 
in some of the pregnancies in this series this 
decline was not seen and the pressure continued 
at about the same level throughout pregnancy. Few 
of the recorded case histories give any information 
about the level of die blood pressure before preg¬ 
nancy, but the available data do not contain any 
example of die pressure being appreciably higlier 
during than before pregnancy. Tlie high readings 
immediately before delivery in case 1 of the present 
series is exceptional in our experience. This case 
also illustrates die great variability of the blood 
pressure during pregnancy in some patients with 
coarctation of the aorta, since die patient in this 
case, while hospitalized for three weeks, showed 
a bfood pressure as recorded by the nursing staff 
varying from 130/80 to 255/110 mm. Hg. 


pregnancies (35%) six to eight weeks postpartum 
would dierefore seem to be an unusually high inci¬ 
dence of diis phenomenon in patients widi coarcti 
tion of die aorta. Three of four patients in whoi 
postpartum hypertension occurred were observe 
during another pregnancy in which this phenomf 
non was not noted. All four patients showed 
tendency toward a return to lower blood pressur 
levels after mondis or years. One of two patients c 
Dixon and Hartley also had a higher blood pressur 
reading post partum than during pregnancy, 
some instances, diis postpai’tum elevation may ref 
resent a return of the blood pressure to its preprcs 
nancy level. Tliis explanation, however, ” 
seem to account for the striking increase foun 1 
case 10 of this series. , 

The possible hazard of complications resu . 
from elevation of the blood pressure in me a 
mondis of pregnancy has influenced the han . 
of these patients considerably. The usual trea 
has been cesarean section at term so as to a 
the strain of labor widi the expected 
cidence of rupture of the aorta and cerebra 
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orrhage. It is dierefore surprising that we have not 
been able to find any death during labor recorded 
in the literature. The details of the 11 deaths dur¬ 
ing pregnancy or immediately after delivery which 
have been reported to date are given in table 2. 
A study of this table shows the foUowong facts: 1. 
Death from intracranial hemorrhage is uncommon. 
2. Death from congestive failure has occurred 
only in patients with cardiac lesions in addition to 
coarctation, 3. The greatest hazard in these pa¬ 
tients is that of rupture of the aorta. Rupture of 
the aorta is more likely to occur during the last 
month of pregnancy than during labor, and in 
only one of the seven deaths from rupture of the 
aorta reported in the literature the patient might 
have had'a better prognosis if cesarean section at 
term had been planned. This possible failure of 
conservative therapy is balanced by a case of fatal 
peritonitis secondary' to a cesarean section per¬ 
formed because of the presence of coarctation. 

The recorded mortality' of 10% must be viewed in 
its proper perspective and not ascribed solely to 
the effect of pregnancy. In 1947, Reifenstein, 
Levine, and Gross published a suiv'ey of coarcta¬ 
tion of the aorta. They found that 60% of the pa¬ 
tients died before the age of 40 and that 75% of 
the fatalities were directly related to the condition. 
Twenty-two per cent of tlie deaths were due to 
subacute bacterial endocarditis, and the average 
age at death was 28 years. Twenty-three per cent 
died as a result of rupture of the aorta at an aver¬ 
age age of 27 years, and 29% died of hypertensive 
causes at an average age of 32 years. Consequently, 
any series of pregnancies would be expected to con¬ 
tain an appreciable number of fatalities on the basis 
of coincidence alone. However, the finding that the 
last weeks of pregnancy are a time of increased 
hazard is supported by other evidence. Schnitker 
and Bayer” found 49 cases of spontaneous dis¬ 
secting aneurysm of the aorta in young patients 
reported in the literature, and 24 of these occurred 
during pregnancy. Of these cases, only five oc¬ 
curred during the first six months of pregnancy, 
whereas four occurred at seven months, five at 
eight months, and five at term but only rivo during 
labor. A number of cases of spontaneous rupture 
of the renal and splenic arteries during pregnancy 
have also been reported, and the majority of these 
have occuaed during the last two months of preg¬ 
nancy,” 

There is no doubt that coarctation of the aorta 
is an important abnormality which requires" opera¬ 
tion in many cases. Although several patients have 
had surgery for tliis condition during pregnancy,® 
there is not sufficient evidence to draw definite con¬ 
clusions about the optimal time for resection. In 
view of the relatively low incidence of rupture of 
the aorta during pregnancy, surgery before de¬ 
livery may be a greater danger than conser\'ative 


therapy. Thus, if resection of the coarctation is 
planned, it should probably be deferred until after 
delivery. 

The incidence of rupture of the aorta during 
the last month of pregnancy is low when allowance 
is made for the fact that many patients wnth 
coarctation of the aorta and uneventful pregnancies 
undoubtedly escape recording. These patients, 
therefore, should be allowed to go into labor and 
have a low forceps deliverj’^ unless there are other 
indications for cesarean section. If the blood pres¬ 
sure should rise abruptly late in pregnancy, the 
hj'pertension can be controlled by rest and one of 
the several antihv'pertensive drugs, such as proto- 
veratrine. ” 

Summary 

Among 10 patients xwth coarctation of the aorta 
with a total of 24 successful pregnancies, one-&ird 
had postpartum blood pressure readings higher 
than aU of the levels recorded during pregnancy. 
In one case tlris rise was striking. Toxemia of preg¬ 
nancy, however, is rare in these patients, as is fetal 
mortality. Death during or immediately after labor 
is so rare that the presence of coarctation is not 
an indication for cesarean section. 

275 Charles St, (14) (Dr, Currens). 
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IMPROVED TECHNIQUE OF COLOSCOPY 

Kicliarcl T. Shackelford, M.D,, Baltimore 
■<and 

James S. McGeehan, M.D., Perry Point, Md. 


The purpose of this paper is to present a pre¬ 
viously undescribecl technique for coloscopy that 
we have found to be verj' helpful in detennining 
the presence and location or the absence of polyps 
in the colon dimhg an abdominal laparotomy. Co¬ 
incidentally, it has also demonstrated tlie presence, 
extent, and location of diverticula of the colon. It 
has been employed by us primarily for the latter 
purpose in one case and was most helpful. 

' It is generally acknowledged that the presence 
or absence of polyps in the terminal 25 cm. of the 
alimentary canal can be determined with certainty 
by direct visualization tlirough a sigmoidoscope by 
an experienced proctoscopist, except in tliose cases 
in which some anatomic obstruction, rectal pain, 
severe hemorrhage, or the patient’s objections pre¬ 
vent passage of the instrument up to tlie desired 
level. Above this level the presence or absence of 
polyps in tlie sigmoid and entire more proximal 
colon can usually be less satisfactorily determined 
by an x-ray study after a barium enema, often 
supplemented by a “double contrast” technique. 

This examination by skilled roentgenologists can 
lead to detection of large and moderate-sized 
polyps with amazing accuracy. When such a le¬ 
sion is demonstrated and positively diagnosed by 
an experienced radiologist one can be reasonably 
certain that a polyp is present at approximately 
the location shown, though its precise situation 
may vary if the polyp is attached to the colon by 
a long stalk. However, even the most confident 
radiologist cannot state that no other polyps are 
present in addition to the one demonstrated, be¬ 
cause a barium enema x-ray study cannot be re- 
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nita! Baltimore, and Chief Surgical Consultant, U. S. Veterans Hospital, 
Perrv Point (Dr. Shackleford); .and Chief Resident Surgeon, U- S. 
Veterans Hospital, Perry Point (Dr. McGeehan). Dr. McGeehan is now 
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The method of coloscopy here described 
is carried out during laparotomy after due 
preparation of the patient for colonic sur¬ 
gery. Through a left paramesial incision the 
sigmoid colon is first identified and incised, 
and a sterilized sigmoidoscope is inserted in 
the aborad direction for inspection of the 
lumen distal to the colotomy. Appropriate 
placement of a purse-string and of rubber- 
shod intestinal clamps permits inflation of the 
intestinal segment with air,- this renders 
polyps, diverticula, and other lesions distinct¬ 
ly visible. The sigmoidoscope is then directed 
orad for inspection of the rest of the de¬ 
scending colon. The incision in the descend¬ 
ing colon is then closed and another is made 
in the transverse colon after appropriate 
replacement of the intestinal clamps; this 
permits insertion of the sigmoidoscope first 
in the direction of the splenic flexure, then 
in the direction of the hepatic flexure. In the 
experience of the authors this procedure 
adds little to the risk of the necessary laparot¬ 
omy, and it is more reliable for detecting 
lesions within the intestinal lumen than is 
palpation from the outside, digital intralumi¬ 
nal exploration, or transillumination. 


lied upon as a certain method of revealing 
polyps in the colon. It is for this reason tlwt« ^ 
such a study reveals no polyps in the 
experienced roentgenologist will not say that n 
exists but, more accurately, that none have 
demonstrated. 


\''ol. 167, N^o. 3 


COLOSCOPY-SHACKELFORD AXD McGEEIiAX 


281 


Multiple adenomatous polyps of the rectum and 
colon occur in a high percentage of cases.’ There¬ 
fore, if one is discovered, every practical effort 
should be made to detect or exclude the presence 
of others so that all can be removed, because aden¬ 
omatous polyps of the rectum and colon not only 
may produce symptoms of their own but are recog¬ 
nized as premalignant lesions. Hence any patient 
who is suspected of harboring one or more of 
these polyps has not received an adequate diag¬ 
nostic examination until a careful sigmoidoscopic 
and barium x-ray study of tire colon and rectum 
have been satisfactorily performed. 

When polyps have been discovered at procto¬ 
scopic examination but none demonstrated by the 
barium enema, these polyps below the level of the 
peritoneal reflection can often be removed through 
the pwctoscopE or tlirough a perineal incision with-' 
)ut the necessit}' of opening the abdomen, and 
;oloscopy is not employed. 

However, when one or more polyps have been 
lemonstrated by the barium enema x-ray study to 
Pe present in the' sigmoid or more proximal colon, 
m abdominal laparotomy for their removal is in- 
licated. During this operation we have found tliat 
:oloscopy by the technique to be described is ver}' 
lelpful, not only in determining tlie presence or 
ibsence of additional unsuspected polyps but some¬ 
times in locating the polyp that had been demon¬ 
strated radiographically but was difficult to detect 
by palpation at laparotomy. 

The procedure has also been useful during op- 
srations for carcinoma of the colon by enabling the 
pperator to determine accurately the presence or 
absence of malignancies or polyps in the colon 
ather than the tumor for which the operation was 
Peing performed, tlius permitting tlieir removal 
Py an extension of the operative procedure. 

The importance of being certain of the presence 
3 r absence of unsuspected multiple lesions has 
been demonstrated by Deddish and Hertz who, 
by the use of coloscopy, discovered “lesions other 
-han those detected radiographically in 46.6% of 
103 cases with the preoperative diagnosis of pol>'ps 
af tlie colon,” and by coloscoping the colon re- 
aiaining after a colonic resection for malignancy 
Found unsuspected polyps or an additional malig¬ 
nancy in 47% of the 32 patients. Our smaller ex¬ 
perience has been similar. 

Coloscopy is also extremely helpful when ex¬ 
ploring the colon for a possible source of bleeding 
in a patient with melena from some obscure cause 
that could not be detected by any preoperative 
diagnostic methods. Also, we found that coloscopy 
by the technique to be described proved to be 
helpful in determining the extent of the disease 
and therefore of the resection in an operation for 


diverticulosis and diverticulitis of the colon in the 
one case in which it was employed for this pur¬ 
pose (fig. 1). 

For a number of years in the past surgeons 
have recognized the desirabilitj' of more adequate 
and reliable methods of detecting lesions within 
the lumen of tire colon while exploring the abdo¬ 
men. At first palpation through tire intact wall 
of the colon was the method employed, but polyps 
are often so soft that they cannot be felt and the 
procedure is unreliable. Later methods consisted 
of inserting a finger tlrrough a colotomy incision 
and feeling for polyps as tire colon is telescoped 
upon the finger. This has proved to be only slightly 
more reliable. Some have attempted to discover 
polyps by transilluminating the wall of tire colon 



Fig. 1.—Barium enema x-ray study of colon revealing 
multiple diverticula. Because of overlay of left part of 
transverse colon and descending colon, segments in which 
diverticula were situated could not be determined pr<s- 
operatively but were found to be localized to descending 
colon and sigmoid by coloscopy; appropriate resection was 
performed. 

witlr a light passed through a colotomy incision 
into the lumen of the colon. The shadows made 
by particles of fecal material have been indistin¬ 
guishable from polyps and minimized tire useful¬ 
ness of tire procedure. Tire most reliable method 
has been to insert a sterilized sigmoidoscope 
tlrrough small colotomy incisions or through the 
open ends of the remaining colon after a colon 
resection and to directly visualize the interior of 
tire colon. In our hands this has not been com- 
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plctely satisfactory because tlie mucosa formed 
folds which could easily conceal a lesion. In addi¬ 
tion, residual fecal material that obscured the field 
of vision was often present. Indeed, Gants, Ray¬ 
mond, and Pope “ were so dissatisfied with its re¬ 
liability that, after experimentation with monkeys, 
they have recently advocated making an extended 
colotomy incision throughout the entire length of 
the colon, if necessary, in patients with suspected 
]polyps that cannot be discovered by palpation, 
transillumination, or coloscopy. They reported 10 
patients in whom, by means of this procedure, 
they had succeeded in visualizing polyps after un¬ 
successful attempts with the other methods men¬ 
tioned above. After the jpolyps had been excised 
or the segment of the colon in which they were 
located resected, the long colotomy incision was 
closed by suture, and the patients had uneventful 
recoveries. It is comforting to know that when 
necessary this extensive operation can be per¬ 
formed vdth safety and with no late ill-effects, but 
to us it seemed a procedure of much greater mag¬ 
nitude than coloscopy, so we directed our efforts 
toward improving the reliability of the latter. After 
some simple experimentation with coloscopy on 
the unprepared colons of large-sized dogs with no 
resultant death or morbidity, we applied the tech¬ 
nique about to be described to a small group of 
patients in whom the colon had been prepared 
preoperatively for operation. The procedure has 
caused no morbidity or mortality and has provided 
an examination of the interior of the entire colon 
that has been as satisfactory and, we believe, as 
highly accurate as a sigmoidoscopic examination 
of the rectum and lower sigmoid. Tliis technique 
of coloscopy differs from that described by others 
in that the segment of the colon to be inspected is 
isolated by compression clamps placed proximally 
and distally so that it can be distended with air 
to flatten out the mucosal folds and can be irri¬ 
gated with water to remove any fecal material, 
thus providing a more satisfactory view of the in¬ 
terior of the colon lumen. 

Technique 

Preoperatively the patient’s colon is prepared as 
for a colon resection. (We use 2 Gm. of phthalyl- 
sulfathiazole [Sulfathalidine] every 6 hours for 
four days supplemented with 1 Gm. of neomycin 
every hour for 4 doses followed by 1 Gm. every 6 
hours until operation, beginning 24 hours preop¬ 
eratively. ) 

The abdominal cavity is most frequently en¬ 
tered through a left paramesial incision and ex¬ 
plored in the usual manner by palpation and 
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inspection. The sigmoid colon is identified and a 
short longitudinal colotomy incision is made into 
the colon lumen through the anterior (antimesen- 
teric) longitudinal taenia. Tliis incision should ap¬ 
proximate in length the diameter of the sigmoido¬ 
scope to be used. A temporary purse-string suture 
is*placed around the colotomy incision but is not 
tied (fig. 2). The sterilized sigmoidoscope is in¬ 
serted through the colotomy incision into the colon 
lumen and passed downward toward the rectum 
to a point just above the peritoneal reflection. The 
purse-string suture is tightened to close the colot¬ 
omy incision snugly about tlie sigmoidoscope, pre¬ 
venting the escape of air so that the colon segment 
can be distended. The suture is not tied but is 
held by an assistant. A rubber-shod intestinal com¬ 
pression clamp is placed transversely across the 
sigmoid just below the tip of tlie sigmoidoscope 
and just above die peritoneal reflection. Another 
compression clamp is placed across the sigmoid 
just proximal to the colotomy incision (fig. 2). 
With the eyepiece in place at the proximal end of 
the sigmoidoscope to prevent the escape of air, 
die isolated segment of colon is distended by 
pumping in air with the sterilized rubber bulb at¬ 
tached to the sigmoidoscope. The air is trapped in 
this segment of colon by die compression clamps 
above and below, the tautly drawn purse-string 
suture around the colotomy opening, and the eye¬ 
piece in the sigmoidoscope. As a result tlie lumen 
of this segment of colon becomes distended \rith 
air and its walls are ballooned out to the desired 
extent (fig. 3). During diis distention diverticula 
that may be present in the segment are likeirise 
distended and pouch out like diverticula of the 
duodenum and jejunum when those parts of the 
intestine are distended with air, as has been de¬ 
scribed by Maliorner and Kisner.^’ This finding had 
not been previously thought of by us but later 
proved useful in determining the extent of diver- 
ticulosis in an operation for that condition. For 
the detection of polyps, however, the important 
effect is tliat when the colon is ballooned with air 
its mucosal lining is flattened out and its enthe 
inner surface is accessible to view tlirough the sig 

moidoscope. , 

If fecal material is present and obscures ^ 
view, the eyepiece can be removed, allowiig ^ 
colon to deflate while sterile water is 
down the lumen of the sigmoidoscope witli a stffi ^ 
Asepto syringe. The water is allowed to 
few moments to dissolve partially the feca n’ 
terial and then is removed by a sterile sue 
tube of the type used in proctoscopic examination 
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This can be accomplished without spillage. The 
eyepiece is replaced, the colon reinflated with air, 
and the examination carried out. The sigmoido¬ 
scope is slowly witlidrawn while the operator in¬ 
spects die entire inner surface of that distended 
segment of colon. Visualization is excellent and 
equal to diat seen at a proctoscopic or cj^stoscopic 



Fig. 2.—Segment of colon isolated between proximal and 
distal compression clamps and sterile sigmoidoscope passed 
through colotomy incision, which is snugged around instru¬ 
ment by temporary purse-string suture. 

examination. Polyps, foreign bodies, the openings 
of diverticula, and intraluminal tumors or ulcera¬ 
tions were easily seen during our limited experi¬ 
ence with the procedure. 

After the segment distal to the colotomy has 
been examined the lower compression clamp is 
replaced across the sigmoid at a point just distal 
to the colotomy and die proximal compression 
clamp is replaced at the splenic flexure. It may or 
may not be desirable to mobilize the lateral at¬ 
tachment of the descending colon to straighten 
out the colon for this part of the examination. The 
sigmoidoscope is reinserted through the colotomy 
incision and passed proximally up to the compres¬ 
sion clamp at the splenic flexure. The purse-string 
suture is again tightened around the instrument, 
and this segment of the colon is inflated with air 
and the examination repeated (central insert, fig. 3). 

After its completion the distal compression 
clamp is replaced across the hepatic fie.xure and 
the transverse colon is examined in a similar way. 


Although we have not done it, the compression 
clamp can be transferred from the splenic fie.xure 
to the ileocecal junction and the cecum and as¬ 
cending colon examined in a similar manner. Thus 
the lumen of die entire colon from .the ileocecal 
valve to the rectosigmoid junction can be exam¬ 
ined satisfactorily, and any lesions detected can 
then be dealt until in an appropriate manner. 

Each colotomy incision is closed as soon as it 
has accomplished its purpose unless that segment 
of the bowel is to be resected (right insert, fig. 3). 
The colotomy incisions can be closed either trans¬ 
versely or longitudinally (we use an inner row of 
0000 chromic continuous inverting Connell’s suture 
reinforced by an outer row of interrupted sero¬ 
muscular Lembert’s sutures of 00 silk). No drains 
are inserted unless some additional operative pro¬ 
cedure requires them. 



Fig. 3.—Segment of colon distended witli air and ready 
for viewing through sigmoidoscope. Central insert, place¬ 
ment of compression clamps for inspecting more prorim.!! 
segments of the colon. Colotomy incisions are made between 
each two clamps. Right insert, closure of colotomy incision. 

Vflien coloscopy is performed during an opera¬ 
tion for a knoum cancer of the colon in order to 
determine the presence or absence of additional 
unsuspected malignancies or polj’ps, the above 
technique is altered slightly. There are two alterna¬ 
tives. One is to select the levels above and below 
the knowm malignancy at wliich the colon is to be 
transected and to occlude the lumen at those points 
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cision. There were scattered petecliial hemorrhages in the 
peritoneum and in die mesenteric fat. The liver edge ex¬ 
tended to a point 4 cm. above tlie right costal margin.- 
There was a moderate agonal or postmortem autolysis of 
the fundus of the stomach. The gastric mucosa showed 
scattered petechial hemorrhages and was markedly softened. 
Tlie large intestine also showed scattered petechial hemor¬ 
rhages, Tlie liver weighed 980 Gm. The left Jobe was 
markedly atrophied and diinned, measuring up to 12 mm. 
in tliickness. The capsule was smooth and thin. The whole 
organ was somewhat flabby, and visible dirough die capsule 
were scattered,'small, bright yellow areas of necrosis, 0.3-5 
cm. in diameter. The cut surface showed bright yellow, 
softened necrotic tissue motded with purplish-red areas of 
hemorrhage. The gallbladder and extrahepab'c biliary ducts 
were normal. The pancreas was of normal size and appear¬ 
ance. The spleen weighed 280 Gm. The capsule was smooth, 
thin, and tense. The cut surface was dark purplish-red and 
somewhat Snn. The lymphoid foilichs were not discernible. 
The adrenals were normal. The kidneys weighed, togeflier, 



Microscopic view of representative section of liver of 
patient with fatal hepatic necrosis due to hypersensitivity 
reaction to aminosah'cylic acid. 


There were casts of bile in the collecting tubules n,,, 
were greemsh-browm and quite granular. The epithS 
surrounding these bile casts was found 
varying degrees of degenerative change. 1 
changes, there was a moderate congesuon. The soUn 
showed only moderate congestion. The architechire wa. 
omerwise normal. 

Tioer.-Sections from representative areas in the liver all 
showed a similar appearance (see figure). There was an 
extreme degree of necrosis. This was patchy in distribution 
and involved an estimated diree-fifths of the parenchyma- 
tons tissue. The areas of necrosis did not appear to have a 
particular distribution, varying portions of 'the liver lobules 
being destroyed. In some places the necrotic areas were 
enonnous, occupying sections a few millimeters in diameter. 
In tliese, only the bile ducts and portal vessels remained 
Tlie intervening spaces were filled with necrotic debn's, in¬ 
cluding remnants of liver cells. Some of die necrotic areas 
were heavily inBltrated with red Wood cells; others were 
grossly hemorrhagic. Still other areas showed little or no 
evidence of hemorrhage. Occasionally, between necrotic 
and dying liver cells, there were strands and remnants of 
the reticulum supporting network. The liver cells svhicb 
remained relatively intact showed varying degrees of de¬ 
generative change, including hyaline necrosis, fatty vacuo¬ 
lization, and granular degenerative changes of the cytoplasm. 
About tlie periphery of the necrotic areas some liver cells 
contained globules of bile, others were simply bile-stained. 
Remarkably little inflammatory exudate was present in ibc 
necrotic areas. This consisted of an occasional small clump 
of polymorphonuclear leukocytes and some monomicle.ir 
cells. 

Anatomic Diagnosis.—The anatomic diagnosis was as fol¬ 
lows: Severe acute to.xic necrosis of die liver, bile necrosis, 
petechial hemorrhages of intestinal mucosa, gastromalacia, 
icterus, passive congestion of the spleen, and moderately 
advanced active pulmonary' tuberculosis. 

Comment.—This patient’s hepatitis was undoubtedly due 
to PAS hypersensitivity. Her prodromal headaclie, fever, 
ardiralgia, and rash, starting about tiiree weeks idler tk 
drug therapy was begun, were characteristic of hypersensi¬ 
tivity. In contrast to hypersensitivity; dnig toxicity' is mani¬ 
fested by such symptoms as tinnitus from quinine 01 
dry mouth from atropine, whicli are pecuh'ar to die park''' 
lar drug used and almost always appear if dosage is suffi¬ 
ciently high. Hypersensitivity, aldiough induced by any one 
of a number of drugs, is characterized by a similar pattern 
of sy'mptoms: fever, arthralgia, lyniphadenopathy, eosmo- 
philia, transient pulmonary inffltrate, rash, and, in some 
cases, liver patiiology, and it has no relation to dosage. 1 c 
term idiosyncrasy is resen'ed for an unusual respome toa 
drug, such as excitement from morpliine. Unexpiainea. c'« 

. in a patient taking PAS should always suggest tlie , 

' a potentially lethal hypersensitivity reaction. The ram 
makes tlie diagno.sis more obvious may be deJayeo, as 
tin's case, until irreversible damage is under way. 

Review of Literature 


to be undergoing 
5 sddition to these 


280 Gm. Botli were swollen and showed pale, slightly 
icteric cut surfaces. The capsules stripped readily. The cut 
surfaces bulged slightly. Tlie cortices were tliickened and 
edematous, measuring up to 9 mm. in widtii. Pelves, ureters 
and bladder, uterus, tubes, and ovaries were normal. 

Microscopic Examination,—Microscopic examination 
showed the pancreas and adrenal to be normal. A section of 
the uterus, including myometrium and endometrium, showed 
no abnormality. The endometrium was in tlie proliferative 
phase. The kidney showed a marked cloudy swelling of die 
tubular epithelium in all areas but particularly of the con¬ 
voluted tubules. Occasionally, a convoluted tubule showed 
in addition to the cloudy swelling a vacuolization of die 
cytoplasm. The arteries and veins were of normal appear¬ 
ance. A rare hyalinized glomerulus was noted, and there 
were a few tiny nepUrosclerotic scars in the outer cortex. 


Bellamy and associatesr“ in reviewing tlie ter 

ture, found that in 24 of 27 cases of jaundice due 
PAS the onset of prodromal fever came a • 
three weeks after PAS tlierapy was started an 
in the majority die dermatitis appeared a ew <- 
after the onset of fever, Eosinophilia occu ^ 

only 17 of these 27 cases. In Jfeve- 

ported on the temperature was higher 1 J 
ning, which at first suggested an infecti 
Function tests may be abnormal before j< 
appears. As Hensler and jenstfil! 

steroids may be beneficial in drug ^ {fiis 
hepatitis, although they were not effecti 
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case. Attempted desensitization to PAS after jaun¬ 
dice has occurred is dangerous and rarely neces- 
sar}', since otlier drugs are available. 

Bellamy and associates have reported on a fatal 
case of hepatitis due to PAS. Tlie patient was a 
23-year-old girl with miliarj^ tuberculosis and a 
tuberculoma of the brain, whose reaction began 
wath fever 23 days after chemotherapy udth strep¬ 
tomycin, isoniazid, and PAS was started. Three 
days later a rash appeared, and all three drugs 
were discontinued. Seven days later PAS tlierapy 
was resumed, and, after two more days, the fever 
was much higher and rash became worse^ \\atli the 
appearance of jaundice and subsequent death in 
coma. Autopsy showed miliary lesions in the liver, 
hut the principal liver patholog}' was a massive 
necrosis involving all of the lobules, though oc¬ 
casionally only tlie central and midzonal portions 
were invoh'ed. The pathology was not specific for 
any one type of hepatitis, but the circumstances 
implicated PAS as the probable cause. The authors 
stressed the importance of recognizing fever and a 
skin reaction in a patient being given PAS as signs 
of serious drug reaction requiring prompt \vith- 
dra'wal of the drug. 

Another fatal case of hepatitis in a patient tak¬ 
ing PAS was reported by Allen, Beacham, and 
Keschner'* in 1953. This patient developed high 
fever on the 26th day of PAS therapy and, three 
days later, a rash. Streptomycin and PAS were 
TOthdrawTi. Ten days later jaundice appeared, and 
subsequent electrolyte determinations showed a 
potassium level of 2.9 mEq. per liter. Electrocardio¬ 
grams showed prolonged QT intervals and de¬ 
pressed ST segments. The patient was treated wth 
intravenously administered potassium, but the jaun¬ 
dice deepened, there was gastrointestinal bleeding, 
and she died in coma. Autopsy showed miliary 
tuberculosis involving the liver, spleen, and brain 
and subacute hepatic necrosis. The authors con¬ 
cluded that the hepatitis was, from a clinical 
standpoint, most likely a consequence of PAS hy¬ 
persensitivity, although pathologically the hepatic 
necrosis was indistinguishable from that seen in 
epidemic hepatitis, homologous serum jaundice, 
and “toxic hepatitis.” Hypokalemia due to PAS 
therapy has been reported by others. In this case 
the audiors attributed the depressed potassium 
level to the nausea, vomiting, and anorexia which 
followed the onset of the hepatitis. 

Hansen and Clevereported a case of fatal 
toxic liver necrosis in a 22-year-old Negro who 
developed hi^i fever, rash, conjunctivitis, lymphad- 
enopathy, and eosinophilia 15 days after strepto¬ 
mycin and PAS therapy was begun. The patients 
fever was higher every third day shortly after each 
injection of streptomycin. Streptomycin was wth- 
drawn, but the temperature remained elevated. 
^^d^en PAS was also mthdrawm there was a fall in 
temperature. PAS therapy was reinstituted seven 


days later, ^\dth a rise in temperature to 104 F 
(40 C), and, although PAS was again wthdranm, 
the patient died four days later after a con\Tilsion. 
At autopsy there was tuberculosis of the limgs, peri¬ 
cardium, spleen, and lymph nodes, icterus of the 
sclera, and widespread hepatic necrosis. Hansen 
and Cleve believe that both PAS and streptomycin 
were the sensitizing agents. This, however, may be 
an instance of the nonspecific flare-up noted in one 
and possibly tivo of my pre\dously reported cases.'” 
In the second of these, &e patient was not allergic 
to streptomycin but only to PAS, yet she had an 
exacerbation of symptoms of hypersensitivity on 
the days her semiweekly dose of streptomycin or 
dihydrostreptomycin sulfate was administered. 

Hensler, Singer, and Hill ^ reported a case of 
hepatitis, apparently due to a hypersensitixdty reac¬ 
tion to PAS, in which liver biopsy showed pericho¬ 
langitis. This patient, treated with steroids, recov¬ 
ered, and the authors recommend treatment vdth 
cortisone in similar cases. Their paper includes a 
review of the hterature on hj'persensitivity hepa¬ 
titis caused by arsphenamine, methyltestosterone, 
carbasone, thiouracil, and chlorpromazine, as well 
as PAS. 

Deatlis from PAS hypersensiti\dt)' but wthout 
jaundice have occurred. Steininger and co-workers 
in 1954' reported on a patient who developed fever 
to 102 F (38.8 C) 23 days after treatment with 
streptomycin, isoniazid, and sodium PAS, 16.5 Gm. 
daily, was begun. Streptomycin and PAS were 
nuthdrawn, and the fever dropped to normal for 
tivo days. A test dose of 5.5 Gm. of sodium PAS 
was given and fever to 103.8 F (39.9 C) developed. 
No further drugs were given, but symptoms con¬ 
tinued, with nausea, vomiting, diarrhea, collapse, 
coma, and death. Autopsy showed periportal fibro¬ 
sis in the liver xvith infiltration of plasma cells and . 
polymorphonuclear leukocytes in the periportal 
areas. Sections of the kidneys and pancreas like¬ 
wise showed numerous areas of recent scarring and 
infiltration, wth plasma cells and poljTnorphonu- 
clear leukocytes. This death was attributed to 
adrenal failure. 

Another fatal PAS reaction witliout jaundice was 
described in 1956 ® in a patient being given isonia¬ 
zid and PAS. Fever to 103.6 F (39.7 C) appeared 
27 days after chemotlierapy was started. Mfith the 
appearance of dermatitis three days later, the drugs 
were unthdrawn. The liver was enlarged and sul- 
fobromophthalein retention was increased to 16%, 
but there was no jaundice. In spite of treatment, 
including ACTH and cortisone, the patient died 17 
days after tlie onset of fever. Autopsy showed hem¬ 
orrhages through the myocardium, petechial hem¬ 
orrhages in the brain, acute splenic hx'perplasia, 
and adrenocortical degeneration. No liver pathol¬ 
ogy', except passive congestion, is mentioned in the 
report. This was believed to be a hypersensifi’' 
reaction of unusual and severe degree. 
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At the Middlesex County Sanatorium, we have 
had two cases of jaundice attributed to PAS ther¬ 
apy with recovery. The first of these has been re¬ 
ported previously.'" The patient, a 47-year-old 
woman, had been on streptomycin therapy, 1 Gm. 
txA'ice weekly, and PAS therapy, 10 Gm. daily. The 
first symptom of a reaction, a papular pruritic rash, 
appeared 33 days after'drag tlierapy was started, 
and the two drugs were withdrawn. Two days later 
the patient developed joint pains, headache, and 
small vesicles in the mouth, and tlie following day 
she had fever to 102 F (38.8 C). The temperature 
fell to normal in the next four days, but the rash 
persisted. Jaundice appeared 16 days after tlie rash 
was first seen. Laboratory findings were as follows: 
bilirubin, total, 2.2 mg., direct-reacting, 1.7 mg., 
and indirect-reacting, 0.5 mg. per 100 cc.; cephalin 
flocculation, 3-j- in 48 hours; alkaline pho.sphatase, 
5.4 Bodansk}’- units per 100 cc. There was a 27% 
eosinophilia. The jaundice gradually faded and had 
disappeared 33 days after it was first noted. No 
further drug therapy was given because isoniazid 
was not then available and her minimal lesion was 
stable. 

Our second case of jaundice believed to be due 
to PAS was in a 59-year-old man with a history of 
alcoholism. For five days he had a slight elevation 
of temperature, followed by fever to 101 F (38.3 C) 
and a macular, pruritic eruption on the face, neck, 
and chest. PAS and isoniazid tlierapy, which liad 
been started 44 days prewously, was discontinued. 
Jaundice appeared two days later, nnth eosinophilia 
of 46%. Tlie jiatient was treated ivitli intravenously 
administered glucose solution and a high-calorie 
diet. Tlie alkaline phosphatase level reached 16.8 
Bodansky units per 100 cc. His liver was enlarged. 
Tlie jaimdice gradually cleared, and the liver was 
no longer palpable. Isoniazid therapy was resumed, 
and streptomycin, 1 Gm. twice weekly, was added, 
but he was given no more PAS. Six months later he 
had a resection of tlie apical and posterior seg¬ 
ments of tlie right upper lobe and part of the su¬ 
perior segment of the right lower lobe, witli several 
blood ti-ansfusions. Three months after resection 
there was a recurrence of jaundice witliout fever or 
dermatitis but with nausea, vomiting, and anorexia. 
His alkaline phosphatase level was elevated to 8.6 
Bodansky units per 100 cc. He was again treated 
with intravenously given glucose solution and high- 
calorie diet. The jaundice lasted 25 days. Strepto¬ 
mycin and isoniazid were not withdrawn, as tliis 
was considered to be homologous serum jaundice. 
Heterophil agglutination test was negative, and 
eosinophilia did not exceed 7%. 

A third case of jaundice occurred in a patient 
who was taking both isoniazid and sodium PAS 
and had febrile reactions to botli. This patient was 
a 35-year-old laborer, admitted Jan, 9, 1957, with 
far-advanced pulmonary and laryngeal tuberculo¬ 
sis Chemotherapy was started Jan. 11, 1957, and 
consisted of isoniazid, 400 mg sodium PAS, 12 
Gm and pyridoxine, 50 mg. daily. He developed a 
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perineal abscess on Jan. 28, from which Staplivlo 
coccus aureus was cultured. On Jan. 30 he started 
running a fever to 102 F (38.8 C), which atfet 
was attributed to the perineal abscess. Ho\ve\er. 
when isoniazid and sodium PAS were withdraw 
on Feb. 9, his temperature dropped to normal in 
24 hours. 


On Feb. 11 he was given isoniazid alone, 400 mg 
daily, and the next day his temperature again ros°e 
to 102 F (38.8 C). Tliat day a siilfobromophthaleii 
test showed 30% retention in the serum, icterus in 
dex was 8, and cephalin flocculation was 3-f in 2- 
hours and 4-|- in 48 hours. His liver was enlarged 
but he had a history of alcoholism. On Feb. 14 
there was an eosinophilia of 16%. Isoniazid therap) 
was discontinued Feb. 14, and his temperature fei 
to normal by Feb. 16. Two days later, his ictenii 
index was 30 and his conjunctivas showed icterus 
Total serum protein level was 6 Gm. per 100 cc, 
with a normal albumin-globulin ratio,'and tofa 
serum bilirubin was 4 mg. per 100 cc. By Feb. 20 
his skin was definitely jaundiced and his total seniir 
bilirubin level was 5.4 mg. per 100 cc. He was giver 
a diet high in carbohydrate and protein and h\v h 
fat. A film of tire abdomen failed to show gall 
stones. The jaundice reached its maximum Feb. 25 
witli an icterus index of 100, then gradually faded 
disappearing entirely by March 13, although fli( 
icterus index was still 16. 

On March 21 he was again given test doses o 
isoniazid. A 50-mg. dose on that date produced m 
reaction, but 100 mg. tlie next day at 8 a. m, wai 
followed at 3:30 p. m. by a fever of 101 F (38.3 C) 
Eosinophilia, which had disappeared by Feb. IB 
reai)peared on March 22 at a level of 13%. Cephalii 
flocculation v'as still 3-f in 48 hours. No mon 
isoniazid was given, and his temperature fell t( 
normal the next day. The bilirubin level was 0.» 
mg. per 100 cc. on March 25. There was no fiare-ui 


of the jaundice wdth tliis reaction. 

On March 28, a test dose, of 2.6 Gm. of sodjuji 
PAS was given at 7:15 a. m. At 9:30 he had a chi 
mtli fever to 99.2 F (37.3 C). There was no eosino 
pliilia and no recurrence of jaundice, tlie icterus m 
dex being 8 as compared to 16 on March 13. 

Graduated doses of streptomycin started on Apn' 
3 gave no reactions, and on April 5 a regular taicc 
weekly schedule of streptomycin therapy ’ 
oxytetracycline (Terramycin), 3 Gm. daily, wa 
started and continued witliout difliculty. 

On July 5, 1957, isoniazid desensitization " ^ 
started, beginning witli 1 mg. three times a clay aj' 
increasing gradually to 100 mg. three times ai 
This dosage, witli streptomycin (1 Gm. tMce we 
ly), was then continued witliout further 
and the oxytetracycline was witlidrawn. Sulfobrom 
phthalein determinations during isoniazid es 
sitization varied from 5% to 15% retention, s , 
bilirubin level remained normal, and the 
phosphatase level on July 9 was 5 units per 
In this case, it is not Imown whether PAS or is 
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zid hypersensitiwtj' caused the jaundice. The pa¬ 
tient has, at the time of svriting, continued to tahe 
isoniazid and streptomycin %vithout further reac¬ 
tions. He underwent staged bilateral lung resections 
with smootli- convalescence. 

Hepatitis due to isoniazid has been reported," 
and Cohen and LawTence ® have recently reported 
on bvo patients who showed h}'persensitivity re¬ 
actions to PAS and reproduction of a similar clini¬ 
cal picture after being given a test dose of isoniazid. 
Their paper cites two other reports of hypersensi- 
tiwty to botli PAS and isoniazid and seven reported 
cases of hj'persensitivity to both PAS and strepto¬ 
mycin. 

A former patient at this hospital who took both 
isoniazid and streptomycin was admitted to the 
Massachusetts General Hospital for study of fever 
of unknowm etiology. In addition to fever he had 
shaking chills, clinical jaundice, and disturbed he¬ 
patic function. Mdien isoniazid was withdraum, the 
jaundice subsided and he became afebrile. Isonia¬ 
zid was readministered on two subsequent occa¬ 
sions with recurrence of fever and elevation in 
serum bilirubin level, as well as increased sulfobro- 
mophthalein retention. 

Hayes and Weiss ® in 1953 reported two cases of 
j’aundice in patients taking PAS. After disappear¬ 
ance of the jaundice, these two patients were de¬ 
sensitized by small and gradually increasing doses 
of the drug. Considering the potential seriousness 
of PAS hepatitis, such desensitization seems haz¬ 
ardous. 

Jaundice due to streptomycin hypersensitivity 
has not been reported on as far as I know, but in a 
patient taking streptomycin and PAS, who devel¬ 
oped hepatitis udth fever and dermatitis, an attempt 
six months after symptoms subsided to desensitize 
to streptomycin resulted in a rise of sulfobromo- 
phthalein retention and a recurrence of rash on the 
hands.’® 

Reactions to PAS have been described ® in which 
there was no jaundice but increased suhobromo- 
phthalein retention and positive cephalin floccula¬ 
tion tests, and several such cases have been ob- 
sers'ed at this hospital. 

One of these was in a 73-year-old man who, on 
Nov. 19, 1956, while taking isoniazid and sodium 
PAS, had a reaction with fever to 103 F (39.4 C). 
Sodium PAS was immediately withdra\vn. Several 
days later he developed an itching macular rash, 
involving tlie trunk and arms, which gradually 
faded. On Nov. 27 his icterus index was 10, and on 
Dec. 3 it was 13.4, \vith a cephalin flocculation test 
showing 24 - in 24 and 4-j- in 48 hours. By Dec. 6 
his sulfobromophtlialein retention was 50%. On 
Dec. 26 his cephalin flocculation test showed 1-}- in 
24 and 2-}- in 48 hours. Another sulfobromophdial- 
ein test on March 3, 1957, showed no retention of 
dye. He has been continued on isoniazid dierapy 
plus rtrice-weekly administrations of streptomycin 
uadiout further reactions. 


Summary 

A fatal case of hepatitis was found to be due to 
hypersensitivity to aminosalicylic acid (PAS). A 
review of the literatime on PAS reactions revealed 
five fatal ones, three of which were due to liver 
involvement. Foim nonfatal cases of drug hyper¬ 
sensitivity hepatitis were seen; in one and possibly 
two of these, isoniazid was the offending drug. 

Fever without eosinophilia or a rash may be the 
only symptom of a beginning PAS hypersensitisity 
reaction. Arthralgia is another early symptom. By 
the time a rash has appeared and before the pa¬ 
tient is jaundiced, irreversible and fatally progres¬ 
sive hepatitis may be imder way. Une.xplained fever 
in a patient taking PAS requires immediate \vith- 
drawal of the drug, and the drug should be with¬ 
held until a hypersensitivity reaction can be ruled 
out. Test doses of PAS, unless minute, are danger¬ 
ous. The physician using PAS in the treatment of 
tuberculosis must be familiar uith the early s}Tnp- 
toms of these serious PAS reactions if he is to fore¬ 
stall tragic consequences. 

773 Trapelo Rd. 
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ASIAN INFLUENZA IN SANTIAGO AND CONCEPCION, CHILE 

OBSERVATIONS ON THE EPIDEMIC DURING JULY AND AUGUST, 1957 

The Influenza Study Group, Armed Forces Epidemiological Board; The Committee on InHuenza 
National Health Service, Santiago, Chile; Members of the Faculty of Medicine ’ 

University of Concepcion, Concepcion, Chile ’ 

and 

Leonardo Paredes, M.D., Santiago, Chile 


In June, 1957, the Armed Forces Epidemiological 
Board through its Commissions on Acute Respira¬ 
tory Diseases, Influenza, and Streptococcal Diseases 
organized ah Influenza Study Group to plan and 
cany out studies on tlie epidemic of Asian influenza 
which at that time was essentially confined to die 
Far East but vjiose appearance in the United States 
was expected. The primary objective of the study 
group was to obtain concise epidemiologic, chnical, 
laboratory, and patliological data about influenza 
caused by the new strain of virus and, preferably, 
to obtain tliese data before influenza became 
epidemic in the United States. Such early informa¬ 
tion would permit more efi^ective plans to be made 
in anticipation of the epidemic than were possible 
witli the fragmentary reports tlien available. 

Consideration of possible areas for study directed 
attention to Chile. Normally tlie pneumonia rate is 
high in Chile and if influenza occurred during July 
and August, tlie Chilean winter season, there would 
be opportunity to observe the current epidemic in 
an area where the population might be expected 
to have a high rate of bacterial pulmonary compli¬ 
cations. Consequently, when influenza was reported 
to be epidemic in Chile arrangements i^'ere made 
through tlie Pan American Sanitary Bureau for tlie 
Influenza Study Group to observe the epidemic in 
cooperation \vith tlie Chilean Committee on In- 

■Members of the Influenza Study Group participating in this study 
are Harold B, Houser, M.D. (field director), department of medicine, 
state University of New York Upstate Medical Center, Syr.icuse, N. Y.; 
Willard C. Schmidt, M.D., Cleveland City Hospital and departments 
of pediatrics and preventive medicine. Western Beserve University 
School of Medicine, Cleveland; Albert V. Hennessy, M.D., Ward V. 
Peterson, M.A., and Fred M. Davenport, M.D. (director. Commission 
on Influenza, Armed Forces Epidemiological Board), department of 
epidemiology and vims Laboratory, School of Public Health, Univcisity 
of Michigan, Ann Arbor. 

Members of the Committee on Influenza are Abrah.am Honvitz. 
M.D. (Chairman), sub-director normativa, National Health Service, 
Conrado Ristori, M.D., chief, department of epidemiology, National 
Health Service; Eduardo Dussert, M.D., professor of bacteriology, and 
Oscar Avendano, M.D., virologist, Bacteriological Institute; Botjuv 
Kr.aljevic, M.D., director, infectious disease service, H.amon Barros Luco 
Hospital; Miguel Ossandon, M.D., pathologist, San Jiian de Dios Hos¬ 
pital; Anibal Ariztia, M.D., professor of pediatrics, Calvo MacKenn.i 
Childrens Hospital; and Horacio Boccardo, M.D., chief, and Manuel 
Borgono, M.D., sub-department of infectious diseases. National Health 

Service, . ...... , 

Members of the Faculty of Medicine participating m this study are 
Ivar Hermansen, M.D., dean and professor of medicine; Hafnel Dam- 
c.arrere M.D., professor of bacteriology; Heriian San Martin, M.D., 
professor of preventive medicine; and R. Sclieurmann, M.D., professor 

of pathology. , t i 

The Influenza Study-Group \v.as under the auspices of the Armed 
Forces Epidemiological Bo.ard and its Commission on Acute Respiratory 
Diseases Commission on Influenza, and Commission on Streptococcal 
Diseases’ and was supported by tlie Offices of the Surgeons Geneial. 
Deparhnents of the Anny and Air Force, Washington, D.'C. 


Influenza was first noted in the north of 
Chile in the second week of July, 1957. A 
week later it present in Santiago and 
subsequently in the central and southern 
provinces of the country. It was identified by 
serologic studies which also showed that the 
majority of the patients with pneumonia de¬ 
veloped antibodies against the A/Japan/ 
305/57 influenza virus. The sharp increase 
of pneumonia in Santiago on Aug. 2 came 
J 0 days after the sharp increase of influenza 
cases. The twofold increase in deaths during 
the epidemic was mostly attributable to in¬ 
fluenza and pneumonia, and the marked in¬ 
crease m deaths from pneumonia resulted 
primarily from the increase in total cases 
rather than from any increase in the propor¬ 
tion of cases that could not be treated suc¬ 
cessfully. The organism most frequently 
isolated from fatal cases was Staphylococcus 
pyogenes. The concerted study of ibis epi¬ 
demic gave an early, relatively complete, 
and valuable -picture of the characteristics 
and potentialities of Asian influenza. 


fluenza. The Chilean committee had been organized 
in Santiago by the National HeaMi Serwee in July 
and an active investigation was under way 
the Influenza Study Group arrived on Aug. S, 
Tlirough fonnal weekly meetings and close coopera¬ 
tion between individual members of die two groups 
joint observations of the epidemiologic, clinic > 
virological, bacteriological, serologic, and P'll’®' 
logical features of tlie epidemic in Santiago were 
made. In addition, clinical, bacteriological, ao 
pathological data regarding pneumonic complied' 
tions of influenza were obtained in Concepcioo, 
Chile, by members of the faculty of medicine, 
versity of Concepcion. , 

This report presents the results of tire above o ^ 
servations made during the month spent b} 
Influenza Study Group in Chile. Other aspec 
the epidemic have been reported elsewhere. 
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Epidemiology 

Santiago proWnce has a population of about 2 
million,' witli 1,300,000 living in the modem city of 
Santiago. Factors, such as malnutrition, crowding, 
•chronic illness, and inadequate shelter, that pre¬ 
sumably are important in increasing the incidence 
and se\'erity of respirator)' diseases are present to 
a considerable degree. Although rapid strides have 
been made during the past years in reducing deaths 
from acute and chronic infections, respirator}' in¬ 
fections still account for about 20% of the annual 
deatlis in Chile. 

Under the National Healtli Service almost the 
entire population receives hospital care free of di¬ 
rect charge, most of the physicians work in some 
capacity for the healtli ser\'ice, and a standard, 
rapid, and effective metliod of vital statistics re¬ 
porting e.xists. These circumstances permitted rapid 
collection of epidemiologiv data con- 
ceming the epidemic. 

Influenza was first noted in the north 
of Cliile in the second week of July. A 
week later it was present in Santiago 
and subsequently in the central and 
southern provinces of the country. No 
precise information on the attack rate for 
influenza was obtained, although in Con¬ 
cepcion, a city of about 100,000 people 
300 miles south of Santiago, a surv'ey of 
a 15% sample of the population at the 
end of the second week of, the epidemic 
indicated tliat 25% had had influenza 
during the prior two weeks. 

A reflection of the pattern of the epi¬ 
demic in Santiago was obtained by ex¬ 
amining tlie daily records of the emer¬ 
gency ser%'ice of die Hospital R. Barros 
Luco. This hospital is located in one of the poorer 
sections of the city and its major source of patients 
is from this section. The daily number of cases 
of influenza and pneumonia seen in the emer¬ 
gency service from July 14 to Aug. 31 is presented 
in figure 1. Tliere was a sharp increase in cases of 
influenza about July 23 and it was not until Aug. 
14 tliat the number of cases had decreased to the 
level obser\'ed before July 23, Although an irreg¬ 
ular and slight increase in the curve for pneumonia 
cases was apparent at about the same time as die 
increase in influenza cases, it was not until Aug. 2, 
10 days after die sharp increase in influenza, that a 
considerable increase in the number of cases of 
pneumonia occurred. That die increase in pneu¬ 
monia cases was related to the influenza epidemic 
was indicated both by the history of prior influenza 
in patients iwRi pneumonia and by demonstration 
of antibody increases to the Asian strain of influenza 
virus in patients mth pneumonia. Also, the number 
of cases of pneumonia at the Barros Luco Hospital 
and diroughout the city during this period was 


gready in excess of previous years. No information 
on the attack rate for pneumonia was obtained. 
Although the pa'tients v4th pneumonia who were 
seen in the emergency sen'ice of the Barros Luco 
Hospital came from the same general area as the 
patients ivith influenza, the 4 to 1 ratio of influenza' 
to pneumonia should not be interpreted as repre¬ 
sentative of the relation of the one to die other. 

Since die Barros Luco Hospital had no general 
pediatric service, children were seen infrequently 
in the emergency service. Mflien only die popula¬ 
tion over the age of 10 years was considered, it was 
apparent tiiat by age group the attack rate was 
proportionately higher in persons less dian 30 years 
of age than in diose 40 or more years old. How¬ 
ever, the occurrence of pneumonia was lower in 
the lO-to-19-year group and higher in die 60 years 
and over group dian would be e.xpected from the 



Fig. 1.—Number of patients with influenza or pneumonia seen dail.v in 
emergency seritice of R. Barros Luco Hospital, Santiago, Chit- between 
July 14 and Aug. 31, 1957. 

population distribution, while-the occurrence in the 
decades between 20 and 59 years was proportion¬ 
ate to the population. The age distribution of pa¬ 
tients iridi pneumonia admitted to two general ’ 
hospitals, Aguirre and Barros Luco, during the 
epidemic was similar to diat of normal previous 
years, indicating that die increase in hospitalized 
patients irith pneumonia was proportional in all 
age groups. 

The number of burials in the major Santiago 
cemeteries betiveen Jul)! 30 and Aug. 21 was 2,599. 
It was estimated tiiat diis represented at least 98% 
of the total burials in the city. Tlie daily record of 
the burials'Showed that tiiey began to exceed the 
e.xpected number on July 30 and remained above 
diis number until Aug. 21. Tlie peak day of burials 
(179), Aug. 6, was also the day on which the 
largest number of patients with pneumonia were 
seen at die emergency seridce of the Barros Luco 
Hospital (fig. 1). A cun'e made from the number 
of daily burials is similar in shape and duration to 
that of the pneumonia diagnoses in figure 1. In 
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August, 1956, tile daily average nuiuber of deaths 
in Santiago was 52. Therefore, 1,196 deatlis would 
have been expected in die same period in which at 
least 2,599 occurred. This represents an approxi¬ 
mate increase of 2.2 times. 

K'lore precise information was available' through 
Aug. 17 from death certificates sent to die National 
Health Service. The mortality rates attributed to 
grippe (influenza) and pneumonia and for all 
causes were similar tiirough the week ending July 
27 in both 1956 and 1957. The rate for deaths from 
all causes increased from 23.9 per 100,000 during 
the week July 21-27, 1957, to 41.6 in die week 
July 28-Aug. 3, while in 1956 the rates for the same 
two weeks were 23.2 and 24.2 respectively. The 
following week, Aug. 4-10, 1957, was the peak 


mately 7.6 times. Tlie increase, apparent in all aw 
groups, was most marked in the older age groum 
This is again illustrated in figure 3, where mortaiv 
rates for all causes, as well as grippe and pneu- 
monia, are shown by age group for the same three 
weeks. The highest total death rates occurred in 
children less than one year old and in the older aee 
groups. However, the increase in death rates from 
all causes was from 2 to 3 times in each age group 
with die exception of those under one year of age 
who had about a 1.5 increase in rate. Thus, there 
was little change in die percentage distribution of 
total deaths by age group during tiiese three week 
The only causes of death, aside from respirator)' 
diseases, diat showed significant mcrease during 
this period Were diose attributed to involvement of 
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Fig. 2.~Age distribution of deaths in Santiago from grippe 
and pneumonia between July 28 and Aug. 17, 1957, com¬ 
pared to same period in 1956. 

week for deadis with a rate of 72 that compared to 
a rate of 21.2 in the same week of 1956. The rate 
dropped to 53,7 in the week of Aug. 11-17, 1957. 
Certified deadis from grippe and pneumonia from 
July 14 to Aug. 17 occurred at a weekly rate of 
about 3 per 100,000 in 1956. In 1957, tliis same rate 
was present for die first two weeks of this period 
but increased to weekly rates of 13.5, 36.7, and 
24.8 during die last three weeks. Tlie numbers of 
certified deaths from grippe and pneumonia dur¬ 
ing these latter diree weeks are shoivn by age group 
for bodi 1956 and 1957 in figure 2. There were 886 
more deadis from grippe or pneumonia in 1957 
than there were in 1956-an increase of approxi¬ 


tiie cii-culatoiy system and to parasitic and infec¬ 
tious diseases, -^aldiough there was a trend in all 
classifications toward increase., 

Clinical Observations 

The clinical picture of uncomplicated influenza 
was not unusual and conformed closely to classic 
descriptions of influenza A.“ Except for less prostra¬ 
tion, cliildren appeared to have courses of illness 
similar to diose of adults. 

A clinical picture of nonfatal pneumonia in adults 
was obtained from observations on 57 patients ad¬ 
mitted to the infectious disease pavilion of tlie E. 
Barros Luco Hospital, most of whom gave a histor)' 
of preceding influenza. The day after onset of in¬ 
fluenza that symptoms’of pneumonia appeared is as 
follows: same day, 2 cases; 1st day after, 2; 2nd day, 
5; 3rd day, 10; 4di day, 5; 5di day, 5; 6th day, 6; 
7th day, 4; Sth day, 3; 9di day, 2; lOtli day, 1; Hdi 
day, none; 12di day, 1; 13di day, none; 14th day, 1; 
day unknoMTi, 10. Serologic studies confirmed tliat 
tlie majority had had influenzal infections. 

Tlie onset of pneumonia was usually character¬ 
ized by appearance of pleuritic pain, chills, return 
of feverishness if it had disappeared, and change in 
character and amount of sputum. Chest roentgen¬ 
ograms were available in only limited numhers, so 
diat descriptions of pulmonary involvement wck 
dependent on physical diagnosis and fluoroscopic 
examinations. Frequently, physical signs of crepi 
tant rales, rhonchi and wheezes, and changes) 
breatli sounds were found bilaterally,_ bat a® 
scopic examination revealed unilateral i 

By fluoroscopy 43 of tlie 57 patients had 
pneumonia and 14 had bilateral involvement, 
the pneumonia was unilateral more than one 
was frequently Involved. The usual signs a 
solidation were present in tlie majority 0 
tients. Empyema was infrequent, but pn 
abscesses were occasionally observed. 

Laboratory data were sparse. jLn« 

creased number of patients and work oa 
the epidemic precluded routine laboratory . 
that would have been done under more 
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circumstances. Tlie bacteriology' in the pneumonia 
cases was difficult to interpret, since many' of the 
sputam cultures were obtained after two or more 
day's of antibiotic treatment. Although Staphylo¬ 
coccus (Micrococcus) pyogenes var. aureus was re¬ 
ported most frequently in tliis group of patients, 
the physical signs, course of illness, and response 
to treatment were more consistent with a pneumo- 
coccic or streptococcic etiology' in the majority of 
cases. Mfidi improved techniques, a subsequent 
series from the same hospital did show a pre¬ 
dominance of hemolytic streptococci and pneumo¬ 
cocci in tire sputum cultures.' 

In the opinion of the physicians at the Barros 
Luco Hospital, the postinfluenzal pneumonia ob¬ 
served was quite different from the lobar pneu- 


fatality rate increased only 1.5 times in infants and 
1.1 times in children. Seventy-six per cent of the 
deaths occurred wthin 24 hours of hospital ad¬ 
mission, and the period of illness preceding hos¬ 
pitalization ranged from a few hours to 15 days, 
wtli an average of 4.5 days. At the Aguirre, a gen¬ 
eral hospital, the increase in fatality rate was 1.3 
times the average for the three previous y'ears. Tlie 
increase, if significant, may' be explained by the 
fact tliat many patients, hospitalized witli chronic 
disease, contracted influenza and developed pneu¬ 
monia while in the hospital. Also, in at least 52% 
of the deaths important disease conditions other 
than pneumonia were present (i, e., carcinoma, 
heart diseases) and verified by autopsy. There were 
more deaths in the younger adults, however, and 


monia seen in past years. The patients 
were sicker and more dy’spneic; cyan¬ 
osis was more frequent; and response 
to treatment was not as uniform. The 
majority of the patients received tet¬ 
racycline-oleandomycin (Sigmamycin), 
but many received penicillin, penicillin 
and streptomycin, or other antibiotics 
alone or in combination. The median 
duration of treatment was five days, 
with the shortest being 3 and the long¬ 
est 13. The response of fever to treat¬ 
ment was similar without regard to the 
drug used. Forty-eight hours after start 
of treatment about 20% still had a 
temperature above 100 F (37,8 C), 
Tlie length of hospitalization ranged 
from 6 to 35 days, with a median stay 
of 10 days. In most instances the pneu¬ 
monia had not resolved completely at 
the time of discharge. 

Less detailed information was ob¬ 
tained from children with pneumonia. 
At tlie Roberto del Rio Hospital, tlie 
pneumonia in children was a severe 



type of bronchopneumonia, but in most 

cases the temperature returned to nor- Fig. 3.-Morlality rate in Santiago by age for grippe and pneumonia, 
mal in 36 hours along with clinical im- and all causes July 28 to Aug. 17, 1957, compared to same period in 1956. 


provement. Penicillin, streptomycin, 
and tetracycline were routinely employed in treat¬ 
ment. 

The case fatality rates of pneumonia in three dif¬ 
ferent hospitals during the epidemic are compared 
to the rates in the same hospitals in previous years 
in figure 4. There was an increase in fatality rates 
in each of the hospitals, but this increase was not 
alarming. There was a marked increase in the total 
number of pneumonia cases, with an accompany¬ 
ing absolute increase in deatlis from pneumonia, 
but the proportion of fatal cases was not markedly 
altered. At the Roberto del Rio Hospital, the num¬ 
ber of deaths in infants from pneumonia was 4.9 
times the average for 1954-1955-1956 and in chil¬ 
dren was 4 times the average. However, the case 


this was also true in the Barros Luco Hospital. In 
this hospital the rate during the epidemic was 2.8 
times that of die average rate for the entire years 
of 1955 and 1956, but still 93% of the patients did 
not die. Of a total of 24 deaths from pneumonia, 
15 were within die first 24 hours after admission. 
Eleven of the 24 had chronic disease or other con¬ 
tributory cause for death. 

Clinically, fatal cases of pneumonia fell into three 
categories. The first was composed of pneumonia 
srith a rapid fulminating course. Death occurred as 
early as Rvo days after the onset of illness and not 
infrequendy irithin a few minutes to hours after 
admission to hospital. The patients were usually 
moribund on admission, in shock, cyanotic, tachy- 
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pneic and expectorating bright bloody or blood- 
tinged frotliy spuUim. There was marked involve- 
ment of the lungs evidenced by moist and crepitant 
Hues throughout the lung fields and extensive signs 
of consolidation. Response to oxygen, antibiotics, 
aiteienol, and intramuscularly giv^en cortisone was 
uniformlj' poor. No particular bacteria were asso¬ 
ciated widi these cases and, although Staphylococ- 
cus pyogenes was most frequently cultured, in some 
instances normal flora were reported. It was felt 
that these possibly represented an influenzal type 
of pneumonia with the role of the bacteria not de¬ 
fined. This type of pneumonia represented not 
more tlian 25% of tlie fatal cases at die Barros 
Luco Hospital. 


Bacteriology 

The bacterial organisms isolated from spututnsof 
patients with pneumonia varied among the hos- 
pitals from which bacteriological data were avail¬ 
able. Differences in laboratory techniques, in tiie 
interval between the collecting and implanting of 
specimens, and in length of time of antibiotic ler- 
apy before cultures were obtained might have ac¬ 
counted for some of the variation. Pneumococci 
were isolated most frequently from sputum samples 
at die Aguirre Hospital. Staphylococcus pyogenes 
and Klebsiella were less frequently encountered. 
At die Barros Luco Hospital, Staphylococcus pyo¬ 
genes was the padiogen isolated oftenest from 


The majority of the fatal cases fell into the sec¬ 
ond group, wliich consisted of cases more typical 
of bacterial pneumonia except tliat the symptoms 

. T TOTAL-AUC )JS4-53*3« 


R. DEL RIO 
HOSPITAL 


X NUMBER or PHEUMONtAS 


AGUIRRE 

HOSPITAL 


20-29 30-39 40-49 50-39 


{BARROS LUCO HOSPITAL 


['jl956 YR T/I5-B/24 


AGE GROUP 


Fig. 4.—Case fatality rates by age for pncuiuonia in patients aclnrittcd to 
three hospitals in Santiago, Chile, during tire epidemic of Asian influenza, 
July and August, 1957, compared to rates during previous years. 


sputum cultures; hemolytic streptococci and pneu¬ 
mococci were also isolated. However, nornial throat 
flora were most frequently reported. At Concep 
cion, Staphylococcus pyogenes, pneti 
mococcus, and Hemopliilus influenzai 
were isolated with equal frequenej 
' from patients wntii pneumonia in tin 
Regional Hospital and one of the thra 
was present in the majority of the pa 
-20 tients. . 

-■ Bacteriological data from autopsia 
^ -10 cases at the Barros Luco and Aguinn 

.. hospitals in Santiago and die Regiona 
^ Hospital, Concepcion, are presented ii 

table 1. Of 19 organisms isolated fron 
the .13 cases at Concepcion, Staphylo 
coccus jiyogenes was found 10 time: 

- -10 while at the Barros Luco Hospital tliesi 

organisms were present 7 times in i 
I-. 3 total of 15 organisms isolated from 1 
j - patients. The large number of KVbsi 
ella reported from die Aguirre Hosp'jfa 
was in striking contrast to the Othei 
hospitals. Seven of 21 randomly sc- 
dmitted to lected Klebsiella strains were found tc 
in uenza, virulent for mice, and 2 of these 

7 strains were demonstrated to be Off 


and signs were more severe than die usual pneu¬ 
monia, puhiionary involvement was frequendy 
bilateral or multilobar, cyanosis and shock were 
present, and the com-se was progressively downhill. 
Many of the deaths in tin's group occun-ed early 
after admission in patients moribund at the time 
of admission. A variety of organisms were isolated 
from the sputums of these patients, but Staphylo¬ 
coccus pymgenes predominated. The presence of 
chronic illness, the late months of pregnancy, and 
the puerperium appeared to worsen die prognosis. 
Purulent meningitis and empyema were present oc¬ 
casionally in this group. 

The third group consisted of a small percentage 
of the fatal cases in which deadi occurred after a 
relatively long period of illness due to complica¬ 
tions of staphylococcic pneumonia such as pulmo¬ 
nary or metastatic abscesses. 


B organisms. The remaining strains gave negative 
capsular swelling reactions vvidi tyqtes A, B, and C 
antiserums. Aside from these organisms, staphyb' 
cocci pyogenes and pneumococci were predomi¬ 
nantly present. Of 15 cases for which autopsy 
protocols were available at the R. del Rio Hospita, 
4 or 26% had pulmonary abscesses and 6 or 
had empyema. Tliis is an indication diat stapny 0 
coccic pneumonia was the predominant type in tnv 
fatal cases in diis pediatric hospital. 

Ten strains of Staphylococcus pyogenes isolat 
at the Aguirre Hospital were tested for 
resistance with medium concentrations of chlo e 
racycline, oxytetracychne, tetracycline, chloiam 
phenicol, dihydrostreptomycin, penicillin, and eO 
thromycin. All were sensitive to erytliromycio. ^ 
strain was sensitive to all antibiotics but 1^ 
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mainder showed resistance to all antibiotics except 
" erythromycin, rvith the exception of two strains 
■' sensitive to chloramphenicol. In Concepcion, anti- 
-. biotic sensitivity studies were done on nine strains 
r of Staphylococcus pyogenes isolated from lungs at 
r autopsy. Essentially all the strains were resistant 
to penicillin, streptomycin, and sulfadiazine; about 
■' one-half of the strains were resistant to the broad- 

- spectrum antibiotics; and trvo of the nine strains 
' -were resistant to erythromycin. 

Serologic Studies 

Influenza viruses found to be similar to tire 
. A/Japan/30o/57 strain were isolated from patients 
... rvith influenza and from the lungs in fatal cases of 
pneumonia. Hemagglutination-inhibition (HI) tests 
with a ferret-mouse passage line of the A/Japan/- 
, 305/57 strain on acute and convalescent serums 
, from patients rvith influenza also confirmed that 
the illnesses were caused by a member of the 

- Asian family of tj'pe A influenza viruses. Com- 
-• plement-fixation (CF) tests using A/Japan/305/57 

egg line strains of virus and HI tests were done on 

- paired serums from 70 patients at the Barros Luco 
: Hospital. Serums were treated with periodate be- 

; t fore tlie HI test. Adequate clinical data and con- 
valescent serums draum more than five daj's after 
: • the onset of influenza were available for all 70 pa- 
'•! tients, of whom 24 had a clinical diagnosis of in- 

- fluenza and 46 had a diagnosis of postinfluenzal 
pneumonia. Fort>'-six per cent of the cases of influ- 

-5 enza showed diagnostic increases by CF only, 8% 
showed increases by HI only, and 21% showed 

- j antibody increases by both techniques. An addi- 

tional patient had high titers by both tests, so that 
.'a presumptive serologic diagnosis of influenza was 
made. Thus, 79% of the clinically diagnosed influ- 
■' enza cases were confirmed serologically. Of the 46 
cases of pneumonia, 11% showed diagnostic in- 
creases by CF only, 28% were positive by HI only, 
and 37% were positive by both techniques. Since 

- •' four (9%) additional patients had titers by botli 

techniques sufficiently high for a preemptive diag- 
nosis, in 85% of the patients rvith pneumonia 
diagnosis of prior illness \vith influenza was con- 
:firmed. Complement-fi.xing antibody was alwa 3 's 
present by the eighth day of illness. Hemagglutina- 
' tion-inhibiting antibody was not detected in one in- 
dividual for as long as the 16th day after onset of 
influenza. Hemagglutination-inhibiting antibody 
was never detected in tire absence of complement- 
r ■ fixing antibody. Tlierefore, a demonstrable increase 
'■ in CF antibody in convalescent blood serums was 
more frequent in influenza patients and an increase 
'' in HI antibody in the pneumonia patients, since tire 
initial blood serum was usuallj' obtained later after 
rv' 'onset of influenza in the patients mth pneumonia. 


Pathology 

Protocols of the gross autopsies of all patients 
with pneumonia who died and were autopsied at 
the Regional Hospital in Concepcion and at the in¬ 
fectious disease pavilion of the Barros Luco Hos¬ 
pital during the epidemic were rewewed and a 
limited number of microscopic sections of autops}' 
material were examined. In addition, observation 
of gross autopsy material in the R. del Rio Chil¬ 
drens Hospital and the Aguirre Hospital was made. 

Of the 49 patients (27 patients from Concepcion 
and 22 from Santiago) whose protocols were re¬ 
newed, pneumonia, or its complications, was di¬ 
rectly responsible for death. Seventeen patients had 
chronic pathological states that could have con¬ 
tributed to death, anotlier four were in the puer- 
perium, one was in the eighth month of pregnancy. 

Table 1.—Organisms Isolated at Autopsy from Lungs of 

'Patients Dying with Pneumonia in Aguirre and Barros 
Luco Hospitals, Santiago, and the University 
Hospital, Concepcion, Chile 
Barros 

Aguirre Luco Concepcion 
(29 Pt.) (11 Pt.) (13 Pt.) 

0th- Oth- 0th- 
Only or Only cr Only cr 
Or- Or- Or- Or- Or- Or¬ 
gan- gan- gan- gnn- gan- gan- 
ism ism ism ism ism ism 
Iso- Pres- Iso- Pres- Iso- Pres- 


Organism lated ent lated ent lated ent Total 

Staphylococcus pyogenes 

par. aureus. 2 7 3t S 3 4 22 

Staphylococcus pyogenes 

var. albus. 1 1 2 4 

Diplococcus pneumoniae. 4 II ll 1 ... 7 

Hemolytic Streptococcus. 2 1 . 3 

Klebsiella species* . 12 14 . 21 1 29 

Hemophilus influenzae. 1 . 1 

Pseudomonas species. 1 . 1 

Proteus species .. 1 ... 3 4 

Escherichia coli . I 1 . 2 4 

Enterococcus . 1 1 

Camtida albicans. 1 1 

Total . 15 23 7 S 7 12 77 


' Includes Aerobacter species according to Kauffmann.* 
t From sputum in one instance, t From spinal fluid. S From brain. 

11 Mouse -virulent. 

and one had recently had a gastrectomy. The re¬ 
maining 26 patients had no gross evidence of con¬ 
tributory causes of death. A summary of the gross 
descriptions of the lungs of Biese 49 patients is 
presented in table 2. Ages ranged from 3 days to 
80 3 'ears, ridth a preponderance of cases from the 
middle decades. No difference in the tjqie of 
changes found in the lungs at postmortem exam¬ 
ination could be related to age. Tlie description of 
acute hemorrhagic tracheobronchitis was confined 
to the Concepcion series, \wth one exception. Hem¬ 
orrhagic bronchopneumonia was described ivith 
equal frequency in the two centers. Gray hepatiza¬ 
tion was described only in Santiago. Eleven of tlie 
15 patients swtli pulmonarx’ abscesses were from 
Concepcion. Acute emphi’sema, noted in eight cases 
from Concepcion, was not described in Santiago. 
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Whedier or not these differences were real or the 
result of a difference in descriptive terms is un¬ 
known, but it is probable tliat tliey reflected a dif¬ 
fering bacterial etiology of the pneumonia. 

Documentation of primaiy influenzal pneumonia 
in any of tlie observed cases was difiicult. Virus 
was recovered from the lungs of two patients from 
the Barros Luco Hospital. Each had been ill with 
pneumonia for two days. One had had influenza 
for fi^'e days, while the time of onset of influenza in 
the other was unknowm. Neither had bacteria iso¬ 
lated from the lung. The gross description of die 
lungs of the two patients conformed to tliat of 
numerous other cases. 

The few microscopic sections available showed 
one or more of the following findings: denudation 
of the trachea of epithelium, acute pulmonary ab¬ 
scess formation, focal dilatation of alveolar spaces 
and rupture of alveolar septa, e.xtensive acute hem¬ 
orrhagic pneumonia, and ulcerative bronchiolitis. 
In general, the sections presented the histological 


epidemic. The very young and the elderly con 
tributed predominantly to tire increased number of 
deaths. Tlrus, tire skewed U curve of influenza and 
pneumonia deatlrs as shown in figure 2 occurred 
Chile and not tire W-shaped curve of 1918 tliat r 
suited from a high mortality rate in tire midd 
decades of hfe. Tlrere was an increase in deaths 
all age groups in Chile, however, and as a result 
our observations it was apparent that young adui 
would also probably experience an increased me 
talit)'- rate wherever Asian influenza became ej 
demic. This, in fact, has happened in the Unitt 
States during the fall of'1957 and has also bei 
reported in England.® However, it should be er 
phasized that although the postinfluenzal pne 
monia in Chile was more severe tlian the usu 
pneumonia and response to treatment was slowr 
case fataliy rates did not increase markedly ar 
tire pneumonia did respond to treatment. T 
marked increase in the number of deaths fro 


T.uilc 2.—Sutnniflry of Cross Pathological Descriptions of Lungs of Forty-nine Patients Dying with Pneumonia During t 
Influenza Epidemic in Concepcion and Santiago, Chile, July and August, 1957 
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changes seen in pneumonia or bronchopneumonia 
of bacterial etiology, and pneumonia of viral 
etiology could not be confirmed or denied. 

Comment 

The obtaining of reliable information concerning 
- the present epidemic of Asian influenza in a popu¬ 
lation vdtlr a high attack rate and high incidence of 
bacterial complications, particularly pneumonia, af¬ 
forded an early opportunity to assess the potentiali¬ 
ties of the epidemic. There had been obvious con¬ 
cern based on the emergence of a new strain of 
influenza virus to which immunity appeared to be 
lacking in tlie vast majority of the population. 
Early reports, mostly in the press, indicated con¬ 
siderable mortality associated with tire epidemic in 
several populations. Tliese points increased die 
urgency of getting reliable data so that adequate 
and intelligent planning could be made in antici¬ 
pation of influenza becoming epidemic in the 
United States. The specter of 1918 and 1919 haunts 
us all in such a situation. 

Data obtained in Chile indicated that the in¬ 
creased mortality occurred in a pattern tliat was 
usual with influenza and not unusual as in the 1918 


pneumonia was primarily the result of a greatl 
increased number of cases of pneumonia rathe 
than a great increase in cases tliat could not b 
treated successfully. 

Anodier point to be emphasized is tliat influenz 
did not predispose to pulmonary infection iritli an 
particular organism. Pneumococci, beta-hemolyti 
streptococci, H. influenzae, and Staphylococcus pyn 
genes u’^ere die predominant bacteria associate 
witli pneumonia, and the proportion of each o 
these varied in different population groups. T ' 
variation possibly reflected the carrier rates for M 
organisms in .die populations. In addition, klebsie • 
organisms were reported frequently in one liospito 
Since die majority of the Klebsiella isolated 
mouse avirulent, the significance of the frequ® 
isolation was not clear. However, the 
some mouse virulent strains indicated'tliat 
ella were important etiological organisms m 
hospital. Pneumococcic, streptococcic, and • 
fluenzae pneumonia, in general, responded no 
treatment unless the patient was moribund 
mission. Staphylococcic pneumonia, on 
hand, did not do as well since at least one-1 












Vol 167, No. 3 


ASIAN LNFLUENZA IN SANTIAGO AND CONCEPCION, CHILE 


297 


deaths about which we had information were the 
result of infections with Staphylococcus pyogenes. 
However, since the proportion of cases of staphylo¬ 
coccic pneumonia was high in some groups of pa¬ 
tients, many patients with tliis tj^ie of pneumonia 
did respond to antibiotic treatment. The high case 
fatality rates for pneumonia in some hospitals such 
as the Aguirre and at Concepcion, where 28% of 
hospitalized patients %\ith pneumonia died, were 
probably the result of a greater number of infec¬ 
tions due to Staphylococcus pyogenes. Most of the 
strains of Staphylococcus pyogenes tested were re¬ 
sistant to penicillin and broad-spectrum antibiotics, 
although many were sensitive to erythromycin. 

Staphylococcic pneumonia, the occasional poorly 
responding pneumonia due to other bacteria, pneu¬ 
monia in which drere was delay in treatment, and 
bacterial pneumonia occurring in chronically ill or 
otlrer patients \%nth poor prognosis accounted for 
the majoriU' of the fatal cases about which we had 
information. Approximately one-third of the deaths 
occurred within the first 24 hours of hospitaliza¬ 
tion. Frequently tliere had been delay in seeking 
medical or hospital care on the patients’ part and 
this possibly contributed to their deaths. It was 
also apparent that women in the latter montlis of 
pregnancy and the puerperium, chronically ill pa¬ 
tients, infants, and patients xvith recent major sur- 
gerj' had a worse prognosis for pneumonia. Bac¬ 
teriological, pathological, and clinical information 
supported the probable bacterial nature of most of 
the fatal cases of pneumonia and the course was 
not too unusual xvhen all factors effecting the 
courseAvere considered. However, a bacteriological 
etiology of acute fulminant pneumonia that ac¬ 
counted for a smaller proportion of fatalities was 
not clearly defined. In these cases, the influenzal 
and pneumonic processes seemed continuous. Fre¬ 
quently, it was not possible to isolate pathogenic 
organisms. Response to treatment in these cases was 
uniformly poor despite relatively adequate suppor¬ 
tive measures, and the course was rapidly dowihill 
with cyanosis, shock, and death within a few hours 
after admission. It is possible that these illnesses 
were primarj' influenzal pneumonia. 

Evaluation and interpretation of the data from 
Chile in relation to the appearance of an epidemic 
of Asian influenza in the United States of similar 
magnitude during the height of the respiratory 
disease season had to be tempered by consideration 
of the differences between Chile and tlie United 
States in those socioeconomic factors accepted as 
contributing to increased morbidity and mortality 
from pneumonia. Nevertheless, it was felt that some 
of the information lent itself to application here and 
that an early, relatively complete picture of the 
characteristics and potentialities of Asian influenza 
was obtained. This picture has been of value. 


Summary 

Epidemic Asian influenza in Santiago and Con¬ 
cepcion, Chile, during July and August, 1937, was 
accompanied by a high rate of pulmonarj' compli¬ 
cations. A twofold increase in deaths dining the 
epidemic was coincidental vith the increase in 
pneumonia and most of the increase in deaths was 
attributable to influenza and pneumonia. The ver\' 
young and the elderly contributed predominant!)" 
to the fatalities, but there was an increase in deatlis 
in all age groups. Postinfluenzal pneumonia was 
more severe than die “ri'pical” pneumonia of past 
years but responded relatii'ely well to antibiotics 
with only a slight increase in hospital fatality rates. 
Although a variety' of organisms was associated 
w-ith the fatal cases of pneumonia. Staphylococcus 
pyogenes was most frequently isolated. A small 
proportion of fatalities was probably the result of 
primary influenzal pneumonia. Serologic studies 
demonstrated that the majority of tlie patients 
with pneumonia developed antibodies against the 
A/Japan/305/57 influenza rirus. 
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BREAST CANCER IN CONNECTICUT, 1935-1953 

STUDY OF 8,396 PROVED CASES 

Allan J. Ryan, M.D,, Matthew H. Griswold, M.D., Edward R. Allen, M.D. 
Rolf Katzenstein, M.D., Richard Greenberg, B.A,, John Keogh, M.A. 

and 

Charles Wilder, B.S., Meriden, Conn. 


There is no cancer of humans that has received 
more attention from physicians and none concern¬ 
ing the proper treatment of which there is sb’ll 
more general disagreement tlian breast cancer. Be¬ 
cause of the accessibility of the breast, surgical 
approaches to this cancer were made early in med¬ 
ical history. What might now be termed the classic 
operation for tliis condition was described and 
performed early in the era of modern surgery hy 
Volkmann, Halsted, and Meyer, The great majority 
of breast cancers seem to be susceptible, at least 
in some degree, to the effects of radiation therapy. 
Increasing knowledge of the influence of hormones 
on the grmvtl) and de\'elopment of breast cancer 
has opened the door to further palliative treatment 
for the disease in its advanced state, either by 
administration of tlie appropriate hormone or 
hormone-like substance, or by ablation of other 
functioning endocrine tissues from tlie body. 

All of these advantages would seem to have 
pointed tlie way toward an increasing control of 
breast cancer, with a steady lessening of mortality 
figures. Add to this an undeniable improvement 
(in regard to the earlier time, in die course of the 
disease, wlien the patient first presents herself to 
the doctor) due chiefly to extensive and intensive 
public education concerning cancer in the United 
States, and you would expect a favorable result 
from treatment. The facts remain drat there are no 
agreed-upon and fixed standards by which treat¬ 
ment for breast cancer can be measured today and 
that many scientists cannot decide whether die net 
effect of all treatment carried out during die past 
diree decades has resulted in any real improvement 
in the five-year survival of idctims of this disease. 

Opinions with regard to the success of our aver¬ 
age approach to the awest or cure of breast cancer 
range from the most optimistic, that survival figures 
show a steady improvement, to the most pessi¬ 
mistic, diat treatment, particularly radical mastec¬ 
tomy, has not affected die natural course of die 
. disease at all. 

There are widely held beliefs with regard to 
specific aspects of this problem diat have not been 
dioroughly tested but have been used to support 
arguments in favor of this or that approach to 
therapy. Such beliefs are that breast cancer runs 
a more rapid and more malignant course in young 
women and in women who are passing through 
the menopause; that breast cancer occurring dur- 


Various beliefs concerning the curability 
of mammary carcinoma were tested in a 
study of reports on 8,396 microscopically 
proved primary cancers of the female breast 
collected by a state registry over a period of 
19 years. The period was broken down into 
two seven-year periods and one five-year 
period in order to discover trends in thera¬ 
peutic results that might parallel changing 
policies in surgery, radiology, and diagnosis. 
Comparison of group ) Ifirst seven-year 
period, diagnosed in the years } 935 through 
1941) with group 2 11942 through 1948) re¬ 
vealed an increase ftom 46.3% to 51.0% 
in the number of patients surviving five years 
after diagnosis. This improvement of 4.7% 
was significant but its interpretation wos not 
clear. There was a consistent failure of about , 
30% of the patients thought to have lo- | 
calized cancer to survive five years. The 
greatest improvement in survivals between 
groups I and 2 was in the type of patient 
that received radical surgery plus postoper¬ 
ative irradiation. There wos also a significant 
difference favoring the survival of patients 
treated by radical surgery over those treated 
by limited surgery. Hence the authors would 
recommend the combination of radical sur¬ 
gery and postoperative irradiation for every 
patient who satisfies the criteria of suitability 
for treatment. In this series, the woman who 
had a cancer in one breast was five times 
as likely to develop one in the other breast 
as a woman who did not have one. The out¬ 
look for a younger woman in this study wos 
no worse in terms of survival than for an 
older woman. 


ing pregnancy and lactation is inevitably fata > 
simple mastectomy is as effective as "'.‘u 
tectomy in controlling diis disease; and tna 
use of radiation therapy preoperatiyely or p 
operatively adds nodiing to the survival 
The purpose of this study is to attempt to 
some light on some of tliese notions by ona | j 
the occurrence of breast cancer in tlie s 
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Connecticut, and, very crudely, tlie results of treat¬ 
ment in an entirely unselected group of patients 
large enough that significant comparisons can be 
made between the figures in the appropriate sub¬ 
groups. We hope that by resoKung disputed points 
in the area of what is happening, die way may be 
cleared for the establishment of a unified approach 
to treatment based upon sound principles that have 
been demonstrated by e.xperience. 

Material for Study 

From Jan. 1,1935, tlirough Dec. 31,1953, reports 
of 8,.396 microscopically proved primarj'’ cancers 
of the female breast were collected by the Con¬ 
necticut Cancer Record Registry in tlie state depart¬ 
ment of health. Tire number of cases reported for 
three different periods during this time as well as 
the percentage of cases reported for which micro¬ 
scopic proof was found are shonm in table 1. It 
can thus be seen tliat tliere has been not only an 
increase in the total number of cases reported an¬ 
nually during the past 19 years, as would be e.K- 
pected rrith an increasing population of an 
increasing average age, but also an increase in the 
percentage of proved cases. 


Table 1.—Total Number of Cases of Breasi Cancer with 
Microscopic Proof of Diagnosis for 
Each of Three Year-Groups 


Group 

1 (im-iou) . 

2 (1912-10)S) . 

3 (19)9-ltr,3) . 


Proved 


Total 

/—^ 


Ca«es 

Xo. 

% 

2,484 

2,185 

8S 

3,4S4 

3,169 

92 

3,203 

3,042 

9’i 


Five-year follow-up information is available only 
for those patients who were given diagnoses and 
treated through the end of 1948. For purposes of 
comparison with regard to five-year survival, the 
cases have been divided into the two seven-year 
groups indicated in table 1; those patients whose 
diagnoses were made from 1935 through 1941 and 
those whose diagnoses were made from 1942 
through 1948. For comparisons with regard to inci¬ 
dence and type of treatment offered, a third five- 
year group was created, composed of patients 
whose diagnosis was made from 1949 through 1953. 
These groups null hereinafter be designated as 
groups 1, 2, and 3. 

For comparisons regarding survival, the patients 
have been further classified as recommended by the 
American Cancer Society into “indeterminate” and 
“determinate” groups. Table 2 shows the break¬ 
down of the proved cases from 1935 through 1948 
by group according to this classification. It mil be 
noted that the percentage of indeterminate cases 
has risen from 6% in group 1 to 11% in group 2. 
This is due principally to an increase in patients 
lost to follow-up of from 2 to 5%. The numbers of 
patients refusing treatment who died free of cancer 


within five years are not significant. Table 3 shows 
suiAuval by year of treatment. AlDsurv'ival per¬ 
centages %vere calculated on the basis of using all 
cases in the determinate group. 

These cases were reported to tlie Connecticut 
Cancer Record Register almost exclusively from the 
30 of the 37 general hospitals in Connecticut, 


Table 2—Determinate and Indeterminate Cases in 
. Group 1 (1935-1941) and Group 2 (1942-1948) 



Group 1 

Group 2 

Indetermlnato 

Rofu^ed trcfttnient . 

2 

O 

Pead tree of cancer. 

91 

172 

Lo«t free of cancer. 

42 

1G8 

Total . 

13S 

Zi2 

Doterminate 

Dead with cancer. 

1,071 

1,3.70 

Dead career status unknotm.. 

20 

13 

Lo«t with cancer..... 

9 

21 


.... 104 

171 

Living with continuation.. 

23 

26 

Living free from cancer.. 

820 

1.216 

Total . 

2,017 

2,827 

Total ca-es .. 

2.1S5 

3.169 


which represent about 94% of the acceptable gen¬ 
eral hospital beds in the state, and from those 
hospitals outside the state that report cancers diag¬ 
nosed in Connecticut residents. The first notice 
came from death certificates in about 25% of all 
cases of cancer reported to tlie state. The method of 
reporting the cases otherwise is already familiar 
and has been described in detail in otlier publica¬ 
tions by one of us (M. H. G.) and others from the 
division of cancer of the Connecticut State Depart¬ 
ment of Health. 


Table 3.—Percentage of Survicols by Year of Diagnosis 


Lfn'ng at 5 Vr. 

_A_ 



Total 

Dotcnnlnater 


_/_ 

Tr. of Diagnosis 

Cases, No. 

Ca«es, Xo. 

Xo. 

*0 

1935 . 

207 

18S 

77 

41.0 

1930 . 

283 

207 

131 

50.2 

1937 ... 

291 

275 

105 

38.2 

193S. 

323 

301 

111 

47.8 

1939 . 

32S 

310 

115 

16.8 

1940 ... 

£39 

32> 

VA 

47.8 

IMl... 

409 

384 

ISS 

49.0 

1912. 

.. 374 

345 

189 

54.8 

1943. 

41G 

3SS 

201 

52.6 

1941. 

421 

STS 

161 

48.7 

1915. 

4G2 

417 


.53.7 

1916. 

460 

4fF2 

209 

52.0 

1917. 

499 

43S 

21 ** 

48.4 

19IS. 

.. 537 

4.59 

221 

4*.l 

193.V1911 . 

.. 2,185 

2,047 

947 

40.3 

m2*194S. 

.. 3,169 

2,827 

1,443 

51.0 


It must be emphasized that tlie classifications of 
stage of disease were made by a mde variety of 
persons and methods and those of grade by a num¬ 
ber of pathologists of variang backgrounds and 
ideas on this subject. As far as whether radical 
surgerj' was performed, the principal criterion used 
in preparing the original cancer record is the desig¬ 
nation applied to the procedure by the surgeon 
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himself. Tliei^e is no uniformity of opinion among 
surgeons today regarding what constitutes radical 
surgery for breast cancer. Certainly there is an 
even greater variation in practice with regard to 
tlie extent of the operation and the amount of tis¬ 
sue rernoved, even when there is agreement with 
regard to tire principles involved. It can be stated 


Table 4..--Dwision of Cases in I'ltree Groups by Percentage 
According to Grade, Stage, and Age of Breast Cancer 
at Time of Diagnosis 


Total No . 

Croup 3 Group 2 Group 3 
(393.j-n)n) (1942-3018) (19l9-39.>3) 

Grade, 

- I. 


7.7 

4.4 

0 


39.'2 

33.1 

S. 


18,0 

17.6 

Not Gnuled . 

0 

31,0 

4.'i.0 

Stntte, fo 

I.oeall/eU. 


4 :,.a 

40.3 

Kcftionnl metastasis. 


40.3 

45.0 

Kemote mctiistiisl.s . 


4,8 

4.8 

Unknown . 


3.3 

3.t 

-Ifie, 

<45 ... 

0 ^ 0 

20.3 

O-J 

45-04 . 

. 24.9 

25.0 

2.^.4 

5.V(>} . .. 


25.4 

23.8 

0.'>-74 . 


19.0 

19.1 

.... 


9.0 

11.4 


* In eroiip .1, two cases were dcslgnatccl “In situ," miiWn*; tlie 
totnl num?)er 3,0)0. 

t There were V) cases in whlcli ttic age was not stateii; 10 in Krouji 
1, 18 in group 2, and 21 in group 3. 

broadly that, during the period covered by dris 
study, as far as tlie general opinion and practice 
of surgeons in Connecticut is concerned, radical 
surgery can be taken to mean removal of the en¬ 
tire breast, a variable amount of fat and lymphatic 
tissue from the axilla, tlie pectoralis major (usu¬ 
ally witli its clavicular head), and the pectoralis 

inor (almost always). 

Tlie observed differences between the number of 
Ijmipli nodes (involved or uninvolved) found in 
the surgical specimens removed by different sur¬ 
geons, even in one hospital, are enormous.* This 
might make for a considerable difference in classi¬ 
fication of tlie cases by stage of disease, but it is 
not nearly so important for determining the abso¬ 
lute incidence of regional metastasis as is the 
question whether there is involvement of the in¬ 
ternal mammary chain of nodes. During the period 
under consideration in Connecticut there were 
virtually no attempts made to perform biopsy on 
this chain systematically, let alone to extirpate it. 

Limited surgery can be taken to mean anything 
from “radical” mastectomy down to local excision 
of the tumor in the breast. In the great majority of 
instances it means simple mastectomy. No attempt 
was made to differentiate partial from simple mas¬ 
tectomy, as die gradations between the two are 
gradual’and since the ultimate results from treat¬ 
ment cannot be much different if only breast tissue 
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IS removed. With regard to the administraUon of 
radiation,to the breast and the thorax generallv 
either before or after surgery, there has been just 
as wide a variation of principle and practice as in 
the case of surgical treatment. This is further com- 
plicated by the selection of treatment necessarilv 
dictated by the individual limitations imposed by 
the patient’s physical status, attitude toward the 
treatment, and the type of surgery performed. Al- 
most all of die treatment given has been b}' means 
of 220-kv, x-ray therapy machines. 

Another factor that might be considered in 
evaluating the results of primary treatment, par- 
ticularly-in premenopausal patients, is the question 
of castration by irradiation or extirpation of the 
ovaries. It has been, generally speaking, the practice 
in Connecticut during this period to reserve this 
additional mediod of treatment for tliose patients 
with demonstrated remote metastasis or with re¬ 
currence of their disease. We do not have adequate 
information from these records to report at all on 
this subject. Neither has any attempt been made to 
assess the nature and results of treatment for re¬ 
currence, altliougli this must play some part in the 
five-year survival picture. 

It may be of interest to note that during the 
period 1935-1953 only 96 cases of microscopically 
proved breast cancer were reported in males in 
Connecticut. The results of treatment and survival 
in these patients may provide the subject of another 
communication. 


Factors Relating to Incidence 

Comparisons between groups 1 (1935-1941), 2 
(1942-1948), and 3 (1949-1953) with regard to 
stage of disease are shown in table 4. The differ¬ 
ence of 5.6% between groups 1 and 2 in the number 
of patients with localized breast cancer is significant 
at the 1% level of confidence. The decrease of S.S'Tc 


Table 5.—Total Qases in Groups 1 (1935-1941), 2 (1942- 
1948), and 3 (1949-1953) of Known Age SJwwing Stage of 
Disease at Time of Diagnosis According to Age Groups 




Age Group. Yr- 


<45 

45-34 

55'Ci 

05*7■i 

No. of cases... 


2,054 

2,091 

1,000 

StuRC, 7o 

Localized . 


40.C 

42.-i 

46.1 

Segional metastasis . 


30.6 

-48.5 

45.1 

Remote metastasis. 


5.0 

6.1 

5.8 


. 3.8 

3.8 

3.'> 

2.8 

Total. 


100 

100 

100 


in the number of patients with remote metastases 
between the same groups is significant at the same 
level. The net result is that the difference between 
the percentage of those with regional metastases 
in these groups is not significant at even t ie 0 
level. The shift is from remote to . 

regional to localized disease. There is no signi c. 
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change in the percentage of cases in which the' 
stage could not be determined from the record. 
The figures for group 3 are virtually identical with 
tliose for group 2. 

The division of cases in the three groups accord¬ 
ing to grade of the cancer is shoum in table 4. The 
grade was stated in 5,008 of the 8,396 cases, or 
59.6%. Two cases in group 3 were described as 
carcinoma in situ. In a comparison of the grading 
of cases beUveen the groups, it can be seen that, 
whereas there was a significant decrease in the 
number of ungraded cases in group 2, the percent¬ 
age rose in group 3 to one that is higher (although 
not significantly so) tlian in group 1. There are no 
other significant dilferences. 

The three groups were further subdiwded into 
five age categories (table 4). This showed a re¬ 
markably even distribution of cases among all the 
age groups witlr a tendency to a general but slight 
decrease in the percentage for the younger age 
groups tlirough the tliree periods, and a significant 
increase (5.4%) in the over-75 age category. The 
cases in which the age was not stated were almost 
equally divided among the three groups. 

Consideration of the total number of cases in 
which the patients’ ages are knoum, divided into 
stages of disease according to age categories, shows 
that in the group of those under 45 years of age 
approximately the same numbers of patients have 
disease that is localized as have regional metastases 
at the time of diagnosis (table 5). In the next age 
group the percentage of those with localized dis¬ 
ease decreases significantly and then rises slowly 
in successive 10-year groups until it reaches 51%. 
The percentage of those with regional metastases 
at the same time decreases at about die same rate. 
The largest percentage of those with stage unknoxvn 
(5.9%) is found, as might be expected, in the age 
group 75 years and over. 

Table 6.—Total Proved Cases Divided by Groups and 
According to Type of Treatment by Percentages 

Group 1 Group 2 Group 3 


Treatment % ^ % Difference 

limited suri^ery . 19.5 IG.S 13.3 — 0.2 

Radical surgery . 43.1 50,7 05.4 4-22.3 

Radiation only . 4.1 1.8 1.0 — 3-1 ' 

Limited surgery and 

radiation . C.l 3.9 3.1 —3.0 

Radical surgery and 

radiation . 24.6 17.9 12.9 —317 

Radical .«iirgery and post¬ 
operative radiation... 22.G 17.4 12.5 —10.1 

.\U lorms . 9S.1 98.5 93.2 4 0.1 


A comparison of the percentages of cases sub¬ 
jected to various forms of primary treatment (table 
6) shows that there has been no significant differ¬ 
ence in the percentage of patients subjected to 
treatment (0.1%). There have been significant 
differences, however, in the type of primary treat¬ 
ment offered. In the succeeding periods of years 


there have been significant decreases in the relative 
numbers of patients treated by limited surger}' 
(only two-thirds as many in group 3), by radiation 
alone (one-fourth as many), and by .both limited 
and radical surgery in combination with radiation 
(one-half as many). The preoperative use of 
irradiation has not been popular in Connecticut 

Table 7.—Determinate Cases Divided According to Stage of 
Disease Showing Five-Year Survival Percentage in 
Groups 1 (1933-1941) and 2 (1942-1948) 


Cases, No. ^-Tr. Sundvals, % Differ- 

---- A -- 


All Determinate Cases 

/ 

Group 1 

Group 

2 Group 1 Group 2 


Localized . 

793 

1,229 

70.1 71.2 

4 1.1 

Regional metastasis .... 

. 1,001 

1,347 

34.0 3S.S 

4 4.S 

Remote metastasis . 

. 15a 

151 

O.G 4.G 

4 4.0 

Not stated . 

93 

100 

51.0 S3.0 

—13.0 

Total all cases. 

. 2,047 

2,527 

4G.3 51.0 

-r 4.7 


from the ver^' beginning of the study in 1935. Only 
66 cases were treated in this way altogetlier, and 
only 11 from 1949 to 1953. There has been a re¬ 
markable increase in the number treated by radical 
surgery alone (one-half again as many). When tlie 
figures for radical surgery alone are combined swtli 
those for radical surgery plus irradiation, it can 
be seen that 78.3% of all diagnosed cases fall wdthin 
this category for group 3 as against 74.6% for group 
2 and 67.7% for group 1. 

Factors Relating to Survival 

There has been a significant (at the 1% level) in¬ 
crease in the five-year survival from group 1 to 
group 2 of 4.7% (table 7). This improv^ement has 
been due to the improved survival of patients 
found to have evidence of regional metastasis, 
which was 4.8% (significant at the 5% level), since 
there has been no significant improvement in sur¬ 
vival of those thought to have localized disease. 
Although the percentage of survival of patients 
with remote metastasis at the time of diagnosis has 
increased from 0.6% to 4.6%, the number of cases 
involved is not sufficient to judge the significance 
of this difference. 

^^’hen the total number of cases in groups 1 and 
2 were tested for survival according to grade (table 
8), it was found that 82.2% of the patients wnth 
grade 1, 50.9% with grade 2, 38.5% with grade 3, 
and 46.0% wdth grade of cancer unspecified sur¬ 
vived five years. The difference between these sur¬ 
vivals is significant at tlie 1% level. The differences 
in survival within each grade betvv'een groups 1 
and 2 are not significant. 

\\Tien survival is considered according to age 
categories (table 9), it can be seen that Acre was 
improvement in survival in all ages behv'een groups 
1 and 2 except in the category of 75-}-, where there 
was a decrease. The only improvement significant 
at the 1% level, however, was in the 45-54 category. 
This improvement w^as by a greater percentage 
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than for any other age category, and the percent¬ 
age of five-year survivals in group 2 was the highest 
of all. 

Wlien tlie cases in age category 45-54 are'studied 
from tile standpoint of whether cancer was localized 
or had involved regional lymph nodes, significant 
differences were not demonstrated, but tliere ap¬ 
peared to be about an equal Increase in the sur¬ 
vival percentage in both instances (table 10). 

Table 8.—Determinate Cases in Groups 1 (193S-1941) and 
2 (1942-1948) Divided htj Grade of Cancer Showing 
Percentage of Five-Year Survival 

\ 

Dotcrmlnntc Cnscs in 


Gr'iiln Groups 2 nnd 2, No. C-Yr. Siin-ivnls, % 

1 . ai2 82.2 

2 . 1,S12 .W.p 

3 . 873 .SS.r, 

Unspecified . 1,817 40.0 


When all treated determinate patients are ana¬ 
lyzed for five-year survival according to the method 
of treatment (table 11), it can be noted that tliere 
is a significant difference between the survival of 
all patients treated by limited as compared to radi¬ 
cal surgery alone in groups 1 and 2. This difference 
is 8.2% for all patients and 9.3% for those in group 
2. These differences are significant at the 1% level. 
Witliin each category of surgery, however, there 
was no significant change from group 1 to group 2. 
Survivals folloudng treatment with radiation alone 
were few and the number of cases insuflScient to 
test for significance of change. Survivals following 
both limited surgery plus radiation tiieraxiy and 
radical surgery plus radiation therapy were some¬ 
what less dian for those patients treated, respective- 
ly, by limited and radical surgery alone. There was 
no significant difference between groups 1 and 2 
among those patients treated by limited surgery 
plus irradiation. There was, however, a difference 
significant at the 1% level between groups 1 and 2 
among those patients treated by radical surger)' 
plus postoperative radiation therapy. 

In table 11, all patients in the determinate group 
treated by limited surgery with and wtliout radia¬ 
tion are grouped together, and the same is done 
for radical surgery. The survival percentages are 
then calculated for groups 1 and 2, It is noted that, 
whereas there is no improvement from group 1 to 
2 with lirhited surgery, there is a significant im¬ 
provement in the patients treated by radical 
surgery. The difference between all patients in 
groups 1 and 2 ti-eated by limited as against radical 
surgery in survival is 6.1%, and in group 2 it is 8.3%. 

Further analysis of the category of patients 
treated by radical surgery plus postoperative irradi- • 
ation, including those patients who also had pre- 
operc^ive irradiation (table 12), shows that an im¬ 
provement 'in survival significant at the 5% level 
' occurred in those patients witli regional metastasis 


at the time of surgery. Again, large but, because of 
the small number of cases, not significant, percent¬ 
ages of improvement were noted in patients under 
the age of 45 and aged 45 to 54 (table 13). a 
comparison of the percentages of patients in ftese 
two age groups apparently free of their disease 
after five years with those merely surviving (table 
14) shows differences of 4 to 6%. Among the cate¬ 
gory of patients treated by radical surgery plus 
postoperative radiation therapy (including those 
also treated by preoperabve radiation therapy), 
the improvement in the percentage of those who- 
were surviving apparently free of cancer parallels 
diat of the total five-year survival percentage. 

It is additionally noted (table 15) that in group 
1, 46% of those receiving limited surgery were aged 
65 or over. Patients of this age made up 24.6% of 
the whole group. In gi'oup 2, where patients of this 
age made up 28.6% of the total group, 53% of those 
being ti'eated by limited surgery fell within these 
limits. In group 1, among patients with disease 
apparently localized to die breast, only hvice as 
many patients received radical as received limited 
surgery, whereas in group 2, two and one-half times 
as many received radical surgery (table 16). Only 
four times as many patients in group 1 witii regional 
metastases received radical surgery^ as received 
limited, but more dian sbc times as many did in 
group 2. 

A factor vdiat relates to the incidence of breast 
cancer as well as to survival is the discovery that 
in die Connecticut experience die woman who has 
had a cancer in one breast is five times as likely to 
develop one in the otiier breast as a woman who 
has not had one. She is also one and one-half times 
as h'kely as the average woman to have a cancer of 
one of the other genital organs at some time during 
her life. This *'5:1” ratio was determined by a stud)' 
of a population of 8,396 Nvidi breast cancer in Con- 


Table 9.— Percentage of Five-Year Survivals Among Deter¬ 
minate Cases in Croups 1 (1935-1941) and 2 (1942-1948) 


Age, CntCKOi-y, Yr. 

<45 . 

4.5-54 . 

55-04 ... 

63-74 '.. 

7o-h . 


Determinate 
Gases, Total 

A 

Grouj) 1 Group 
50G 590 

622 732 

534 73t 

300 523 

213 . 22.-> 


5-Yr. Survivals, % 
_La,. —-, face, 

Group 1 Group 2 Sr 


49.2 

45.1 

44.8 

43.0 

4C.0 


52.9 3 ‘ 

51.4 

51.0 0-2 

48.2 32 

40.4 -5® 


necticut from 1935 to 1951. The expected num ers 
of cases of second primary cancer in tlie secon 
breast and tlie genitals were computed from ^ 
age-specific cancer incidence rates for female breas 
and genital organs in Connecticut for tlie same 
years. Comparison of observed and expected num 
hers yielded the following results: In tlie-O 
breast, the expected number was 51, the obsene 
number 272, and the ratio of observed to expec e 
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was 5.33:1. In the genital organs, the expected 
number was 46.1, the observed number 74, and 
the ratio of obserx’ed to expected was 1.61:1. 

Comment 

Factors Affecting Incidence—IheTe is a signifi¬ 
cant difference between the number of patients 
with breast cancer in a localized state (as meas¬ 
ured by rather crude standards) .presenting them¬ 
selves for treatment for tlie first time in the first 
and second seven-year periods of this study. The 
trend for the third period of only five years seems 
to be following that for tlie second. There is cor¬ 
respondingly a significant decrease in those who 
have evidence of remote metastases when first seen, 
again as measured for the most part by only clinical 
or x-ray e\idence. Tliere was essentially no change 
in the percentage of those cases where the stage 
could not be determined from tlie record. 

It W’ould therefore appear to be true, as measured 
by the inexact clinical methods used to determine 
the stage of the disease in this group of cases, that 
more women with breast cancer in Connecticut are 
presenting themselves in an earlier stage of their 
disease than was the case in 1935. Against this we 
must balance such evidence as that presented by 
Saphir“ and Piclcren,'’ svho recut lymph nodes 
classified as noncancerous after radical mastectomy 
and found, on serial section, diat between 18 and 
33% of such nodes were involved svith cancer. 
Also, it is Haagensen's belief, based on long and 
careful observation, that 70% of the patients ad¬ 
mitted to the Presbj'terian Hospital svith breast can¬ 
cer during recent years already had axillary me¬ 
tastasis. 

Review of die figures related to the grading of 
microscopically proved breast cancer indicates that 
the practice of grading these tumors has never been 
universal in Connecticut, only three-fifths of the 

Table 10.—Ftce-Tenr Survivals for Groups 1 (1935-1941) and 
2 (1943-1948) Among Patients Aged 45-54 tcith Determinate 
Cases hy Stage of Disease 

*■ Determinate 

Cases, Total S-Tr. Snnlvals, ^ DifTcr- 
,,— -. eace. 

Arc CategoryTr. Group 1 Group (Z Group 1 Group 2 ^ 


Localized to breast. 174 299 C9.0 74.0 .7.0 

Regional metastasis. 3A5 30.9 45.8 6.9 

Remote metastasis. 43 3.1 0 5.7 .7.7 

Stage uu'known. 22 29 50.0 41.4 —S.O 


total having been so designated. Although there 
appears to have been increased interest in this 
subject during the second period (1942-1948), 
there now seems to be less than ever before. In the 
absence of a consistent set of standards for grading, 
it is futile to discuss the significance of the e.vact 
distribution of cases by grade. 

, When tlie total of proved cases was divided into 
five age categories for each of tlie three periods of 
observ'ation, it could be seen diat there has been 


an apparendy small decrease in the percentage of 
cases in the age groups below 65. The percentage 
of patients over the age of 75 has just about 
doubled, which is e-xtremely significant, because 
when the number of patients of knovvm age is con¬ 
sidered in terms of stage at the time of diagnosis, 
it is seen that diis older group appears more likely 
to be found with localized disease. This indicates 
that a major effort toward early detection should be 

Table ll.—Determinate Cases in Croups 1 (1935-1941) and 
2 (1942-1948) Divided According to Type of Treatment to 
Show Percentage of Five-Year Survivals and 
Differences in Percentage 

Determinate 



Cases, Total 

^'Yr. Survivals, So 

JDifTcr- 

Type« of Treatment 

Group 1 

Group 

2 Group 1 

Group 2 

‘ ‘’IT' 

Limited surRory . 

375 

451 

45.9 

47.9 

—1.0 

Radteai surgery .. 

SS4 

1,591 

r»5.4 

57.2 

4-l.S 

Radiation therapy oa}y .. 

87 

57 

B.0 


—4.5 

Limited surcerv and 

radiation . 

129 

110 

41.1 

40.9 

—022 

Radical surgery and 
radiation ... 

515 

529 

40.2 

47.S 

-fT.C 

Radical «urgery and post- 

operative radiation 

473 

511 

40.2 

45.9 

-fS.7 

Totalllmited sorgery with 

or without radiation ... 



46.9 

46.5 

—0.4 

Total radical surgery with 

or without radiation ... 


2,123 

49.S 

.U.8 

■4*5.0 


directed at that age group. Comparison with 
Haagensen’s “ figures for age distribution of 1,544 
breast cancer patients entering the Presbyterian 
Hospital from 1915 to 1942 (although exactly the 
same year groups are not used) would tend to con¬ 
firm this trend. 

Factors Affecting Treatment.—lt is encouraging 
to note that, in spite of the pessimistic vdews that 
the public at large and many members of the pro¬ 
fession hold regarding the curability of cancer, only 
about 1.5% of all those patients with microscopic 
proof of the disease do not receiv'e any treatment. 
We know that, of the 141 patients in this categor}' 
between 1935 and 1953, 15 refused treatment and 
20 were considered beyond hope of treatment. The 
reasons are not stated in the case of the other 106 
patients. Three patients who refused treatment 
vv'ere reported still living at the end of five years. 

With regard to the ty'pe of treatment offered, 
there has been a steady and significant decrease in 
the^use of limited surgery, either alone or accom¬ 
panied by radiation therapy. During the most re¬ 
cent period of observ'ation (1949-1953) only 1 out 
of 100 patients was treated by radiation alone. On ' 
the other hand, tlie use of radiation after radical 
surgery appears to have declined verv' dramatically, 
while the number of patients subjected to radical 
surgery as tlie primarv' form of treatment has in¬ 
creased significantly. The use of preoperative 
irradiation before radical mastectomy was never 
popular and by 1953 bad virtually ceased in Con¬ 
necticut. This experience is apparentlv- general 










breast cancer 

thioughout the United States, whei'e increasing 
emphasis has been placed on radical surgery alone 
as definitive treatment for localized breast cancer. 

The steady and significant increase over the tiiree 
periods studied in the numbers of patients treated 
by radical surger)^ witli or without irradiation in¬ 
dicates either that a higher percentage of patients 


Table 12.-Determtmtc Cases of Groups 1 (1935-1941) and 
2 (1942-1948) Divided According to Stage of Disease Showing 
for Those Patients Treated by Radical Surgery Plus Irradiation 
(Including Preoperative) Percentage of Five-Year Survivals 
and Difference in Percentage 


■Stni;*; of Di.'-cii'-c 

Localized . 

Refrional inctns'tnsfs . 
Remote metastiisls .. 
StiiKc unknown . 


Determinate 

Gases, Total r>-yr. Survivals, % Dlffcr- 






CDcr, 

roup 4 

Groi)i> 

2 Group 1 

Group 2 

% 

123 

147 

C2.0 

69.4 

-Ki.8 

323 

3(2 

3(.I 

42.7 

4-8.(( 

23 

11 

0 

7.1 

4-7.1 

23 

15 

43,5 

13..3 

-30.2 


is being seen in an earlier stage of tlie disease or 
that the indications for such surgery have been 
broadened. Since we already have some evidence 
to indicate tire former (a decrease in tlie number 
of patients seen for tlie first time with remote 
metastasis), we cannot assume the latter. Un¬ 
doubtedly, the availabifity of better methods of 
supportive tlierapy and the advent of more surgical 
specialists into tlie state has had some effect on 
tliese figures. 

Factors Affecting Suroival—The significant im¬ 
provement in five-year survival for all patients in 
group 2 over group 1, although small (4.7%), is 
encouraging—that is, until it becomes apfiarent tliat 
diis improvement seems largely to have occurred 
among tliose patients found at tlie time of first 
treatment to have regional metastasis. The fact that 
there is a similar improvement (4%) in tlie number 
of diose apparently free of cancer after five years, 


Table 13—Determinate Cases of Groups 1 (1935-1941) and 
2 (1942-1948) Divided According to Age Categories Showing 
' for Those Patients Treated by Radical Surgery Plus Irradiation 
(Including Preoperative) Percentage of Five-Year Suroivah 
and Difference in Percentage 


■ Ago Category, Yr. Group 1 

<45 . tta 

45-54 . 

35-54 . 

05-74 . 5® 


5-Yr. Survivals, % DlUcr- 
ence, 
% 

-1-10.3 
+10.1 
43.9 -f 6.9 

45.0 -1- 3.9 

8 00.0 50.0 -10.0 


Detormiuftte 
Oases, Total 

--- V -V 

Group 2 Group 1 Group 2 

156 39.4 49.7 

159 41.5 51.0 

183 37.0 

60 41,1 


although it is almost entirely a clinical observation 
and offers no guarantee that tlie same patients ivill 
not reveal metastasis five yeais later, may be in¬ 
terpreted to indicate that the increasing employ¬ 
ment of radical surgery-with the removal of in¬ 
volved axillary nodes is the cause of this improve¬ 
ment. 
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The consistent-failure of about 30% of natieni 
thought to have localized cancer to sun-ive Z 
years indicates diat the original impression was jn 
error and tliat cancer existed in distant or else in 
undisturbed lymph nodes, was not recognized on 
removal, or had been transmitted to other organ.s 
directly by the blood stream. Although the reports 
of Handley and Tliackray« and many others s^ince 
seemed at first to indicate that much, if not all of 
this apparent discrepancy was due to involvement 
of internal mammary nodes alone, Haagensen' dis- 
agrees. After a careful review of the experience of 
otliers, including those at the Presbyterian and 
Francis Delafield hospitals, he suggests that, before 
metastasis to the axillary nodes occurs, internal 
mammary node involvement is so infrequent that 
it has .little therapeutic significance. Furtlier, 
Monroe ' was able to demonstrate in a small series 
that, where 30 or more lymph nodes were found in 
the radical mastectomy specimen and all were free 
of cancer, 100% of the patients survived five years, 
as contrasted with a 50 to 67% five-year survival in 
a series where the staging had to be based on find¬ 
ings in less than 30 lymph nodes. 


Table 14.—Determinate Cases in Groups 1 (1935-1941) end 
2 (1942-1948) Treated by Radical Surgery and Irradiation 
(Including Preoperative) in Age Categories Under 45 and 
45-54 Showing Comparison Between Survivals and Survivals 
Apparently Free from Cancer 

Dcfcrniinnte Cases Tree of Cancer , SunirlDC 
Totn] inoTr., % 5Yr.,7e 

•Age Category.,^-'-^- '■ -^ 

Yr. Group 1 Group 2 Group 1 Groups Group3 Group; 

<45 . 194 105 a5..=> 43.2 39.2 «.i 

45-54 . 155 172 35.3 46.0 42.0 500 

That the degree of improvement in sundval is 
not greater may then be considered to be due to the 
fact either tliat too many patients are still being 
selected for radical surgery who cannot be e.vpected 
to be cured because of die extent of tiieir disease 
or that die procedure of “radical mastectomy as if 
is generally carried out is not radical enough in its 
extent to effect cure. The question of die effect on 
survival of “extended radical mastectomy is no's' 
being tested at several clinics in diis country an( 
abroad. Although there can'be no question that a 
more stringent application of criteria such as those 
established by Haagensen ® in the selection of pa¬ 
tients for radical mastectomy would improve ^ 
percentage of survival in diat group, the effect on 
die survival time of die whole group of patients or 
any particular hospital that would strictly en oice 
this regulation on its total breast cancer popula ion 

is yet to be determined. , 

Grading and Survival; The validity of tliegra i r 
of breast cancer as a guide to prognosis 
have been demonstrated by the significant i ^ 
ences in survival for patients with grades ^ o. 
Because of the small numbers of cases invo le , 
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attempt has been made to interrelate grade and 
stage wth survival. Since this ability to prognosti¬ 
cate to a certain extent in spite of lack of clear-cut 
agreement as to the correct criteria for grading 
breast cancer is demonstrated, the decrease in in¬ 
terest in Connecticut in recording this observ^ation 
is to be deplored. 

Age and Survival: With regard to the association 
between the age at which breast cancer is dis¬ 
covered and survival, Lewison® was able to con¬ 
clude, after reviewing the literature, that the evi¬ 
dence appeared to be conflicting. The reports based 
on ratlier large series of cases, hovv'ever, such as 
those by Richards,’” Hawkins,” Lane-Claypon,” 
and Harrington,’” tend to confirm the experience of 
this series. In brief, it indicates that younger 
women do not necessarily have a poorer prognosis 
than older women, whether the disease is localized 
or tliere are regional metastases. When there is 
regional metastasis, the average woman who is 
under 45 at tire onset survives more years than the 
average woman in the 65-74 age group. 


The mean duration of life in a series of 777 pa¬ 
tients with untreated breast cancer was 38.5 months, 
although there were variations from 3 months to 35 
years, according to Wade.” The natural duration of 
life was similar in all age groups. It is, therefore, 
significant to find that 57.2% of patients in group 2 
subjected to radical mastectomy are surviving five 
years after treatment. It is time to stop talking 
about the failure of treatment to influence the 
natural course of breast cancer. 

The significance of the observ^ed difference of 
9.3% in survival betvvmen patients in group 2 treated 
by limited surgery and those treated by radical 
surgery is difBcult to evaluate when the basis for 
selection for limited siurgery is not knowm. The fact 
that survivals follownng both t^^Jes of surgery plus 
irradiation were less than for the surgical treatment 
alone in this group indicates that chiefly those pa¬ 
tients who appeared to have a poorer outlook were 
treated with irradiation. 

The one group of treated patients who showed a 
significant improvement in survival rate (8.7%) were 
those who received radiation after radical surgerj". 


Table 15.—Tota] Cases in Groups 1 (1935-1941) and 2 (1942-1948) Showing Type of Treatment According to Age Categories 


Age, Yr. 


Not 

<45 45“54 5S04 65'»4 i5-f Specified Totals 

-^,-5--/.-------^------r-.- 


Type ol Treutment 

1 

2 

X 

4 

1 

2 

1 

2 

•r- 

1 

•; 

''r - 

1 

2 

1 

n 

l.imitpd furgery . 

. CO 

07 

G3 

SO 

90 

10? 

123 

144 

73 

ISS 

3 

2 

427 

533 

Ltmital Furgerr and radiation. 

. 2S 

10 

20 

33 

43 

’3 

23 

29 

9 

17 

4 

2 

133 

123 
















Total limited sargery..... 


SO 

S9 

113 

142 

123 

140 

173 

S2 

155 

7 

4 

5C0 

CM 

Radical surgery. 

210 

SCO 

•256 

401 

273 

493 

104 

340 


93 

7 

9 

941 

l.TOS 

Radical surgery and radiation. 


105 

155 

172 

120 

153 

€3 

65 

7 

10 

2 

3 

53S 

M5 








■ ■■ ■ 








Total radical surgery. 

. 407 

531 

411 

♦y53 

393 

640 


4U 

32 

103 

9 

12 

1,479 

2^06 


The figures obtained in this study show that the 
outlook for tile younger woman with breast cancer 
is no worse than that for the older woman, whether 
her disease is localized or involves regional lymph 
nodes. If anything, women under the age of 55 
have a higher five-year survival percentage than 
those over tliat age. Because of exclusion from the 
determinate group of patients djung free of cancer 
ivithin five years, no allowance need be made in 
this study for adjusting data for normal life ex¬ 
pectancy. 

Among tlie patients in group 2, tlie outlook for 
women whose disease was first discovered during 
the period of the onset of menopause (45-54) was 
better than that for any other of the four age 
groupings. This is in agreement with die e.xperience 
of Smitliers and associates.’’’ This category' of pa¬ 
tients also demonstrated the only percentage of im¬ 
provement between groups 1 and 2 that was sig¬ 
nificant at the 1% level (9.3%). A breakdonm of 
those patients with localized disease and those with 
regional metastasis shows that tlie improvement in 
survivals was shared equally between the two 
categories. 


The improvement in patients with regional metas¬ 
tasis was significant at the 5% level and was great¬ 
est in those patients aged 54 and under. Comparison 
of the number of those patients so treated who 
were apparently free of their disease in five years 
wdth tlie number of those who were surviving in¬ 
dicates an improvement of 6 to 8%, showing that all 
of this improvement may be due not simply to in¬ 
creased survival time but rather to the actual con¬ 
trol of the disease. 

This experience suggests that more attention be 
devoted to the desirability of administering post- 
operatix'e radiation to patients who have had radical 
mastectomy, regardless of how favorable the prog¬ 
nosis may appear to be. Although the total number 
of cases is not large enough to produce truly 
significant results, with radical surgery’ alone in 
localized disease there was only 1.9% improvement 
in sunival between groups 1 and 2, and in tliose 
with regional metastasis only 2.5%. With radical 
surgery plus postoperative radiation there w’as im¬ 
provement in sunival for localized disease of 6.8% 
and for regional metastasis of 8.6%. Tlius, it has 
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happened that in group 2 cases, the five-year sur¬ 
vival for patients with regional metastasis treated 
by radical surgery alone was 41.1%, and for those 
treated by radical surgery plus postoperative radia¬ 
tion, by every other indication in this study a 
category of patients witli a more unfavorable prog¬ 
nosis, 42.7%. 

Summaiy and Conclusions 

In spite of the advances that have been made in 
understanding the natural history of breast cancer, 
earlier recognition by patients of the disease in 
tliemselves, and improvements in methods of ti-eat- 
ment, there has been disagreement as to wliether 
there has been any real improvement in survival 
from this disease. An analysis of the incidence of, 
treatment for, and percentage of five-year survival 
from breast cancer in Connecticut as exemplified in 
the records of S,396 microscopically proved primary 
cases has been made to help resolve some disinited 
points in this field. These case records were col¬ 
lected by tlie Connecticut Cancer Regisby in the 


Table 16,—Total Cases in Groups 1 (1935-1941) ami 2 
(1942-1948) Showing Type of Treatment According 
to Stage of Disease , 


RoBioiml Uciiioto Not 
Localimt Metii^tiieis .VctiistaMs .Spcctflcd 

Type of / -*•---V-'■-V/-^- 

Trentiiiciit 3 S 3 2 1 2 3 2 

r.iinltccl 


surgciy. 

Iiimited surgerj’ 

231 

.U1 

l.'iO 

3.'.! 

2'J 

X2 

37 

17 

and ratlin tion 

.W 

09 


38 

IS 

9 

12 

7 

Total limited 



—— 


w 




surgerj’ 

2S2 

402 

20.'i 

389 

44 

11 


21 

Radical surg-erj' 
Radical surgery 

439 

OVO 

442 

S.7S 

24 

37 

so 

47 

and radiation 

33S 

302 

a')2 

370 


l,-> 

2.'> 

35 

Total ladieal 

■ 

•■ 





— 


surgery .... 

577 

1,038 

791 

3,2;u 

47 

r.2 

03 

02 


Total' 



1 2 


427 .'.Tl 

33.1 32.1 


.vjo hirj 
!M3 J.TDS 

jSS .WS 


1,179 2.300 


state department of health from 1935 through 1953 
from 30 general hospitals in this state. For pur¬ 
poses of comparison the. cases were divided into 
two seven-year groups and one five-year group, 
referred to drroughout as groups 1 (1935-1941), 2 
(1942-1948), and 3 (1949-1953). The percentage of 
reported breast cancer cases that are confiianed by 
microscopic examination of a slide made from the 
cancer has increased to 95%. 

Five-year follow-up information is available for 
groups 1 and 2. Figures describing incidence and 
forms of treatment are also drawn from group 3. 
All figures relating to survival were calculated from 
tire determinate group, which made up 94% of 
group 1 and 89% of group 2 patients. The state¬ 
ment of the surgeon was accepted with regard 
to ‘radical” mastectomy. All other surgical pro¬ 
cedures except biopsy were classified as “limited” 
surgery. There was no uniformity in the selection 
of patients-for surgery with or without radiation 
therapy, in the choice of the type of surgery, or 
in the procedures performed in either surgery or 
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radiotherapy. No attempt was made to enumerate 
other types of therapy, such as hormonal, eifc 
supplemental or ablative, or to evaluate its results 
or^ tire treatment.of recurrence in any way. The 
criteria used to decide whether disease was local¬ 
ized to the breast, principally whether metastasis 
was found in axillary lymph nodes removed at 
surgery, are recognized to be exbemely crude. 

There was a significant increase of 5.6% in the 
number of cases where cancer was thought to be 
localized from groups 1 to 2 but no further increase 
in group 3. The grade of the cancer was described 
in only 59.6% of the 8,396 cases. Six and one-tenth 
per cent were classified as grade 1, 36.0% grade 2, 
and 17.5% grade 3, or roughly 10, 60, and 307o 
of the total number graded, which was 5,008. There 


has been no significant increase in tlie percentage 
of tumors being graded over the whole period of 
the study. 

There is a remarkably even distribution of num¬ 
bers of cases among the fis'e age groups which 
were established for purposes of analysis (under 
45, 43-54, 55-64, 65-74, and 75 and over). There 
has been a significant increase in the percentage 
falling in the oldest age group over the years. 
There hav'e been significant decreases from group 

1 to group 3 in tlie relative numbers of patients 
treated by.limited surgery (two-thirds as many), 
by radiation alone (one-fourth as many), and by 
liotli limited and radical surgery^ in combination 
with radiation (one-half as many). Preoperative 
radiation has been insignificant. Sixty-seven and 
seven-tenths per cent of the patients in group 1, 
74.6% in gi'oup 2, and 78.3% in group 3 were 
treated by radical surgery, either wdth or witliout 
the use of radiation therapy. 

There has been a small but significant increase 
in the five-year suiwival from group 1 (46.3%>) to 
group 2 (51.0%). This appears to bcvdue largely 
to improved survival of patients with evidence of 
regional metastasis (34% to 38,8%). It appears 
that witli increasing age there is a tendency for 
the cancer to be found in a localized state at the 
time of diagnosis. The occurrence of localized 
disease in all cases 45-54 iS' 40.6% against 51. 
for age 75 years and over. There are signincan 
differences in survival among patients whose can¬ 
cers were graded 1 (82.2%), 2 
(38.5%). Those witli grade unspecified had a hve- 
year survival rate of 46%, vvdiich indicates a 
tliey probably represented a mixture of 
cancer, ratlier than cancers that could no 
graded because of extreme anaplasia. Patients « 
were in the age category 45-54 in group 2 sliov 
the highest survival percentage of any age ca eg 
in groups 1 and 2, and showed tlie only sigm • 
improvement in comparisons between . 

2 according to age. There was equal .j|, 

in surwval in this category between cases 
localized disease and regional metastasis. 
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There is a significant difference in the five-year 
surv'ival between patients treated by limited and by 
radical surgery in both groups 1 and 2, (9.3% in 
group 2 cases). Within each category of surgery 
diere is no improvement from group 1 to group 
2, however. Survivals for five years after treatment 
by radiation alone were very few. Survivals follow¬ 
ing both limited surgery plus irradiation and radi¬ 
cal surgery plus irradiation were somewhat less 
than for those patients treated by limited and radi¬ 
cal surgery alone. Although there was no difference 
in survivals behveen groups 1 and 2 among those 
patients treated by limited surgery plus irradiation, 
there was a significant difference among those 
treated hy radical surgery plus irradiation (8.7%). 

Suggestive improvements were noted in the sur¬ 
vivals of patients found to have regional metastasis 
and of patients under the age of 45 and aged 
45-54. A comparison of the percentages of patients 
apparently free of their disease after five years 
uddr those merely survisfing shows differences of 
6 to 87o. Among the category of patients treated 
hy radical surgery plus postoperative irradiation, 
the improvement in the percentage of those who 
were surviving apparently free of cancer parallels 
that of the total five-year survival percentage. Al¬ 
though there is no apparent tendency between 
groups 1 and 2 to restrict limited srurgery to pa¬ 
tients aged 65 or over, there appears to be a slight 
tendency to use more radical surgery for disease 
apparently limited to the breast. 

The outlook for the younger woman in this 
study was no worse in terms of survival than for 
the older woman, whether the disease was origi¬ 
nally found to be locali 2 ed or involving regional 
l)Tnph nodes. If anything, women under the age 
of 55 seemed to have a higher five-year survival 
percentage than those over that age. The women 
whose cancer is diagnosed in the menopausal 
period (45-54) does not have a poorer chance of 
survival than those in other age categories studied. 
There does appear to be a tendency for regional 
or remote metastasis to occur more frequently in 
the 45-54 and 55-64 age groups than in others. 
A woman who has had a cancer in one breast 
is apparently five times as likely as one who has 
not had a breast cancer to develop one in tlie other 
breast, and one and one-half times as likely to 
develop cancer in one of the other genital organs 
at some time in her life. These differences are 
statistically significant. 

More women in Connecticut seem to be present¬ 
ing tliemselves for treatment in an earlier stage of 
their disease. However, a major effort at early 
detection of breast cancer should be made in those 
over the age of 75, in which age category the 
number of cases has about doubled. Only 1.5% of 
those with microscopic diagnosis of breast cancer 


are not receiring any treatment. Only tlnee patients 
who refused treatment were still living at the end 
of five years. 

The consistent failure of 30% of patients thought 
to have localized disease to survive five years only 
indicates the inaccuracy of our methods for deter¬ 
mining this question. In group 2 cases, the five-year 
survival for patients with regional metastasis treated 
by radical surgery alone was 41.1%, and for those 
treated by radical surgery plus irradiation (those 
patients who by ever>' other indication in this 
study must have been thought to have a more 
unfavorable outlook) it was 42.7%. 

There is a significant difference favoring the 
survival of those patients treated by radical surgery 
over those treated by limited surgerj' in this study. 
Since the greatest improvement in survivals be- 
riveen group 1 and group 2 is in the group that 
received radical surgery plus postoperative irradia¬ 
tion, we conclude that every effort should be made 
to encourage the use of this combination of therapy 
for every patient who satisfies the criteria of suit¬ 
ability for treatment directed towards cure of 
breast cancer. 

147 W.Main St. (Dr. Ryan). 
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iEVALUATION OF SELECTED LEADS IN 
ELECTROCARDIOGRAPHIC SCREENING 


William A. Sodeman, M.D., Philadelphia 
and 

John T. Logue, M.D., Columbia, Mo. 


Tlie application of multiphasic screening in sur¬ 
veys for important major diseases has led to utiliza¬ 
tion of single rapid procedures which can be car¬ 
ried out by a trained technician in the absence of 
a physician. Such procedures are most valuable in 
mass surve)'s and should detect a lai'ge percentage 
of cases of the disease or diseases concerned witlr 
minimal false-positive selections.^ The electrocar¬ 
diogram has been incorporated in some studies,“ 
and considerable discussion has arisen on its merits 
for dris purpose. 

Tire taking of the standard 12-lead electrocardio¬ 
gram is time-consuming and. in the older age 
groups in >r'hich coronary disease is frequent, fre¬ 
quently shows little or nothing distinctly abnormal. 
Various surveys “ indicate that 35% or more of such 
patients may Irave 12-lcad or 13-lead electrocardio¬ 
grams within normal range. For e.xample, Phillips 
and his associates found 12-lead electrocardio¬ 
grams abnormal in 65% of a group of city workers 
witlr definite heart disease. Dawber and his group “* 
found that 53.1% of those with definite heaii: dis¬ 
ease had normal electrocardiograms and tliat these 
would be missed in electrocardiographic suiweys. 
Tliese data would seem to show that the time and 
effort going into complete electrocardiographic ex¬ 
aminations as a screening procedure in mass sur¬ 
veys would be too great for tire rewards obtained. 
Be that as it maj^ the electrocardiogram has been 
found to be the best single technique for cardiac 
case finding,-^ and there are selected groups, such 
as those chosen by age, in which electrocardio¬ 
graphic evidence is the most important evidence of 
the existence of heart disease. Tliis is true, for 
example, in the group of patients with arterioscle- 
,rosis. Two basic problems arise, therefore, if tire 
electrocai'diogram is used in screening. The first 
concenrs that just discussed in reference to normal 
tracings in overt disease. Secondly, and independ¬ 
ently, is the problem of whether, when such trac¬ 
ings are decided upon, a full 12-lead or 13-Iead 
recording is necessary. It is with the latter problem 
that the present report is concenred. 

To test the efficacy of selected leads in this re¬ 
spect we have chosen 307 12-lead electrocardio¬ 
grams from 210 patients. All patients were clas¬ 
sified as having abnormal tracings by standard 
criteria.^ Data on the abnormalities present in each 
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210 pafients representing the average 
type of cardiac disturbance present in adults, 
with a predominance of arteriosclerotic and 
hypertensive heart disease, were studied 
with varying combinations of two, three, or 
more leads to determine the screening poten¬ 
tialities of such groupings. Single leads are 
not highly efficient in defection of abnor¬ 
malities. Leads 1, aVF, and V 5 or aVl?, 3, 
and Vs selected approximately 95% of the 
patients with disease. Two or three leads as 
a screening procedure do not establish the 
merit of such a procedure and do not evalu¬ 
ate the problem of "false-positives" in ap¬ 
parently normal persons. 


indiwdiial lead, as well as in combinations of two 
or more selected leads, were transferred to IBM 
cards so tliat tliey could be sorted according to tl 
abnonnalities found. Of tlie 210 patients, 200 wei 
males and 10 were females. The age distribution c 
the patients was as follows: 15-24, 7; 25-34, i 
35-44, 25; 45-54, 27; 55-64, 102; 65-74, 31; 75-84, t 
and 85-94, 1. There were six remaining patients ii 
whom die age was not known. All were adults. 

In the 307 12'Iead tracings, abnormalities wen 
found in single leads in descending order of fre 
quency as follows: V.-„ 247; Vo, 242; aVR, Iw 
lead 1, 180; V4, 177; lead 2, 159; V 2 , 148; aVF.M 
Vg, 137; Vi, 122; lead 3, 97; and aVL, 62. 

In lead Vr„ the lead showing the greatest numbei 
of electrocardiogi-aphic abnormalities, only 80/c 0 
the tracings were classified as abnormal. In no sm 
gle lead was the presence of abnormalities seen 
sufficiently high for tliat lead to be useful 
selecting over four of every five patients. ^ 
reason, combinations were tried in 
ping of abnonnalities was minimal and 
of numbers of abnormalities maximal. 0 
combinations, those showing the highest ciegre 
selection are given in the table. Here it w* , 
that tlie combination of the three limb lea Sj 
V 2 , and lead Vn selected 300 of tlie ,g. 

addition, there were certain tracings 
lected essentially by any lead, 
tracings in which permanent atrial 
atrial flutter, otlier arrhythmias, and de ec 
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traventricular conduction can be detected in any 
lead. There were si.x such tracings in this group, 
making a total of 306 records selected, or 209 of the 
210 patients. Tlris represents over 99.5% of the 
patients. Tire sorting was done first by selection of 
the lead indicated at the top of each group. The 
remaining unselected cards were tlien processed 
for abnormalities in each successive lead. In tlris 
way, in the first combination slrovm in the table 
(leads 1, 2, 3, V.-;, and Vj), a total of 180 abnor¬ 
malities in lead 1 were selected first. In lead 2, 
62 of the remaining 159 abnormalities were shown. 
This means drat 97 of the abnormafities seen with 
lead 2 were accompanied by abnormalities found 
with lead 1. Finally, after determinations for leads 
3, Vr„ and Y, were made, there were six records 
wdth irregularities and abnormalities not peculiar 
to any one lead. These are recorded as “other” in 
the table. 

Abnormalities Found in Electrocardiographic Tracings by 
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When leads 1 and V5 were separated out, 269 of 
307 tracings were selected. The addition of lead 
aVF added 10 more abnormalities to make a total 
of 279, leaving 28 unselected. In tire group labeled 
“odier,” 12 -additional records increased the total 
to 291, representing 199 of 210 patients or 94.8%. 
Leads aVR, 3, and Vr, accounted for 288 abnormal 
tracings, and, when eight “otlier” records were 
added, the total reached 96.4% of the tracings and 
96.7% of the patients. Separation of leads V2, V5, 
and aVF, with addition of 18 “other,” gave a selec¬ 
tion of 301 records of 204 patients, wth percent¬ 
ages of 98.0 and 97.1 respectively. Other combina¬ 
tions in groups of tliree were tried but were not as 
efficient as those mentioned above. 

Comment 

Attempts to evaluate multiple leads as a screen¬ 
ing device have met with little agreement as to the 
usefulness of selected combinations. Dawber and 
his group ■■ reported that lead 1 alone was just as 
good as multiple leads in picking up signs of car¬ 
diovascular disease. Others ® have indicated that 


lead 1 is Irighly effective in dividing the groups 
sur\'eyed into “normal” and “abnonnal.” Phillips 
and his associatesfound that unipolar hmb and 
chest leads added little to the results uuth conven¬ 
tional limb leads alone. In our study, the findings 
are at ^'ariance with these reports. If lead 1 alone 
is used, a number of abnormalities are missed. For 
this reason we have attempted to determine the 
usefulness of selected combinations of leads, and 
this study was carried out to determine, in 12-lead 
tracings which are known to be abnormal, which 
combinations of two or three leads would be most 
helpful. This does not mean that the leads selected 
w’ould lead to a final conclusion in the interpreta¬ 
tion of the tracings. It merely means that, if the 
tw’o or three leads selected w'cre used, an abnormal 
electrocardiogram would be 'established. Tims, in 
studies in which electrocardiographic screening is 
considered, two or tliree leads might be depended 
on to select abnormalities to the degree noted. It 
must be pointed out that great importance rests in 
the nature of the group from w'hich these electro¬ 
cardiograms w'ere selected. The patients used in 
tliis study represented the average Wpe of cardiac 
disturbance present in adults, w'ith a predominance 
of arteriosclerotic (76) and h\Tiertensive (92) heart 
disease and, to a lesser degree, of syphilitic (11) 
and rheumatic (15) disease, as w'ell as a few' other 
scattered t>'pes (16). Within these limits it can be 
seen that leads 1, aVF, and Vr, or aVR, 3, and V;; 
selected approximateh' 95% of the patients w'itli 
disease. A combination of leads Vj, Vr„ and aVF 
appeared to be more successful, but inspection of 
the data show's tliat 18, ratlier than 12 patients, 
came under the category' labeled “other.” It w'ill be 
seen that these combinations included chest leads 
requiring the subject to undress. 

These data do not establish the merit of two or 
three leads as a screening procedure generally and 
do not evaluate the problem of “false-positives” in 
apparently normal persons. Tlrey do point out that, 
in patients w'ith cardiac disease w'ith know'll abnor¬ 
mal electrocardiograms, selection of leads may be 
carried out to detect a veri' high percentage of ab¬ 
normalities. If this degree of selection seems desir¬ 
able in a screening procedure, tlie use of these 
leads alone, selected in this w'ay, may hai'e merit. 

One must keep in mind tlie difference betw'een 
screening and diagnosis. Tliese remarks are not to 
be construed in any w'ay as inferring tliat reduction 
in the number of leads is satisfacton' from tlie 
standpoint of definitive electrocardiographic diag¬ 
nosis. 

Summary 

In 307 12-lead electrocardiograms, taken on 210 
adult patients w'ith cardiac disease classified as ab¬ 
normal by standard criteria, varj'ing combinations 
of tivo, three, or more leads have been studied to 
determine the screening potentialities of such 
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groupings. The data indicate that single leads were 
not highly efficient in detection of abnormalities. 
However, combinations of three leads could be set 
up to detect abnormalities in 90 to 95% of the 
instances showm by the 12-lead electrocardiogram. 
Such a study was undertaken to evaluate the merits 
of selected leads in patients with knoum abnormal 
12-lead tracings and the efficacy of selected leads 
in screening the group studied. 

1025 Walnut St. (7) (Dr. Sodeman). 

Tliis study was aided by funds from tlie Sniidi, Kline and 
French Foundation. 
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CLINICAL NOTES 


CARBON DIOXIDE AS CONTRAST MEDIUM IN ROENTGENOGRAPHY 


William S. Blakemore, M.D., John J. Murphy, M.D., Henry P, Pendergrass, M.D, 

and 

Roy R. Greening, M.D., Pliiladelphia 


Insufflation of gas into tlie retroperitoneal space 
to delineate tlie configuration of organs and struc¬ 
tures therein may often be a diagnostic procedure 
of considerable value. The complication of gas em¬ 
bolism has prevented broader and more frequent 
application of this technique. In a recent survey by 
Ransom, Landes, and McLelland,' 58 fatal and 64 
severe nonfatal cases of gas embolism were found 
among 9,201 retroperitoneal pneumographic studies. 
It appeared from this review that presacral insviffla- 
tion of gas was safer'than insufflation via the peri¬ 
renal route. Oxygen and air appeared equally dan¬ 
gerous as contrast mediums. 

It is interesting to note that, in the original 
description of perirenal gas insufflation, Carelli and 
Sordelli * report on carbon dioxide. Later this gas 
was discarded as a contrast medium, apparently 
because it disappeared from tlie retroperitoneal 
tissues so rapidly. Recently, carbon dioxide has 
been used as an intracardiac roentgen contrast me¬ 
dium without serious ill-effects.** Moore and Brasel- 
ton ■* demonstrated that carbon dioxide could be 
injected into various “great vessels” in relatively 
large amounts without harm, while such a pro¬ 
cedure employing air or oxygen resulted uniformly 
in death from gas embolism. Carbon dioxide is 
at least 20 times more soluble than air and oxygen 


From the Harrison Department of Surgical Research and the De¬ 
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in blood and is tlieoretically safer for use as a 
contrast medium in the various body spaces. After 
injection, tlie bubble of carbon dioxide is diluted 
witli oxygen and nitrogen from the body tissuf 
and a serious gas embolism may tlien occur. Ti 
chance of sufficient gas being collected in the va 
cular Space to cause a fatality by this xnechahis 
is stiU. much less when carbon dioxide is used th: 
when air or oxygen is used as a contrast mediui 
We have performed retroperitoneal insufflatic 
of carbon dioxide in four patients by the presam 
route, with use of amounts between 900 and 
cc. of tlie gas. Absorption was so rapid that cle: 
delineation of the retroperitoneal structures an 
particularly of the adrenal could not be achievec 
Lapides ® has successfully outlined tlie kidneys ant 
adrenals with carbon dioxide by the presaefi 
route with use of larger amounts of gas (i^sua. 
1,200-1,600 ml.). Our unsuccessful e.xperiences witJ 
presacral carbon dioxide insufflation led us to re 
turn to the perirenal approach in subsequent ex 
aminatio'ns, and it is felt that the smaller vo uw 
of gas which is needed with the perirenal approae 
compensates for the supposed greater danger ov ^ 
the presacral route. Recently, Landes and ^ 
have recommended the insertion of two polye ) 
ene catheters through needles inserted 
presacral space and die injection of 500 to , 
of carbon dioxide through each catheter. 
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Technique 

From 2.50 to 300 ml. of carbon dioxide is injected 
into the perinej^hric space through a no. 18 spinal 
needle introduced just below the 12th rib and just 
lateral to the paravertebral muscles, with the pa¬ 
tient in a sitting position, A slow arciform excursion 
of the needle hub with respiration identifies pene¬ 
tration of the perinephric fascia. The carbon dioxide 
Tiay be injected from a 50-cc. syringe which is 
attached by way of a three-way stop-cock to a 
cylinder of 100% carbon dioxide. The flow from this 
tank is controlled by a needle valve, and the gas is 
.wthdrawn from an anesthetic bag previously filled 
o capacity. The patient usually complains of some 
jpigastric discomfort and/or pain in the shoulder 
vhen approximately 300 cc. has been injected. At 
'his point the needle is removed and the patient 
jJaced in a supine position and the film exposed, 
interior, posterior, and oblique views are obtained, 
simultaneous pyelogram by the retrograde or intra- 
enous route may be accomplished without difficul- 
y. The exposure should be made within 10 to 20 
ninutes, since the gas is rapidly absorbed and in- 
ufficient amounts remain after a 20-30 minute in- 
en’al for good contrast. 

Comment 

Fifteen patients have been studied with this tech- 
ique within the past few months. Three of these 
satients had adrenal tumors which were satisfactor- 



J Fig. 1.—Roentgenogram showing pheochromocytoma of 
' ;ht adrenal after perirenal insufflation of 300 cc. of carbon 
oxide as contrast medium. 


demonstrated by tbe surrounding carbon dioxide 
' jg. 1 and 2). If the tumor is not seen after in- 
ction of one side, tlie opposite side is insufilated 
" ' the same technique. Carbon dioxide has also 
' ‘cn used for mediastinograjihy with delineation 
tile mediastinal contents and without ill effects. 


Animal experiments ' proved the rapid absorption 
of carbon dioxide as compared to oxygen and air. 
While the carbon dioxide, air, and o.xygen appear 
equally good as contrast mediums, the carbon 
dioxide almost completely disappeared from the 
retroperitoneal space of dogs in 30 to 40 minutes. 



Fig 2 —Roentgenogram taken 30 minutes after injection 
of 300 cc. of carbon dioxide into nght penrenal area and 
10 minutes after injection of 300 cc. of carbon dioxide into 
the left penrenal area. 

while the air was still clearly visible hours later 
when equal volumes of tlie gas had been injected 
into the perinephric space. 

A common finding of subcutaneous crepitus after 
insufflation of retroperitoneal air was not noted 
in any of the patients in whom carbon dioxide was 
injected. 

Summary 

The risk of fatal gas embolism after retroperi¬ 
toneal pneumography often prevents its use as a 
diagnostic measure. Oxygen, nitrogen, or air in¬ 
jected by both the presacral and perirenal routes 
have been reported to produce fatal gas emboli. 

Carbon dioxide is much more soluble in body 
fluids and appears to be a safer, adequate medium 
for such a study. Tlie absorption of carbon dioxide 
is rapid but provides greater safari' and better 
contrast of the renal and suprarenal area by in¬ 
jection into tlie perirenal space directly rather than 
by the presacral route. The exposure of the films 
should be made witliin 20 minutes after insufflation. 

University of Pennsylxania School of Medicine, 36th and 
Spruce streets (4) (Dr. Blakemore) 
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TINEA NIGRA PALMARIS 

A DISORDER EASILY CONFUSED WITH JUNCTION NEVUS OF THE PALM 

J. Graham Smith Jr., M.D., Wiley M. Sams, M.D. 

and 

Frank J. Roth Jr., Ph.D,, Miami, Fla. 


Tinea nigra palmaris is an uncommon skin dis¬ 
ease caused by the fungus Cladosporium Wernecki. 
In the western hemisphere nearly all reported cases 
have involved the palms; however, cases involving 
otlier areas of the body, sucli as tlie neck or thorax, 
do occur.’ The asymptomatic macular lesions, 
neither elevated nor scaly, are brown or black, ap¬ 
pearing like an India ink * or silver nitrate stain.” 
The disease must be differentiated from nevi, con¬ 
tact cleimatitis, pigmentation of Addisons disease, 
and drug eruptions. The pigmented lesions of 
photodeimatitis due to bergamot or lime oil can 
be differentiated easily since tliey never occur on 
the palms.■' 

Only five cases of tinea nigra acquired in the 
United States liave been reported, although cases 
acquhed in Brazil,” Cuba,” Panama,® and Puerto 
Rico’’ in the western hemisphere are described in 
the literature. The first case to be reported from die 
United States was that of a 15-year-oId girl from 
Tallahassee, Fla.® The otlier four cases were all 
seen within one year in Texas.® Recently, two othei 
cases of tinea nigra acquired in Florida have been 
observed. Because both of these cases were mis¬ 
taken clinically for junction nevi, attention is di¬ 
rected again to this disease. 

Report of Cases 

Case 1.—A 55-year-old woman who had not been out of 
Dade County (hharm), Fla., for 10 yearb was seen con¬ 
cerning an asymptomatic brown macular lesion on the left 
palm (fig. 1). For two and one-half months the lesion had 
gradually increased m size. The brownish discoloration was 
not elevated or scaly and measured approximately 2 liy 2 
cm. Microscopic examination of a scraping from tlie palmar 

From the Division of Demintology, Department of Medicine, Uni¬ 
versity of Miami School of Medicine, and the Jackson Memorial 
Hospital. 
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lesion in 10 % solubon of potassium hydroxide reve 
branching hyphae (fig. 2). Cultures were idenbRed a 
Wernccld by one of us (F. J. R.). The patient was tie 
witli 3% salicylic acid in hydrophilic ointment, with c 
plete disappearance of tlie lesion, except lor resii 
erj'thema, in tliree xx’eeks. 



Fig. 1 (case 1 ).—Typical palmar lesion of haw Wsi 
palmaris. 


Case 2.—A 5-year-old physician's daughter had wn 
sen'ed to have a small asymptomabc 8 by ^ 
mented lesion on tlie right palm. The lesion loo 
cafe-au-lait pigmentation and xvas of normal tes 
mycologic exammahon xvas made, and the lesion " 
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cised, with a preoperative diagnosis of pigmented nevus. 
The site of excision healed uneventfully and grafting was 
not necessarj’. 

Fathological Examination (fig. 3).—The specimen was 
stained with hematoxylin and eosin. The stratum coraeum 
was hj^perkeratotic, as .would be expected in a section from 
the palm. There was no parakeratosis. In the outer txx’o- 
diirds of tire stratum comeum, predominantly in the upper 
one-third, were thick-walled septate brown hyphae, some of 
which were curved. Thei walls xvere prominent at the septa, 
gixnng .an arthrospore-like appearance. At the ends of some 
of the h>phae were thick-walled spore forms. In some areas 
the spores were unattached to h>phae. The remainder of the 
epidermis was normal. There was a x'eiy minimal peri¬ 
vascular infiltrate of Ix-mphocj'tes and histiocx’tes around the 
small blood x’essels in the upper dermis. No other abnormali¬ 
ties were seen. Dr. Bernard F. Fetter considered the patho¬ 
logical picture to be diagnostic of tinea nigra. 

The dematiacial (dark broxxTa or black fungi) 
fungus, Cladosporium Wemecki, produces initially 
a moist, shiny colony. The young colony is glossy 
black and yeast-like in appearance. With age it 
becomes progressix'ely more filamentous, to be¬ 
come invested eventually unth a short nap of gray- 



Fig. 2 (case'l).—A, scales from lesion on palm, showing 
multiple branching hyphae (X 800, lO'c solution of po¬ 
tassium hydroxide). B, Ux-o-week-old culture of Cladospor- 
ium Wemecki (Sabourauds agar). 

ish mycelium in scattered areas. The rate of growth 
is slow, and maximal colony diameter is generally 
attained in two weeks. The yeast-like portions of 
the colony are produced by clusters of blastosporu- 
lating cells arising laterally from dark parent 
hyphae. In 8-to-12-day-old colonies, small groups or 


chains of conidia xxith one to three septa form on 
abbrexiated lateral conidiopbores. These conidia 
have a melanin-like pigment and resemble the 
sporulation of the saprophytic genus, Cladosporium 
(Hormodendrum). The yeast-like portion of the 
thallus simulates that obserx'ed in the genus Dema- 
tium. 



Fig. 3 (case 2).—Photomicrograph of tissue (x 270, 
hematoxx-hu and eosin). Note hjphae and spores in upper 
stratum comeum. 


Because of conflicting reports in the hterature 
concerning e.\perimental transmission of the dis¬ 
ease,'® attempts to reproduce disease with inocula¬ 
tion of infected scrapings from a patient (case 1) 
and material from a culture of C. Wemecki on the 
soles, pahns, and glabrous skin of tvx’o human xmlun-. 
teers were made. These were unsuccessful. No at¬ 
tempts to infect animals were made. 

Comment 

The observ'ation of two more cases of tinea nigra 
occurring at widely separated parts of Florida sug¬ 
gests that the disease may be more common tlian 
generally appreciated. The disease is banal, asx-mp- 
tomatic, and responds readily to local therapy "with 
keratoKiic agents, such as salicyh'c acid and ben¬ 
zoic acid.” The importance of recognizing the con¬ 
dition is emphasized by the fact that both cases 
reported here were mistakenly diagnosed as nexi, 
in one instance by experienced plastic surgeons 
and in the other by competent dermatologists. This 
is also the first report in the United States of a case 
of tinea nigra in anyone over the age of 12 years. 
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Summary 

With the two cases of tinea nigra palmeris ac¬ 
quired in Florida here reported, a total of three 
cases from Florida and four from Texas have now 
been reported from the United States. Attempts at 
experimental reproduction of the disease by inocu¬ 
lation of infected scales and the fungus itself into 
the epidermis of human volunteers were unsuccess¬ 
ful, 

308 Ingraham Bldg. (Dr, Sams). 

Case 2 \va.s reported with permission of Drs. Nichola.s G. 
Georgiade and Bernard F. Fetter, Duke University' School 
of Medicine, Durham, N. C. 
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VARIANCE OF MEASUREMENT OF THYROID UPTAKE OF 
RADIOIODINE DUE TO COMPTON EFFECT 

Egilda DeAmicis, S.B. 
and 

Russell F. Cowing, Boston 


In a previous publication the two metliods em¬ 
ployed at the New England Deaconess Hospital 
for the determination of radioiodine uptake 

in the thyroid were compared and found by sta¬ 
tistical analysis to give the same results. These two 
methods are (1) a single scintillation counter tech¬ 
nique and (2) a setup witli four Geiger-Mueller 
(bismuth cathode) tubes." After a modification of 
the scintillation counter by the manufacturer, it 
was found Aat by comparison with the four-tube 
setup tlie uptake measurements were high by ap¬ 
proximately 20 to 25%. These high scintillation 
counter readings seem to indicate that scattering 
from the patients (Compton effect) is an important 
factor that requires evaluation. “ 


Radiologiral Physicist, Biophysics Department, Cancer Research In¬ 
stitute (Miss DeAmicis), and Group Leader and Senior Radiologicnl 
Physicist, Biophysics Department (Mr. Cowing), New England Dea¬ 
coness Hospital. 


One approach to this problem would be to re 
duce the scatter by attaching various tliicknesse! 
of lead (0.43, 0.86, and 1.1 mm.) to the face of«« 
scintillation counter.'* The percentage of apis ^ 
was detennined for each of the lead thicknesses a® 
compared with those obtained by die four-t« e 
arrangement. 

Procedure 

Tlie preliminary procedure was^^as ^ 

25-/tc dose of I*'’* was prepared for oral 
tion to tlie patient. At die same time 
amount was prepared in an Erlenmeyer 
taining approximately 100 ml. of water; to 
served as tlie standard for the determina 0 ^ 
the uptake by the thyroid gland. As most ^ 
tlie r'’* is localized in tlie tliyroid 
hours after administration, die 
were not taken until this period or om ^ 
elapsed. 
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The pah’ent was placed before the scintillation 
counter at a distance of 30 cm, from the isthmus of 
the thyroid at skin level to the face of the crystal. 
The radioactivity in the thyroid gland was then 
determined by subtracting the background count 
rate from the count rate of the thyroid. Prior to 
the reading the 25-;tc I’"’* standard was placed 
in front of the scintillation counter at a distance of 
30 cm. from the face of the crystal to the center 
of the Erlenmeyer flask. The count rate of the 
standard minus the background count rate gave the 
net count’rate, or the 100% value. The percentage 
of uptake in the thjToid was determined by divid¬ 
ing the net count rate of the thyroid by the net 
count rate of the standard and multiplying the 
result by 100. 

The second method for measuring the uptake of 
entails the use of four Geiger-Mueller tubes 
connected in parallel, Tliese tubes were positioned 
90 degrees apart on the circumference of a circle 
having a radius of 45 cm, and were adjusted in 
vertical position in order to be at the height of the 
particular thyroid gland. From previous studies by 
others it has been shown that with this arrange¬ 
ment there exists from the center a “free circle” 
approximately 8 cm. in radius. This “free circle” 
may be termed that space within which there is 
less tlvan 5% change in count rate from the count 
rate at the center. The Geiger-Mueller tubes were 
connected to a single-chaimel scaler. 

The previously mentioned P®' standard was 
placed at the center of the circle, the counts were 
measured, and the count rate was determined. 
After this procedure tire patient was positioned in 
a chair, and adjustments were made so that the 
isthmus of tire thyroid was centered with the 
Geiger-Mueller tubes; the count rate of the patient’s 
thyroid Was determined. Tlie net count rate of the 
standard and of the thyroid was obtained by sub¬ 
tracting the count rate of the background from each 
value. These corrected values were used to de¬ 
termine the uptake percentage in the thyroid 
gland. 

Results 

Tlie uptake as determined by the scintillation 
counter and the Geiger-Mueller tube setup have 
been compared. The data shown in the table have 
been assembled in the following manner. Those 
figures opposite each thickness of lead are the num¬ 
ber of determinations that had been made for each 
set of conditions. The deviation line shows the per¬ 
centage of variance of tire scintillation counter read¬ 
ing (with use of tire different thickmess of lead) from 
that of the four-tube Geiger-Mueller setup. It must 
be reahzed that for a given patient on whom the 
four determinations were made the results could be 


in tire same percentage group, whereas readings 
from a second patient could var}' from one per¬ 
centage to another for various determinations. 

The variance shorvn in the table indicates that 
the soft scatter arising from the interaction of the 
gamma rays from I’'” and tire patient is not com¬ 
pletely eliminated. It appears that the scatter factor 
varies with each patient. An attempt was made to 
correlate the patient’s neck size, weight, and age 
with the scatter factor, but no relationship could 
be established. 

Since these data have been assembled the scin¬ 
tillation counter has been repaired; after this re¬ 
pair it was found necessary to regulate tire 
sensitivity by adjusting the pulse-height control. 
With this new setting, I”‘ studies were performed. 
From these measurements it was found that both 
without lead and with 0.43, 0.86, and 1.1 mm. of 
lead, the uptake readings were essentially the same 
as those obtained with the foiu: Geiger-Mueller 
tubes. 

The result of this study indicates that rvitlr use 
of scintillation equipment for obtaining readings of 
I*^* uptake by the thyroids, it seems advisable to 
check the possible effect of scattered radiation upon 


Comparison of Variance of Uptake in Thyroid by Scintillation 
and with Setup with Four Geiger-Mueller Tubes 


Thfeknecs ol Lead Attached 
to Scintillation Counter, 31in. 

0 

0.43 

0.&3 

1.10 

Deviation from 4*tubc setup, % 


Determinations Performed, Xo. 


8 

12 

SO 

IG 

21 

So 

48 

2 

26 

33 

48 

1 

17 

28 

44 

3 

5 

±10 

±20 

>±20 


the accuracy of the uptake readings. One way tliis 
may be checked is by utilizing various thicknesses 
of lead to establish the presence of scattered radia¬ 
tion. 

194 Pilgrim Road (15) (Nfr. Cowing), 

This work was done under a contract of the Atomic 
Energy Commission with the New England Deaconess 
Hospital. 
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hepatotoxicity due to chlorambucil 

REPORT OF A CASE 

Robert D. Koler, M.D., Portland, Ore. 

’ and 

Arthur L. Forsgren, M.D., Grants Pass, Ore. 


Tlie following case history is that of a patient 
who exhibited evidence of liver damage and a skin 
lash, which we felt to be due to chlorambucil 
(Leukeran), To our knowledge, this is the first re¬ 
port of idiosyncrasy to tliis drug. 

A 36-year-olc] man developed cervical and a.\illary swell¬ 
ings in December, 1956. Except for moderate fatigue, he had 
no otlier complaints and specifically denied having had fever, 
sore throat, skin rash, or jaundice. His weight had remained 
stable at his normal of 160 lb. (72.6 kg.). 

His physician found a leukocytosis, with from 15,000 to 
30,000 leukocytes, predominantly lymphocytes, per cubic 
millimeter. Heterophil agglutination tests were negative on 
several occasions. Because of persistence of nontender cervical 
and axillary lympliadenopathj^ his marrow was aspirated on 
March 23, 1957. An increase in tlie proportion of mature 
Ijonphocytes was noted in botli blood and marrow (sec 
table); however, no diagnosis was made at tins time. A 
.supraclavicular lymph node was excised on May 13, 1957, 
and was reported to be hyperplastic. 

On June 4, 1957, he w'as restudied because of continued 
leukocytosis and lymphadenopathy. On physical examination, 
bilateral, flim, discrete enlargement of cen’ical and a.xillary 


Differential Blood Counts in Patient tcHh Hepatotoxicity 



n/23/57 

C/4/.-.7 


Marrow, % 

Blood, 

To Marrow, To 

MyeloWnst . 


0 

0 

Progranulocyte . 


0 

0 

Myelocyte 

Neutrophil. 


0 

0 

Eosinophil. 

. 15 

0 

0 

Jlctamyelocyte 

Neutrophil . 

. 13.0 

0 

0 

Eosinophil. 

. o.r, 

0 

0 

Band cell 

Neutrophil. 

. 7.0 

1 

0 

Eosinophil . 

. 1.0 

0 

0 

Segmented cell 

Neutrophil. 


24 

13 

Lymphohlast. 


1 

1 

Eymphooyte. 


57 

.'.3 

Monocyte. 



5 

Rubriblast. 


0 

0 

Hematohlast . 


0 

0 

Erythroblnst . 

. 12.5 

0 

0 

Normoblast . 

. 17.0 

0 

0 

Disintegrated. 


17 

30 





Total . 


100 

100 


nodes was found, the nodes ranging from 1 to 3 cm. in 
diameter. A sharp, nontender liver edge was felt 2 cm. below 
tire right costal margin. The spleen was not palpable, and 
tliere were no otlier significant findings. A diagnosis of chronic 
lymphocytic leukemia was made. 

From the Division of Experimental Medicine, University of Oregon 
Medical School (Dr. Koler). 


On June 14, 1957, therapy with chlorambucil, 14 mg. pet 
day, was started. The figure summarizes the patient’s clinical 
course after die start of therapy. The leukocyte count fell 
gradually to 11,000 per cubic millimeter, and on June 24 
1957, the dosage of chlorambucil was decreased to 8 mg. per 
day. On June 29, 1957, a generalized, nonpruritic, morbiili- 
form rash appeared. At about the same time he noticed 
enlargement of the cervical lymph nodes, which had been 



Clinical course of patient after start of cMorambudl 
tlicrapy. 


decreasing in size. Three days later (July 2, 1957) be 
developed upper abdominal pain, nausea, and vomiting 
Twentj'-four hours later, because of clinical jaundice, chlor¬ 
ambucil therapy was stopped. A working diagnosis of infec¬ 
tious hepatitis xvas made because the patient had had no 
injections and tliere were no reports in die literature attribut¬ 
ing hepatotoxicity to chlorambucil. He' was never febrile, 
and subjective complaints were niixunial except for the fe" 
days of anore.xia and nausea. He was treated supportively, 
and witliin diree weeks clinical jaundice and laboratory en- 
dence of liver disease began to subside. By late August w 
was asymiptomatic except for die persistence of enlarged 
lymph nodes in die a.xillas and neck. 

During late September he complained of fatigue and in¬ 
crease in lymphadenopathy. On Sept. 24, 1957, his hicr 
and spleen were not palpable, but increased lympbadenop- 
adiy was confirmed. Chlorambucil therapy, 6 mg. 
was restarted on Oct. 8, 1957. Widiin three days the r 
niorbilliforni rash recurred on the lower abdomen and upl® 
thighs. On Oct. 14, 1957, the patient complained of uppj^ 
abdominal ‘pain, nausea, and tenderness of cen'iea ® 
a.xillarj' nodes, which he thought were slightly 
cal examination revealed very prominent and sh’ghtiy en 
cervical, axillary, and inguinal nodes. The epipstnum 
right upper quadrant were tender, and die liver 
4 cm. below the costal margin. Clilorambuciltherapj 
stopped, and die patient was treated widi bed res a 
low-fat, soft diet. Clinical or laboratory evidence o 
did not recur. The rash and hepatomegaly 
ing the next two weeks. He has since received x-my 
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lo the cem'cal and a-ollary lymph nodes, which have decreased 
markedly in size. His leukocyte count dropped to 7,500 per 
cubic millimeter on Nov. 6, 1957. From Aug. 12, 1957, to 
the time of writing he has been free of sj-mptoms and carry¬ 
ing on full aetisaty. 

Comment 

Proof of Iiepatotoxicity of chlorambucil in this 
patient is not conclusive but rests on the time re¬ 
lationship of the onset of these findings during two 
separate courses of therapy with the drug and their 
prompt subsidence after withdrawal of the drug. 
Idiosyncracy to chlorambucil might easily go un¬ 


noticed in cases of leukemia or Ijonphoma, as in¬ 
volvement of the liver and biliary tree is a common 
occurence in these diseases.' 

Siuiunary 

Hepatotoxicity, probably due to chlorambucil, 
occurred in a patient during two courses of ther¬ 
apy with this drug. 

3181 S. W. Sam Jackson Park Rd. (1) {Dr. Koler). 
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SYMPOSIUM ON MOUTH^TO-MOUTH RESUSCITATION 
(EXPIRED AIR INFLATION) 

Report to the Council 

The Council on Medical Physics has authorized publication of the Symposium on Mouth- 

to-Mouth Resuscitation (Expired Air Inflation). In this Symposium, the terms “mouth-to-mouth 

breathing and “mouth-to-mouth insufflation” are used synonymously with “mouth-to-mouth 

resuscitation.” The designation “expired air inflation” is a general term for all variations of 

mouth-to-mouth resuscitation. It reflects the basic physiological principle of employing expired 

air as the ventilating gas for all modifications of this method. This includes variations in the 

technique or the use of adjunctive apparatus, i. e., direct mouth-to-mouth, direct mouth-to- 

nose, mouth-to-mask, mouth-to-airway (oropharyngeal), mouth-to-tube (endotracheal), and 

mask-to-mask methods. „ 

Ralph E. De Fobest, M.D., Secretary. 

INTRODUCTION 


David B. Dill, Ph.D., Edgewood, Md. 


It has been my privilege to have been involved 
for several years with investigations of artificial 
respiration. The first of these, conducted by Drs. 
Comroe, Gordon, Karpovich, and MTiittenberger, 
led to the nation-wide acceptance of the back¬ 
pressure arm-lift method of manual artificial respira¬ 
tion. The history' of their studies and descriptions 
of tlie preferred method and of an alternate method 
have been published.' 

lUiile manual metliods were being studied, two 
medical officers assigned to the Army Chemical 
Corps, Capt. Richard J. Johns, M. C., U. S. Army 
(now Assistant Professor of Medicine, Johns Hop¬ 
kins University Medical School, Baltimore) and 
Lieut. David Y. Cooper III, M. C., U. S. N. (now 
uith the Department of Surgerj', School of Medi¬ 
cine, University of Pennsylvania, Philadelphia), 
conceived tlie idea of a mask-to-mask resuscitator 


-Deputy Director of Medical Research, Chemical Warfare I-abora- 
tones. Army Chemical Center. 


Suitable for use on nerve gas casualties in a con¬ 
taminated atmosphere." This dewce is being de¬ 
veloped by the Army Chemical Corps; it is 
anticipated that it wll be standardized by the three 
medical servdees for militan' use. Dr. James O. 
Elam, with support from the Office of the Surgeon 
General, Department of the Arm}', and his asso¬ 
ciate Dr. Eh\'}'n Brov'n were early investigators 
botli of mask-to-mask and mouth-to-mouth arti¬ 
ficial respiration.’’ Tliey continued their studies 
while assigned as medical officers to the Army 
Chemical Corps and thereafter at tlie Roswell Park 
Memorial Institute, Buffalo."' Dr. Dav'id Greene of 
the Universit}' of Buffalo and Dr. Peter Safar of 
the Baltimore City Hospitals, also supported by 
the Office of the Surgeon General, Department of 
the Army, have joined forces u’idi them in collab¬ 
orative studies," Dr. Archer S. Gordon, long an 
investigator wtlr Chemical Corps aid, was sup¬ 
ported by the American National Red Cross to 
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extend tliis I’esearch to cover resuscitation of infants 
and small children as well as adults. Investigators 
supported by the Army Chemical Corps and by 
the Office of the Surgeon General, Department of 
the Army, held a conference on “Artificial Respira¬ 
tion and Nerve Gas Poisoning” at Denver on May 
9-10, 1957. The j^apers on artificial respiration had 
to do chiefly with the mask-to-mask* device since 
tin's is of primary interest to the Army Chemical 
Corps. In eflFect, it permits mouth-to-mouth breath¬ 
ing in a contaminated atmosphere. Since the con¬ 
ference brought together the most active investi¬ 
gators of mouth-to-mouth insufflation, plans were 
made for publication of the papers which made up 
this symposium. 

Tire National Academy of Sciences-National 
Research Council (NAS-NRC) has held several dis¬ 
cussions of artificial respiration during the past 
nine years. Tlie most recent of tliese, on March 8, 
1957, was called to consider new evidence on 
manual methods of artificial respiration. The ad hoc 
Panel selected by the NAS-NRC consisted of Julius 
H. Comroe, tlien Professor of Physiology and 
Pharmacolog)', Graduate School of Medicine, Uni¬ 
versity of Pennsyh'ania, Philadelphia, and now 
Director, Cardiovascular Research Institute, Univer¬ 
sity of California, Medical Center, Berkeley-San 
Francisco; David B. Dill, Chairman, Deputy Di¬ 
rector of Medical Research, U. S. Army Chemical 
Warfare Laboratories, Army Chemical Center, 
Edgewood, Md.; Robert D. Dripps, Professor of 
Anestliesiology, School of Medicine, University of 
Pennsylvania, Philadelphia; James O. Elam, Di¬ 
rector of Anesthesiology, Roswell Park Memorial 
Institute, Buffalo; Archer S. Gordon, Research As¬ 
sociate, School of Medicine, University of Illinois, 
Chicago; M. H. Sloan, Professional Associate, Na¬ 
tional Academy of Sciences-National Research 
Council, Washington, D, C., appointed Executive 
Secretary; Howard G. Swann, Professor of Physi¬ 
ology, School of Medicine, University of Texas, 
Galveston, Texas; and James L. Whittenberger, 
Professor of Physiology, Harvard School of Public 
Health, Boston. 

Among those called in as discussants were Vir¬ 
ginia Apgar, Clinical Director, Anesthesia, Presby¬ 
terian Hospital, New York; H. J. Rickard, Captain, 
M. C., U. S. N., Dispensary, U. S. Naval Air Sta¬ 
tion, Point Mugu, Calif.; Peter Safar, Chief, De¬ 
partment of Anesthesiolog}^ Baltimore City Hospi¬ 
tals, and Clement A. Smith, Associate Professor of 
Pediatrics, Boston Lying-In Hospital. 

Mr. Earl H. Breon, representing the American 
National Red Cross, stated the need of the Red 
Cross for advice in this field. A rocking method for 
infants and children up to 30 lb. (13.6 kg.) in 
weight and 34 in. (86.3 cm.) in length was de- 
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scribed by its advocate, Capt. Harold J. Rid-ird 
M. a, U. S. N,* Experiences with mouth-to-moutli 
breathing were presented by Drs. Apgar Elim 
Gordon, Safar, and Smith. ’ * ’ 

After hearing the evidence, tire panel in erecu- 
tive session agreed to the following recommenda¬ 
tions; 

The data available on the effectiveness, of the manual 
rocking metliod of artificial resuscitation for infants and 
small children advocated by Captain H. J. Rickard arc not 
sufficiently convincing at this time to warrant a recommen¬ 
dation diat the American National Red Cross include a 
description of this metliod in tlie forthcoming region of 
their first aid manual, Instead, die Panel recommended that 
for emergency resuscitation of infants and small children, 
a description of mouth-to-moutli resuscitation, following a 
preliminar)' maneuver to clear the airway, should be in¬ 
cluded in the revised manual. 

It was also recommended that all possible media of 
public information be utilized to disseminate information 
concerning the use of this method for infants and small 
children and that this be made a part of the instnictions 
given to new motliers when discliarged from maternity 
hospitals. 

In tl)e panel discussion ■which led to tlie above 
recommendations, the opinion was unanimous tliat 
tlie mouth-to-mouth method for infants and small 
children was preferable to tlie rocking metliod, 
back-pressure arm-lift, and other manual methods. 
Tlie evidence that the latter mediods may fail to 
move enough air vms convincing. The panel re¬ 
quested Dr. Gordon to dimft a description of the 
mouth-to-moutli method which was, in due time, 
circulated to other members for comment. Based on 
this description of tlie technique and of the recom¬ 
mendation of tlie panel previously quoted, the 
American National Red Cross prepared instructions 
for use by the lay public in the resuscitation of in¬ 
fants and small children. These were published in 
June, 1957, in the U. S. Armed Forces Medical 
Journal and in tlie Medical Technicians Bulletin. 
Witli the permission of die editors it is quoted in 
full. 

At the request of tire American National Red Cross, die 
National Academy of Sciences-Nab'onal Research Couna 
convened an Ad Hoc Panel on Manual Methods of Arh cia 
Respiration on March 8, 1957 to advise as to tlie 
method presently available for administering artincia rc’ 
piration to infants and small children. Tlie Panel, 
many eminent authorities on the subject, unanimous ) 
ommended the technic herein described. ® 

Technic for Administration 


Clear the mouth of any foreign matter wiA the mi ■ 
finger of one hand. With die same finger hold t e 0 =■ 
forward. 


Now place the child in a face-down, head-down p 
and pat him firmly on the back with the free ‘ ^ 
should help dislodge any foreign object in tlie air p 
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Step 3 

Place the child on his back and use the middle fingers 
of both hands to lift tlie lower jaw from beneath and be¬ 
hind so that it ‘juts out.’ 

Step 4 

Hold the jaw in the position described in Step 3, using 
one hand only. 

Step 5 

Place your moutli over the child’s mouth and nose, 

' making a relatively leakproof seal, and breathe into the 
child with a smooth steady action until you observe the 
chest to rise. As you start this action, move your free 
hand to tlie child’s abdomen, behveen the navel and the 
ribs, and apply continuous moderate pressure to prevent 
tlie stomach from becoming filled with air. 

Step 6 

When tlie lungs have been inflated, remove j'our lips 
from the child’s mouth and nose and allow the lungs to 
empty. Repeat this cycle, keeping one hand beneath the 
jaw and the other hand pressing on the stomach at all 
times. Continue at a rate of about 20 cj'cles per minute. 
After every 20 cycles you should rest long enough to take 
one deep breath. If at any time you feel resistance to 
your breatliing into the child and the chest does not rise, 
repeat Step 2, then quickly resume mouth-to-mouth 
breathing.' 

The three papers that follow present findings by 
ur groups of investigators; Greene and associates 
the University of Buffalo, Elam and associates at 
e Roswell Park Memorial Institute, Buffalo, Gor¬ 
in and associates at the University of Illinois 
edical School, and Safar and associates at the 
dtimore City Hospitals. These four groups have 
changed ideas and findings often enough to to¬ 
re rapid progress. Although there is not complete 
[reement on all points, the areas of disagreement 
e small and of minor importance. New data ac- 
imulated since the panel meeting have led to 
odifications in the technique described. For that 
ason, the original illustrations have not been to- 
uded here. In addition, these papers deal wth 
jplications to adults as well as to children. Finally, 
e all have joined in a summar)”^ statement of 
inciples which should prove useful both to prac- 
:ing physicians and to investigators in the field 
■ respiration. 

Summary 

Resuscitation with expired-air breathing is simple 
id effective. It is especially useful in cases of to- 
ry to the body. It is readily adaptable to babies, 
lildren, and adults \vithout adjunct equipment, 
fith adjunct equipment it is adaptable to many 
lecialized resuscitation problems, e. g., use in 
intaminated atmospheres. 

Expired-air breathing should be performed witli 
iflation volumes about twice the resting tidal vol- 
me of the victim at a rate of 12 to 20 per minute. 


Reserves of pressure and volume can be mustered 
easily to overcome imusual handicaps. The re¬ 
moval of carbon dioxide and the supply of o.xv'gen 
can be kept wthin safe limits. 

Rescuers can maintain mouth-to-mouth breathing 
for an hour or more without fatigue even thougli 
the victim is twdee the size of the rescuer. 

Obstruction of the airway above the larjmx is 
the most common cause of failure of any method of 
artificial respiration. In expired-air breathing, this 
tj’pe of obstruction is prevented, for the hands are 
free to keep the head e.vtended at die atlanto- 
occipital joint (sniffing position) and the lower jaw 
displaced forward. 

If there is an ob\uous mechanical obstruction in 
the airsvay, the first step is to remove it. If there is 
no such obvious obstruction, mouth-to-mouth 
breathing is begun at once. It permits breath-by¬ 
breath assay of tlie presence of obstruction, degree 
of inflation, and degree of relaxation of the victim s 
chest. 

Skillful performance of e.xpired air breathing is 
an easily learned, lifesaving procedure. It has re¬ 
vived many victims unresponsive to other methods 
and has been proved in real emergencies under 
field conditions. Information about expired air 
breathing should be disseminated as widely as 
possible. 
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respiration 


Archer S. Gordon, M.D,. Ph.D, Charles W. Frye, M.D, Lloyd Gittelson, 

and 


M.D., Max S. Sadove, M.D. 


Edward J. Beattie Jr., M.D., Chicago 


In tlie field of manual artificial respiration, a gen¬ 
eral crystallization of ideas occurred several years 
ago as a result of extensive research on adult hu¬ 
man subjects.’ This led to acceptance of''push-pull” 
manual resuscitation metliods on a national basis. 

Tlie results of these investigations were also 
applied to infants and small children although 
comparable specific data were not available for 
these age groups. Many manual methods have been 
proposed for children, but tliere has never been a 
controlled, comparative study of their efficiency. 

In October, 1955, a technique for resuscitation of 
infants and small children by means of manual 
tilting on the forearm of the rescuer was recom¬ 
mended by Rickard.- In essence, he utilized die 
principle of the Eve rocking method.'’ An impor¬ 
tant addition was use of the rescuer’s finger in the 
victim’s mouth to provide a “continuous digital 
airway.” Tliis interesting suggestion was not sup¬ 
ported by any factual information which could 
justify its acceptance. However, it served to em- 
iphasize once again the necessity for determining 
the best method of manual artificial respiration for 
infants and small children. 

The American National Red Cross was keenly 
aware of this problem and acted to resolve it 
dirough the consultative services of the National 
Academy of Sciences-National Research Council. 
Tliis agency decided diat carefully controlled, com¬ 
parative studies were required to evaluate resus¬ 
citation methods for infants and small children 
before any recommendations could be made. Ac¬ 
cordingly, the American National Red Cross pro¬ 
vided support for this evaluation under tlie auspices 
of the National Academy of Sciences-National Re¬ 
search Council. The authors undertook diis inves¬ 
tigation of manual and mouth-to-mouth methods in 
infants and small children; the results are reported 
in part 1. 

A similar evaluation in adults developed as a 
natural consequence of the interesting results found 
in the studies on children. Elam and co-workers ' 
had already performed extensive investigations to 
perfect the Cooper-Johns mask-to-mask device for 
resuscitation of chemical warfare casufJties in a 
contaminated atmosphere.® Tlieir studies estab¬ 
lished tliis method on a sound physiological and 

From the Department of Surgery (Drs. Gordon, Frye,\and Be.itlie) 
and tlie Department of Anesthesia (Dr. Gittelson), Presbytei^- 
St Luke’s Hospital, and the Department of Chnioal Science (Drs. 
Gordon and Frye) and the Deparbnent of Anesthesia (Dr.^ Sadove), 
University of Illinois College of Medicine. 


practical basis for adults. It appeared tliat the ease 
and efficiency demonsti-ated with mask-to-mask re¬ 
suscitation should be equally applicable to resus¬ 
citation emergencies when mask devices are neither 
available nor necessary. 

However, direct mouth-to-mouth resuscitation, 
sometimes referred to as the Biblical metiiod,® Iiaii 
not been compared to the manual push-pull tedi- 
niques in controlled adult human tests. Accord¬ 
ingly, such studies were performed under a re¬ 
search contract with the U. S. Army Chemic.-il 
Warfare Laboratories, Edgewood, Md. They'are 
reported in part 2. 

Requhements for Evaluation of 
Resuscitation Methods 

It is generally agreed by medical and rescue 
authorities that controlled, comparative studies 
must be performed in order to evaluate objectively 
tlie various methods of resuscitation. Tliis require 
that tlie test subjects resemble victims in need 0 
artificial respiration, unconscious and apneic, am 
tliat all methods under consideration are compare* 
under the same circumstances andmn tlie sami 
subjects. The critical data required to assess tin 
comparatii'e efficiency of factors such as ventilation 
airway obstiHCtion, circulation, and fatigue ear 
be provided only in this way. 

Actual resuscitation e.xperiences provide practica 
information regarding details of performance, bui 
they are not reliable for determining the best metli- 
od. In some cases, a method may be given credil 
for a successful rescue when the patient did not 
even require artificial respiration; no resuscitation 
or some other procedure would liai'e succeeded as 
well or better. In other cases, failure to resuscitate 
a victim may incriminate tlie method used, a* 
though diere was no indication whether the rictiffl 
was beyond help by any means or whether some 
otlier technique might’have been more usefu i 
tried. This does not reduce tlie value of case re 
ports, but it emphasizes their limitations as a means 
for determining the comparative efficiency of m 
suscitation methods. 

Part 1—Evaluation of Ventilation and 

sti’uction Factors in Infants and Small Children 

The studies in this section were performed 0 
normal infants and small children who ! 
mitted to die hospital for elective circumci 
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under general anesthesia. Prior to the surgery, a The use of a continuous digital airway appeared 

series of manual artificial respiration methods and to be a noteworthy contribution to any manual 

mouth-to-moudi breatliing were performed on them method, and it was used whenever possible in these 

while tliey were anesthetized and temporarily ap- studies. A small slit was made in tlie rubber 

neic from hj’perventilation and small doses of mouthpieces for insertion of the inde.v or middle 

succinylcholine (Anectine, Quelicin, Sucostrin) finger of the operator. These .nine patients were 

chloride. studied both with and without the digital airway 

Tire methods were performed as illustrated in in all manual methods except the back-pressure 

figures 1 and 2. The three push-pull manual meth- arm-lift procedure. This method requires the oper- 

ods, back-pressure arm-lift, back-pressure hip-lift, ator to use both hands to perform the arm-lift, 

and chest-pressme arm-lift (Silvester), have an ac- lea%nng neither hand free to provide the digital 

tive inspiratory and an active ex-piratory phase. airway. 

Prewous studies in adults have estab¬ 
lished the ventilatory' and circulatory ® 
adequacy' of these metliods. Manual 
rocking also has an active inspiratory 
and an active e.xpiratory' phase. It was 
performed v'ith the patient in botli the 
prone and supine positions and wth 
varying degrees of rocking. 

Tidal volumes resulting from appli¬ 
cation of the mediods were measured 
on a recording spirometer for infants. 

The various teclmiques were performed 
both with and v'ithout an ideal (endo¬ 
tracheal) airway'. In five cases, endotra¬ 
cheal tubes were inserted into the 
airway and were connected to the 
spirometer. Ventilation w'as measured 
continuously during performance of the 
manual methods. For mouth-to-mouth 
resuscitation, the operator breathed into 
the patient’s air\vay after which the 
endotracheal tube was clamped and 
connected to the spirometer. The clamp 
was then released, and the expiratory 
tidal volume was measured. 

In nine cases, ventilation was 
measured w'ithout an endotracheal tube. 

Instead, a basal metaboh'sm apparatus 
type of rubber mouthpiece was inserted 
behveen the lips and teeth, and a nose 
clamp was placed on the nostrils. The 
mouthpiece was held in' place and 
sealed to the lips by means of adhesir’e 
strips. This technique left the jaw and 
tongue unrestrained and allowed them 
to assume their natural position during Fig. i._Push-pull manual artificial respiration, 

the performance of each method. This 

proMdes a measure of partial or complete air- The airway pressure differentials were measured 

way obstruction which may result wth the various in a static sy'stem on the patients who had endo- 

metliods. The mouthpiece was connected to tire tracheal intubation. Tins was done by' connecting 

spirometer for continuous recording during per- an electromanometer and electronic dual pen re- 

formance of tlie manual methods. For the mouth-to- corder between the endotracheal tube and tlie 

mouth insufflation, the operator breathed into tlie spirometer. During several cycles of each manual 

ainvay, after which a short extension from tlie method, the spirometer svas clamped out of the 

moutlipiece was clamped; the extension was con- circuit and the inspiratory and e.xpiratory phases 

nected to tlie spirometer, and the expiratory' tidal were sustained, during w'hich the static pressures 

volume was measured when the clamp was removed. in the airxx’ay were recorded. For the moutli-to- 
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moiitli inetliod, static airway pressure was meas- 
uied on the same recording system from a pressure 
tap in die patients mouUi. 

Results 

The results of tlie ventilator)' studies are re¬ 
corded in tables 1 and 2. 'Wlien the endoti-acheal 
tube was used to provide an ideal, unobstructed 
airu'ay, mouth-to-moutli insufflation always pro- 
\ided maximal pulmonary ventilation. This was 
between two and three times tho normal resting 

Mouth-to-mouth insufflation 
for infants and children 


J.A.M.A., May 17 , 195s 
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ho ^ 




\ 







Oropharyngeal airway 

with jaw relaxed with jaw extended 


tube, and every patient was adequately ventilated 
All patients were ventilated when a digital airtvay 
was used with the three push-pull manual methoi, 
but the tidal volumes were significantly less than 
witli mouth-to-moudi breathing or when tliese same 
metliods were applied with an endotracheal tube 
in the airway. When the digital airway was not 
used, onl)' one-half of the patients were ventilated 
witli manual push-pull methods. 

AVhen the variations of manual rocking were 
applied to tlie patients wtli a mouth¬ 
piece and noseclip, only one-half of them 
were ventilated, even vnth use of a digi¬ 
tal aii'wa)'. The ventilatory volumes in 
tliose patients who were ventilated were 
always less than the resting tidal vol¬ 
umes. 

The mean airway pressure differentials 
witli the various methods are summar¬ 
ized in table 3. The manual push-pull 
methods and moutli-to-mouth .resuscita¬ 
tion resulted in die same range of pres¬ 
sure differenials. However, manual rock¬ 
ing provided less tlian one-tliird as much 
of a pressure gradient. 

Comment 

The studies detailed here demonstrate 
the unequivocal superiority of moutli- 
to-mouth breatliing over all manual 
methods of resuscitation for infants and 
small children. During these tests it was 
possible to note tlie advantages of this 
mediod and to evolve a technique for 
optimum ventilation of tlie patient. 


a 








Technique for 

Moiith-to-Moutli Resuscitation 


Fig. 2.—Technique for mouth-to-niouth resii.scitation. 

* 

tidal volumes. All three manual push-pull tech¬ 
niques provided comparable amounts of ventila¬ 
tion, which were only one-half to two-tliirds as 
much as that produced by moutli-to-moutli breath¬ 
ing. All variations of manual rocking were signifi¬ 
cantly inferior and resulted in less ventilation than 
the resting tidal volumes, even when tlie feet-down 
angle was increased to 60 degrees. 

When the moudipiece and noseclip were used, 
moudi-to-moutli resuscitation resulted in essentially 
as much ventilation as with use of an endotracheal 


1. The infant is placed in the supine 
position ivitli tlie head extended, and the 
rescuer is stationed at the side of the 
head. He places tlie fingers of botli hands 
beneath and .behind the angles of the 
lower jaw and lifts vertically upward, so 
tliat it juts out into a position of prog 
nathous (see fig. 2). This is the most 
important step in the entire procecure 
since it effectively clears die orophar)^^ 
of obstruction by the tongue. In die unconscious pa 
tient the jaw relaxes, and the tongue grai'i a 
against the posterior phar)mgeal wall to occlu e 
oropharynx (fig. 2A). Wien the mandimo • 
tended by lifting it upward until diere is par 
temporomandibular separation, the hyoid jj 
floor of the mouth are also draum iipwar . 
maneuver makes forward displacement 0 
since it is attached to 
and floor of the m 


tongue obligatory, 
mandible, hyoid bone, 
(fig. 2B). 



Vol. 167, No. 3 


COUNCIL ON MEDICAL PHYSICS 


323 


2. The rescuer places his moutli over the mouth 
and nose of the infant or child and breathes into 
the air^vay (expired air inflation). If the jaw is being- 
held properly and if there is no foreign body ob¬ 
struction, the rescuer will feel the victims lungs 
expand. He breatlres into the mouth and nose until 
he sees tire chest wall rise adequately and/or he 
feels the resistive force exerted b)'^ tlie e.xpanded 
lung and chest wall. The rescuer then removes his 
mouth and allows the lungs to deflate passively. 

3. As soon as patency of the airway has been 
established, the operator may move one hand to the 
epigastrium where it is used to e.\ert continuous 


or of recently ingested food, especially infant for¬ 
mulas. If this occurs, the child should quickly be 
turned into the prone, head-doum position to in¬ 
sure adequate drainage. 

4. As the mouth-to-mouth breatlring is con¬ 
tinued, the jaw is kept elevated at all times. An 
inadequate lift can be detected immediately by 
inability or difBcuIty in ventilating the lungs. When 
this is noted, the lift on the jaw should be renewed. 
If the jaw cannot be properly elevated witli one 
hand, both hands should be used, e\'en at the ex¬ 
pense of gastric dilatation. A free and unimpeded 
airway is the lifeline to successful resuscitation. If 


Table L~Pu[monartj Ventilation During Artificial Respiration on Five Apneic Infants 


Tidal Volume vith Endotracheal Intubation, 
Cc./R^spiratory Cs’cle 

_ —- - * — _ 


/— 


— --- 


.Sleeping 







Tiriul 

Mouth- 



Case* No, 

•iee. Mo. 

Kg. (LI. ) 

VoltllHC 

to Mouth 

Silver 

1 .. 


. O 

6.8 (15) 

32 

S8 

4G 

•t 


V2 

10 (22) 

4? 

142 

(K 

3,. 


24 

14 (81) 

G2 


lt<l 

4.. 


sn 

13.G (30) 

S7 

20G 

124 

5., 


3G 

17,2 (SS) 

94 

2GS 

266 


Manual UoclcinK 

A __ 


Prone Suinop 

Back'Pre^-ure Bnck-Pre«5ure —-''->v-- 


Arm-Lift* 

Hlp-Liftf 

4r-45®: 

30®-C0®| 

45®-47® 

30®-00' 

' 41 

5S 

18 

20 

22 

2.1 

C3 

100 

24 

2S 


30 

SC* 

IIG 

35 

42 

45 

50 

in 

133 

42 

40 

52 

02 

1&4 

210 ' 

65 


so 

90 


*In all case'^, ann*lvU alone gave values of 30 to 50% of bnck-pre«sure arm-lift, 
f In all case**, hip-lift alone gave values of 35 to 45% of back-pressure hip-lift 
J Indicates rocking from 45® bcad-do^n position to 45’ fect-down po'^ltion. 
f Indicates rocking from head-do^oi jio«ition to GO® fcet-tlown position. 


Table 2,.—Pulmonary Ventilation During Artificial Respiration on J^ine Apneic Infants 


Tidol Volume uith Mouthj>lcce and Xosedlji, 
Cc /Besplratoiy Cycle* 


Intuat 

, -1- ' ---, SleciiinK 

Weight, Tidal Jlouth- 
Case, Xo, Age, ilo. Kg. (Lb.) Volume to-Mouth 

I!. .) C,8 (L'O 3y «> 

2t. 12 10 (-22) 4. U« 

3 . ir 11.3 (2.-)) .V, 122 

■t. 18 10.4 (23) 3.S 146 

. 24 14 (31) ' «’ 134 

d. 2S 14 5 (32) W 164 

n. 30 13 0 (30) 87 190 

8. 32 10.3 (36) 8S 220 

flJ. 30 17.2 (38) 94 260 



Silvester 

A-__ 

Back-Pre's«iire 

■ - irrn-T.lft a—— 

Back-Pre^«»re 

«5»*_T 

Manual nocking 




Prone 

45®-47®t 

Supine 

45®.4:.®t 

(A) 

(B> 

(B> 

(A) 

(B> 

16 

0 

0 

20 

0 

0 

0 

58 

40 

81 

131 

IW. 

10 

G 

13 

0 

0 

3S 

0 

0 

0 

58 

3S 

44 

88 

72 

0 

0 

40 

SO 

22 

81 

40 

0 

0 

66 

0 

0 

87 

0 

0 

0 

2.> 

0 

0 

140 

8S 


0 

16 

0 

0 

47 

0 

13 

20 

62 

78 

10 

87 

.30 

‘Al 

•>2 


* Ta each cerlcs, (A) = results obtained when method was pcrtorined with operator's finger in mouth to Leep ainvay clear, (B) == re'-uU'i obtainni 
althout operator’s finger In airway. Since back-pressure arm-lift requires operator to u.e both hands, all measurements were made without 
operator's finger in ainray. 

t Indicates rocking from 45“ head-down position to 4,1“ feet-dowo position, 

1 Some cases as in table 1. 


moderate pressure between the costal margin and 
the umbilicus. This prevents air from passing doum 
the esophagus to cause gastric distention. In die un¬ 
conscious infant, this hand pressure also results in 
an easy ‘belching up” of previously swallowed air. 
During these studies, failure to exert pressure on 
the epigastrium usually resulted in massive gastric 
distention. Tliis may be deleterious to botli ventila¬ 
tion and circulation since the distended stomach 
elevates the diaphragm and may significantly re¬ 
duce lung volume; in addition, a dilated stomach 
may seriously impair venous return to the heart. 

Pressure on die stomach may also result in re¬ 
gurgitation of water swallowed during submersion 


necessary, air accumulated in the stomach can be 
evacuated by epigastric pressure applied periodi¬ 
cally when convenient. 

5. For infants and small children, die inflation 
rate should be at least 20 times per minute. If die 
rescuer begins to develop hx’pen’entilation alkalo¬ 
sis, as evidenced by dizziness, lightlieadedness, and 
numbness or tingling in the fingers, he should slow 
his rate of resuscitation or stop to take one normal 
breath each minute. The amount of expired air 
insufllated into the child will var\' according to die 
patient's size. This amount can be accurately de¬ 
termined by feeling the lungs e.xpand and by 
watching the chest wall rise and fall. For newboni 
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ov tiny babies, Apgar recommends insufflation with 


small “puffs” of air from just tlie mouth and 
clieeks. 

6. If it is apparent tJiat foreign material is in tlie 
airwa)?, the initial maneuver should be to clear tlie 
airway. Obvious or large bits of material in the 
mouth or orophar)mx can often be retiieved by 
sweeping the index or middle finger through these 
cavities. Supralaryngeal obsPaictions, such as diick 
secretions or vomitus, are less accessible. In this 
situation the rescuer should quickly place the child 
in the prone, head-donoi position on his forearm 
and .insert his middle or index finger into the moudi 
to depress the tongue and draw it forward. Several 
firm pats on tlie back may tlien dislodge the ob¬ 
struction. 

If this does not relieve tlie obstiuction, valuable 
time should not be lost in pursuing this routine 
further. Adequate elevation of tlie jaw and mouth- 
to-mouth breatliing should be reinstated immedi¬ 
ately. By breathing slowly into the child’s ahway. 

Table Z.—Mean Airway Pressure in Static System During 
Artificial Respiration on Apneic Intubated Subjects 

Jfcan .4Invay Pressure, JIih.Hk 

/-■'---s 

.'i Xormnl Mule Infants 


.Method and Clitldren* S Xormnl Adult Malest 

,_ » _.... / -. 


Differ- Differ- ’ 

Expir. Inspir. cntlal E.vpir. Insptr, ential 

Mouth-to-uioutli. 0 -fl4 U 0 -fl.’i 15 

Silvester. -t-S —) 12 -fo —U 

Bnek-pre.ssure 

ann-JilC . -f-9 -4 IS 48 —3 IS 

Bnclf-prc.s«nrc 

Wp-lSn . +10 -4 14 +8 -7 15 

nockins 

Prone . +2 —-2 4 

Supine . +2 —2 4 . 


^ .Same cnsc.s as Jr. table 1. 
f .Same cases ns in table 4. 

even partial obstructions can be b)qiassed, and all 
tients but those with complete obstructions can 
>6 I'entilated to some degree. 

Advantages ofiMouth-to-Mouth Resuscitation 

No one method of resuscitation has all of the 
advantages which might be desired. However, die 
advantages of mouth-to-moutli breathing exceed 
the disadvantages. These advantages are listed as 
follows.- 

1, Adequate ventilation is die sine qua non of 
resuscitation. As revealed by these stvidies, mouth- 
to-mouth breathing is unequivocally superior to all 
manual resuscitation metliods in ensuring adequacy 
of pulmonary ventilation. This applies to the nat¬ 
ural airway as well as to the ideal airway provided 
bv an endotracheal tube. The double to triple tidal 
volumes which result widi this method are desir¬ 
able in resuscitation emergencies to overcome the 
initial hypoxia and hypercapnia and to prevent 
their recurrence. 
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The push-pull manual techniques could only 
^ relied upon to provide ventilation when tlie so- 
‘ called digital airway was used. Even with this 
adjunct, .the amount of ventilation frequently was 
less than the resting tidal volume. Hu's indicate 
diat the term “digital airway” is a misnomer. The 
finger is a solid object which does not promote tlie 
flow of gases. The only way in which this digit can 
promote ventilation is to use it for maintaining 
extension of the neck or jaw. For the manual meth¬ 
ods this involves grasping the mandible between 
the thumb inside tlie mouth and the middle finger 
outside the mouth and forcibly lifting or pulling 
tile jaw to e.xtend it. In the rocking method, this 
involves simultaneously balancing the baby and 
keeping it on the stretch on the forearm so that its 
own weight does not result in shift of position 
whicli causes flexion' of die neck or retraction of the 
jaw. In actual practice these manipulations become 
somewhat cumbersome, as revealed by figure 1, and 
somewhat inefficient, as revealed by table 2, 

All variations of the manual rocking technique 
provided less ventilation than the resting tidal vol¬ 
umes, even wittf an ideal (endotracheal) ainvay. 
In prexfious studies on apneic, unconscious adults, 
we found that rocking resuscitation provided more 
ventilation than tlie resting tidal volumes hut less 
than the push-pull manual methods.® However, the 
reduced ventilation in this study is consistent u# 
the observations of Colville, Shugg, and Ferris"’ 
that rocking resuscitation in infants should provide 
proportionately less ventilation than it does in 
adults. 

2, Airway obstruction, eitlier anatomical or me¬ 
chanical, is tlie most serious detriment to adequate 
ventilation. Moutii-to-moutli breatiiing is the only 
technique which allows tlie rescuer to be stationed 
at tlie patient s head for constant monitoring of the 
airway and its patency. With this method, partial 
or complete airway obsti'uction can be detected on 
a breath-to-breath basis and, when detected, cau he 
treated immediately by correction of the jaw posi¬ 
tion or clearing of the airway. With none of the 
manual metliods is the operator able to determine 
for sure whether he is ventilating tlie patient. 

3. Witli normal respiration, e.xpired air contajs 

approximately 16% oxygen and 4% carbon dio.u ?• 
A common misconception is that this slightly o" 
ered oxygen level and elevated carbon dioxide con 
centi'ation will perpetuate the hypoxia and 
capnia already present in victims requiring^®® 
citation. The studies of Elam and others 
conclusively revealed die adequacy p, 

and carbon dioxide elimination witli tidal vou 
of 1,000 cc. or more at a rate of 12 to 
minute for prolonged periods of moumAo-^^ 

resuscitation in adults. Accordingly, ventila o 

infants or children at two to three times them r 
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ing tidal volumes at rates of 20 or more per minute 
should be equally adequate in preventing hjTpo.xia 
and hypercapnia. 

The first 150 cc. of the rescuer’s e.xpired air is the 
dead space air, which is the terminal portion of his 
previous inspiration. This only ser\'es to fill the 
'tracheobronchial tree and is not involved in alveolar 
gas e.Kchange. It maintains nearly tire same compo¬ 
sition as atmospheric air. Tliis dead air is the first 
gas exhaled by tlie rescuer into the child’s lungs. In 
children up to hvo or three years of age, this ex¬ 
pired dead air, which has almost a normal atmos¬ 
pheric o.vygen and carbon dio.xide content, con¬ 
stitutes their entire tidal volume. In children, this 
proWdes further insurance against e.xpired air in¬ 
flation resulting in h>q)o.\ia or h>q)ercapnia. To as¬ 
sure a nearly atmospheric composition of the dead 
air, the rescuer should always take an inspiration 
just before each mouth-to-mouth insufiBation. 

4. The energy expenditure of mouth-to-mouth 
breathing is less than that of any manual method. 
Manual rocking becomes quite tiring on the arm, 
especially with large or heavy infants, or if con¬ 
tinued for a long period of time. Mouth-to-mouth 
breathing can usually be continued for hours by 
most operators. 

0 . Manual rocking has been proposed for chil¬ 
dren weighing 3.1 to 12.7 kg. (7 to 28 lb.) who are 
approximately one week to 2 years old." 'This limi¬ 
tation does not apply to mouth-to-mouth resusci¬ 
tation. It has been found ideal for infants and small 
children in this study, but it can be applied equally 
well to older children and adults. It thus becomes 
a universal metliod for aU ages and sizes. Practical 
field tests have indicated that even small or young 
individuals can perform mouth-to-moutli breathing 
satisfactorily on subjects much larger than them¬ 
selves. 

6. As detailed here, mouth-to-mouth breathing 
can be performed without any equipment or 
adjuncts. It can be used by housewife, lifeguard, 
nurse, or doctor in any emergency. MTien available, 
tire use of masks, oropharjmgeal airways, or endo¬ 
tracheal tubes facilitates mouth-to-mask, mouth-to- 
airway, or mouth-to-tube ventilation. The use of 
these devices is detailed elsewhere in this S>'mpo- 
sium, but their use should not be considered essen¬ 
tial to the adequate performance of this technique. 

7. Mouth-to-mouth breathing can easily be used 
for assisting the respiration of victims or patients 
with severe respiratory insufficiency. The operator 
either assists each spontaneous respiration or inter¬ 
poses full inflations between breaths if the rate is 
very slow. ’This type of assistance can also be used 
to supplement the respiration of a previously apneic 
patient when he first begins to breathe again. 

8. 'The circulatory effects of artificial respiration 
are important, but they remain a secondary consid¬ 


eration. Once tire adequacy of ventilation has been 
assured, the effects of the method on circulation 
merit consideration. 

Moutli-to-mouth resuscitation is a form of in¬ 
termittent positive pressure breatliing. Extensive 
studies have detailed the effects on circulation re¬ 
sulting from various tv^pes of pressure breathing, 
and these have been reviewed recently by Mliitten- 
berger.'' In the presence of a depressed or imstable 
cardiov’ascular system, a high mean airway pressure 
is deleterious to circulation. The degree of circula¬ 
tor}' depression is directly proportional to tire 
amount of positive pressure applied, the duration 
of its application, and the resultant mean airway 
pressure. Studies on v'arious types of pressure 
breathing by Gordon and others hav'e indicated 
that such deleterious circulator}' effects can be min¬ 
imized by avoiding excessive positive pressure dur¬ 
ing inflation and by timing the phases so that the 
inspirator}' phase occupies only one-third and the 
expirator}' phase tvv'o-thirds of each cycle. This low¬ 
ers the mean airway pressure and allows cardiovas¬ 
cular compensation during the longer e-x^pirator}' 
phase. 

Circulator}' studies have not showm any remark¬ 
able differences between the effects of manual 
push-pull techniques and rocking resuscitation.*' 
Tbe special circulatory benefits claimed for rocking 
resuscitation have never been well substantiated." 

In the final analysis, the more adequate tlie ven¬ 
tilation vv'ithout serious impairment of circulation, 
the more adequate is the metliod. Rocking resusci¬ 
tation has a special application in certain situations, 
such as for convalescent poliomyelitis patients, in 
whom complete apnea and airway obstruction are 
not major problems. Hovv’ever, its use for emerg¬ 
ency resuscitation of infants and small children is 
ill-advosed on the basis of its ventilator}’ insuffi¬ 
ciency and difficult}' in maintaining a patent airway. 

9. As indicated prev’iously, controlled, compara¬ 
tive studies are essential for establishing the best 
method of resuscitation on the basis of factual 
criteria. Actual field and hospital experiences then 
serv’e to support and extend such work. In tliis re¬ 
gard, it is worthy of note that the National Acad¬ 
emy of Sciences-National Research Council has 
already compiled a series of cases vv’hich indicate 
the ease and efficiency of mouth-to-mouth resusci¬ 
tation in hospital, home, and field situations. 

Resuscitation by manual rocking, manual push- 
pull, and other methods will sometimes be used 
successfully. Success by any method is always grati- 
f}’ing. Hovv'ever, in those cases in which patency of 
the airway and adequac}’ of v’entilation are crudal 
factors, mouth-to-mouth breadiing must be re¬ 
garded as the most efficient method. In our ex-peri- 
ence, it is alvva}’s the method of first choice. 

10. The National Academy of Sciences-National 
Research Council has recommended mouth-to- 
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moutli breathing for emergenc)^ resuscitation of in¬ 
fants and small children. TIhs recommendation has 
been acceiJted by die American National Red Cross. 

Part 2 Evaluation of Ventilation and Airway 
Obstruction Factors in Apneic Adults 

Extension of these studies to adults involved use of 
similar experimental design and metliods. Tlie three 
push-pull manual methods were comiiared with 
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Fig. 3.—Push-pitll manual artificial respiration. 


direct raouth-to-mouth resuscitation on a series of 
eight normal adult male subjects who were tem¬ 
porarily apneic from administration of succinyl- 
choline chloride while under general anestliesia. 
All metliods were tested on each subject, first widi 
a cuffed endotracheal tube in the airway and tlien 
witli a basal metabolism apparatus-type moutli- 
piece between the lips and teedi and a clip on die 
nose. Tidal volumes and airway pressures were 
measured as previously detailed. The manual meth¬ 
ods were performed as illustrated in figure 3 and 
the moutli-to-moutli and moutb-to-nose resuscita¬ 
tion as shown in figure 4. 

Results and Comment 

Push-pull manual methods and moudi-to-mouth 
resuscitation provided about the same amounts of 
ventilation when an endotracheal tube was used 
(table 4). Tliese values were twice the resting tidal 
volumes and in die same range as those observed in 
previous studies on diis type of subject.*'’ 

Vdien the mouthpiece and noseclip were substi¬ 
tuted for the endotracheal tube, several important 
observations were made. 1. Every subject was ven¬ 
tilated adequately vnth mouth-to-mouth insufila- 
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tion, and there was only a small (10%) decrease in 
ventilatory volumes. 2. Only 50 to 75% of file si,b 
jects were ventilated by the manual metliods Even 
those who were ventilated had partial ainvay ob- 
struction as evidenced by a reduction of 40 to 50% 
in ventilatory values. 

These points are of crucial importance in illus¬ 
trating that a single rescuer can assure almost ideal 
ventilation in every case with moiitli-to-mouth re¬ 
suscitation, whereas the push-pull manual mediods 
do not ventilate some patients at all and only par¬ 
tially ventilate the remaining ones, 

Mouth-to-mouth resuscitation has additional im¬ 
portant advantages. If partial or complete ainvay 
obstruction occurs, it can be detected immediately 
by noting resistance to breathing or failure of tiie 
patient's chest to rise and fall with each insuffla¬ 
tion. Tlie cause can then he remedied, whether it is 
malposition of tlie jaw, a foreign body, or mucus 
This is the only method which allows immediate 
diagnosis of dre adequacy of ventilation on a 
breatli'to-breath basis. Furthermore, even in tlie 
presence of partial obstruction, it is possible to 
ventilate the victim, at least partially, by increasing 


Mouthy-mouth resuscitation 



Fig. 4.—Techniques for mouth-to-mouth and 


nose resuscitation. 

tlie pressure used or by slowing die rate of i 
in order to by-pass the obstruction. When sp 
attention to the airway is required, die rescu 
ideally placed near the patient's head. 

The results noted in table 4 approximate loso 
Elam and co-workers, as reported elsewhere^ , 
symposium. Tliey ventilated adult suhjaa 
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tidal volumes of 1,000 cc. and found that this could 
maintain normal arterial os:>’gen saturation and car¬ 
bon dioxide elimination wift ventilator)' rates of 12 
to 20 per minute. In their e.vperiences, they found 
that expired air methods could be performed easily 
for one hour and usually much longer. 

The airway pressures resulting with the various 
methods are showm in table 3. All of the methods 
resulted in the same range of pressure differentials, 
although the back-pressure hip-lift method and 
mouth-to-mouth procedure liad slightly higher pres¬ 
sures than the others. But only xsath mouth-to- 
mouth insufflation can this pressure be increased or 
its rate of dehT'erx' slowed to overcome partial air¬ 
way obstruction. 

As detailed iri part 1, the circulatory effects of 
positi^'e airway pressure can be minimized in adults 
also by avoiding excessive inflation pressure and by 
timing the mouth-to-mouth breathing so that in¬ 
spirator)’ duration occupies one-third and expira- 
tory duration two-thirds of each cycle. 

Several techniques for applying direct mouth-to- . 
mouth resuscitation were ev'aluated during these 
studies, and those found best are shown in figure 4. 
The subject is placed in the supine position witli 
his head extended and the rescuer at the side of the 
head. Proper and adequate elevation of the lower 
jaw is the single most important factor in maintain¬ 
ing a free and unobstructed airway. As illustrated 
in figures 2A and B, proper elevation of the jaw 
draws the hyoid bone and muscular attachments of 
the floor of the mouth and tlie base of the tongue 
forward to maintain an unobstracted orophar)Tigeal 
airway. 

This may be accomplished in several ways, but 
it is best accomplished for direct mouth-to-mouth 
resuscitation by havong the rescuer grasp the lower 
jaw of the victim between his thumb and index fin¬ 
ger and lift it vertical!)' upward (fig. 4). The other 
thumb and index finger are used to clamp off tire 
nostrils. The rescuer then places his mouth over the 
victim s mouth, making a relatively leakproof seal. 
He breathes into the airway wath short, smooth, 
even exhalations. These are maintained only long 
enough to provide good inflation of the xactim’s 
lungs. The ventilator)’ volume and pressure re¬ 
quired are easily judged by the rescuer. He inflates 
ffle lungs until he feels the resistive force of tlie 
expanded lung and thorax and/or notes the smootli 
rise of the chest. The operator then removes his 
mouth from the victim’s face and allows him to 
exhale. The cycle should be repeated 12 to 20 times 
per minute. 

For mouth-to-nose resuscitation, the rescuer ele¬ 
vates the lower jaw of the victim by lifting with the 
fingers of both hands behind the angles, as de¬ 
scribed previously. He then places his moutli over 
the wetim’s nose and inflates the lungs. His cheek 
may be used to occlude the lips, or one finger may 
be placed over them, as illustrated in figure 4. 


Mouth-to-nose breathing always worked effectively 
in these studies. However, in cases widi nasal 
obstruction from, edema, mucus, or submersion, 
mouth-to-nose breathing may be limited or im¬ 
possible. 

In adults, both hands are usually required to keep 
the jaw elevated and the nose occluded, and it is 
not possible to move one hand to the epigastrium 
to prevent gastric distention. This may be done 
periodically when necessary, or a second rescuer 
may perform this function. In these studies on 
adults, distention of the stomach vitli gas was not 
as prominent a feature as in the studies on apneic, 
unconscious children. .Apparentl)' further develop¬ 
ment of the anterior abdominal wall reduces this 
hazard in the adult. Gastric distention is always 
less when a patent airway is maintained. 

It is important to know that with proper eleva¬ 
tion of the jaw to maintain a clear airway, eitlier 
mouth-to-mouth or mouth-to-nose insufflation can 
be used to ventilate the lungs effectively. MTien tlie 
rescuer detects airway obstnicti'on \ritli one tech¬ 
nique, he can immediately far)’ tlie other one. 

Table 4.—Mean Pulmonortj Ventilation During Artificial 
Respiration on Eight Apneic formal Adult Male Subjects 
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During mouth-to-mouth breathing on adult pa¬ 
tients, the operator may note eridences of hx’per- 
ventilation alkalosis. If this occurs, he should slow 
his rate or stop once each minute for a normal 
respirator)’ cycle of his owm. 

The effectiveness and ease of performance of 
mouth-to-moutli breathing can be improi'ed by tlie 
use of such adjuncts as an ordinal)' anesthesia face 
mask, an oropharx’ngeal airway, or an endotracheal 
tube. These are useful, and mouth-to-mask, mouth- 
to-airway, and mouth-to-tube breathing should be 
encouraged when these derices are available. How¬ 
ever, absence of this paraphernalia should not dis¬ 
courage either medical or lay persons from per¬ 
forming direct mouth-to-mouth or mouth-to-nose 
breathing in the home, hospital, or field situation. 

Summary 

Detailed comparative studies of mouth-to-mouth 
breathing and manual artificial respiration have 
been performed on temporarily apneic, unconscious 
infants, small children, and adults. 

These studies have indicated the unequivocal 
superiority of mouth-to-mouth resuscitation over all 
manual methods in all age groups. Mouth-to-mouth 
breathing is die only teAnique which assures ade- 
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quate ventilation -in all cases. With the manual 
push-pull methods and manual rocking, complete 
obstruction of the airway occurred in a significant 
number of subjects; partial airway obstruction was 
noted in all of the other cases. 

The single most important factor in assuring 
adequacy of ventilation is proper extension of the 
neck and elevation of the jaw. Tlie most useful 
technique for performing mouth-to-mouth breath¬ 
ing in infants and small children involves a specific 
series of actions; tliis is also true of tlie best tech¬ 
niques for performing direct mouth-to-mouth and 
mouth-to-nose resuscitation on adults. 
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OXYGEN AND CARBON DIOXIDE EXCHANGE AND ENERGY 
COST OF EXPIRED AIR RESUSCITATION 


James O. Elam, M.D., David G. Greene, M.D,, Elwyn S. Brown, M.D., Bufi^alo 

and 

John A. Clements, M.D., Edgewood, Md. 


Tliis report reviews results of several studies of 
expired air resuscitation carried out in our labora¬ 
tories over four years.* After a preliminary survey 
in 1952, a coordinated series of measurements were 
made in Buffalo, Baltimore, and at tlie Army Chem¬ 
ical Center, Edgewood, Md. These projects were 
sponsored by the Office of the Surgeon General, 
Department of the Army, because of the urgency of 
problems of resuscitation in nerve gas poisoning. 
Requirements called for a method of artificial res¬ 
piration possessing high efficiency, simplicity, and 
inherent safety. ITie data reviewed here have been 

From the Department of Anesthesiology, Roswell Park Memorial In- 
stitute (Drs. Elam and Brown), University of Buffalo School of Medi¬ 
cine (Dr Greene), and Directorate of Medical Research, Chemmal 
Warfare Laboratories, Army Chemical Center (Dr. Clements). Dr. 
Clements is now at Johns Hopkins University, Baltimore. 


the basis for recent adoption in principle by tlie 
Anny of expired air resuscitation as the field metho 
of choice in tlie ti'eatment of nerve gas casualties 
The possibilities of using die expired air of one 
person to ventilate another are apparent from 
pie calculations. The concentration of oxygen m 
expired air is dependent upon die oxygen consump 
tion, the ventilation, and the concentration 0 ^ 
oxygen in the inspired air, ordinarily 21%. 1 us. 
man consuming 300 cc. of oxygen per minu e 
hreadiing 5 liters of air per minute takes into 
lungs 1,050 cc. of oxygen, extracts 300 und 
hales the remaining 750 cc. at a concent 
15% oxygen in die expired air (table 
doubles his breatiiing volume, his oxygen co 
tion is essentially unchanged. He now brea 
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liters of air per minute, taking into his lungs 2,100 
cc. of oxygen, ex-tracting 300 cc., and exhaling the 
remaining 1,800 cc. at a concentration of 18% 
oxygen in the expired air. Thus, a hyperx'entilating 
rescuer can offer a nonbreathing victim 10 liters of 
air per minute containing 1,800 cc. of ox 7 gen. The 
victim’s oxygen requirement of 300 cc. per minute 
nail be provided by the 10 liters of air containing 
18% o.xj’gen per minute, leaving a normal expired 
air concentration of 15% oxygen (table 1). Thus, by 
adequate Inq^en'entilation, a rescuer can easily pro¬ 
vide for normal oxygenation of the victim. 

Similar considerations applied to the elimination 
of carbon dio.xide show that the hyperventilating 
rescuer will inflate air containing only 2% carbon 
dioxide instead of the normal 4%. It follows that 
adequate carbon dioxide removal is easily attain¬ 
able by expired air resuscitation. Therefore, objec¬ 
tions to the ancient method, based on tlie supposi¬ 
tion that the expired air of the rescuer xvill be too 
low in ox>'gen ,and too high in carbon dioxide, 
neglect the hyperventilation we propose in per¬ 
forming this mediod. 

Tlie physical ability of the rescuer to perform the 
inethod is also predictable. Doubling the average 
tidal volume requires only 20% of the vital capacity, 
leaving 80% to overcome unpreventable leaks. 
Blowdng this volume into a victim ordinarily re¬ 
quires 15% of the available expiratory pressure. 
The remaining 85% of his available pressure is re¬ 
served to overcome whatever unusual resistance 
may be encountered in inflating the victim’s airway 
and chest. Although tliese reserves in volume and 
pressure allow the rescuer to surpass safe limits, he 
can be trained to avoid excesses by utilizing his 
proprioception. From these estimates, it is postu¬ 
lated that (1) healthy rescuers should be able to 
perform expired air resuscitation witliout restric¬ 
tive fatigue, and (2) they should be able to exert 
the pressure needed to inflate the lungs, despite the 
occasional obstacles of bronchoconstriction and 
lesser compliance of the victim’s thorax. 

Methods 

As details are presented in published reports,' 
only general procedures are described here. All 
“victims” in 29 controlled resuscitations were anes¬ 
thetized adults given a relaxant drug in paralytic 
doses. After apnea was produced, the resuscitation 
was performed by a physician, nurse, or laboratory 
technician. With the onset of complete apnea re¬ 
sulting from administration of curare or succinyl- 
choline (Anectine, Quelicin, Sucostrin) chloride, 
resuscitation was started before the patient devel¬ 
oped cyanosis. In none of these sequences did tire 
arterial oxygen saturation remain below 85% for 
more than 15 seconds, and no episodes of signifi¬ 
cant hypoxia occurred during the entire course of 
e.xpired air resuscitation. Only 2 of tire 11 rescuers 
had had previous exTrerience with expired air re¬ 


suscitation. The basic steps we have employed, 
both in these studies and in emergencies, are out¬ 
lined as follows. A similar sequence was followed 
after tracheal intubation of some patients. 

The steps in mouth-to-mask resuscitation in 
adults are shown in figure 1. They are as follows: 

1. Clear mouth and drroat of possible foreign 
bodies. 

2. With patient supine, establish airway by ele¬ 
vating mandible rvith bilateral support at angles. 
Hold oronasal mask in place by thumbs and fore¬ 
fingers. 

3. Take a deep breath and apply lips around hole 
of mask. Inflate victim’s chest until you see it lift. 

4. Take next deep breath while listening for 
victim’s e.xhalation. 

5. If airway is partially obstructed, elevate man¬ 
dible until inflation is noiseless and exhalation is 
free, witliout snoring. 

6 . Continue the large volumes of inflation at 
rates of 12 to 20 per minute. 

7. Interrupt inflation momentarily for decom¬ 
pression of stomach if necessary; moderate gastric 
dilatation is unimportant, but if hyperdistention 
occurs, apply abdominal pressure gentl)' behveen 
inflations. Remove regurgitated fluid. 

Table 1.—Predictions of Expired Air Resuscitation 

Inspired O.xygen Expired 
Ventilation, Oxygen, Consumption, Oxygen, 
Liter«/^IiD Cc /Mm % 


Noimol man . » 21 S'lO 13 

Hyperventilating 

re«cucr. 10 21 30fi IS 

Hypen entiloted 

victim .... 10 IS 300 1> 


In most of these controlled resuscitations, the 
rescuers performed inflations at an increased vol¬ 
ume over their normal breathing, subjectively esti¬ 
mated to be at least a twofold increase. Variations 
in volume and rate of inflations were specifically 
assessed in some studies. The most comprehensive 
set of simultaneous measurements involved a vari¬ 
ant of expired air resuscitation when the mask-to- 
mask resuscitator was used." 'This apparatus pur¬ 
posely incorporates a 300 cc. external dead space, 
imposed only upon the rescuer, which results in 
slight differences in alveolar gas concentrations as 
compared with other variants witliout interposed 
dead space. The effects introduced by such acces¬ 
sories do not significantly modify the fundamental 
physiological conclusions. 

To assess other types of artificial respiration em¬ 
ploying ambient air or oxygen as the ventilating 
gas, it is probably sufficient to measure tidal vol¬ 
ume. However, since the composition of e.xpired air 
depends upon the rescuer’s hjqien’entilation, as¬ 
sessment of expired air resuscitation should also in¬ 
clude measurem'ents of oxj'gen and carbon dioxide 
concentrations in the alveolar air and in the ar¬ 
terial blood of the xictim. 
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Oxygenation was studied in tliree ways, often 
simultaneously.^ The oximetei’ value was observed 
01 recorded (see lig. 2). A mass spectrometer 
sampled air continuously at the airway of the vic¬ 
tim to obtain a record of the alveolar and inspired 
oxygen concentrations of both the victim and his 
rescuer, Artei'ial samples were drawn before and 
during expired air resuscitation for Van Slyke 
analysis of oxygen content and oxygen capacity.’^ 
Carbon dioxide exchange was recorded by sampling 
at tlie ainvay with a Liston-Becker analyzer to re¬ 
cord inspired and alveolar concenti'ations of rescuer 
and \'ictim. The arterial blood samples were also 
analyzed for carbon dioxide content, carbon dioxide 
tension, and pH (by glass electrode). A calibrated 
pneumotachograph record of airflow before and 
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In one series, the model simulated an extreme 
bronchoconstriction (airflow resistance, 15 x nor 
mal) and tlie spastic rigidity of a chest in tonic 
contraction (stiffness, 10 X normal). Records of 
rate, pressure, and volume of inflation by 20 vol- 
unteer rescuers were continued for an hour per 
ti-ial,*® ^ 

Tlie physical stamina required for maintaining 
ex-pired air resuscitation during the transport of tiie 
victim (by stretcher or ambulance) was studied in 
another series. Seven other volunteers exercisec* 
moderately on a stationarj' bicycle as they blew al 
expired air through a model, duplicating the re 
sistance of an extremely bronchoconstricted vie 
tim. These e,vperiments were then repeated wit! 
the addition of a 800-cc. dead space, because dur 



ing ti-ansport of the victim thi 
extension of a breathing tube he 
tween him and his rescuer mahe 
for convenience. Alveolar con 
centrations were measured froir 
a Rahn end-e.\piratory sample: 
with a Cambridge hot-wire car 
bon dioxide meter and a Beck 
man oxygen analyzer. ExpirSc 
air was collected in a spiromefe: 
for analysis of oxygen and car 
bon dioxide concentrations. Tluis 



m 


the rate and volume of inflatioi 
by the rescuer and die suitabiht] 
of his expired air, in terms oi 
oxygen and carbon dio.\ide, tf 
ventilate a victim weie deter 
mined. 

Results 





Fig. 1.—A, airway obbtruction. Mandible recedes permitting soft parts to occlude 
pharynx. Any method of artificial respiration must first conect this obstruction. B, 
elevation of mandible to open airway. Bilateral upward traction at angles of mandible 
pulls soft bssue out of airway. C, moutli-to-mask infiation. Continued retraction of 
mandible maintains airway. Mask is pressed to face with forefingers and thumbs to 
minimize leakage during inflation Rescuer inflates until victim’s chest expands. D, 

deflation. Rescuer inliales while listening to patients exhalation and for sounds of 

secretions or regurgitation of air oi fluid. 

during expired air resuscitation was integrated to that by hyper 

obtain tidal volume. The arrangements for record- the victim with 

ing these measurements are graphically presented centration. In f; 

elsewhere.^', elevate die path 

To assay energj^ costs, 27 volunteers (medical to better man i 

students, technicians, or enlisted personnel) par- m inflation volu 

ticipated in assessments of the work load incident cuer to hypeiver 

to expired air resuscitation under .adverse circum- ent, promptly lo’ 

stances by ventilating a model of a "tight” bron- concenti-ation an 

choconstricted chest. emphasize tl.e in 


X' * Oxygen Concentiotions But 
, -4 ing Expired Air Resuscitation- 

Hie mean alveolar oxygen con¬ 
centration of six patients iH' 
(ft p.irts to occlude creased from 123% before 
this obstruction. B, resuscitation to 16.1% dwhng 
angles of mandible j-e^^scitation (table 2). In every 
mued retraction of ^ resuscitation 

5 Crs and thumbs to rriaiain-c v.xr'ii 
chest expands. D, produced an elevation m t 
and for sounds of patient s alveolar oxy^gen concen¬ 
tration above the control. TnKC 
findings confirm tlie predictaw 
that by hypeiwentilation tlie lescuer prow 
the victim with a normal alveolar oxygen ^ 
centration. In fact, we consistently were ° 
elevate the patients alveolar oxygen concenrai 
to better tlian normal levels by fuitlier increas 
in inflation volume. Conversely, failure of tlie 
cuer to hyperventilate, especially if leaks were pr 
ent, promptly lowered the patient’s 
concentration and the oximeter value. These a i o 
emphasize tlie importance of large inflation vo a 
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Arterial Oxygen Saturation.—Direct measure¬ 
ments of arterial oxygen content and capacity dur¬ 
ing expired air resuscitation are available from, 
three series involving, in all, 25 subjects.^ The mean 
arterial oxygen saturation during resuscitation was 
93.7% (table 2). Only two values were below 90%. 
In one of.these patients the o.xygen saturation be¬ 
fore anesthesia was only 84% and during resuscita¬ 
tion increased to 87%. The otlier patient had an 
oxygen saturation of 89% during resuscitation. In 14 
patients saturations were determined prior to an¬ 
esthesia and curarization and then during expired 
air resuscitation. There was no statistically signifi¬ 
cant difference in tire oxygen saturations of these 
14 patients before and during resuscitation,” These 
arterial o.x>'gen saturations, obtained 5 to 65 min¬ 
utes after tlie start of expired air resuscitation, re¬ 
inforced the conclusion drawn from earlier series 
that expired air resuscitation .vath hyperventilation 
produces excellent o.xygenation of the victim. 

Carbon Dioxide Exchange.—Alveolar carbon di¬ 
oxide tensions, measured in 21 patients, were main¬ 
tained by expired air resuscitation at or below 50 
mm. Hg. No patient had progressing carbon di¬ 
oxide accumulation. In 12 patients tlie mean alveo¬ 
lar carbon dioxide concentration was 5.6% before 
resuscitation and 3.9% during resuscitation (table 2). 
E.xpired air resuscitation produced a fall in alveolar 
carbon dioxide concentration in all 12 patients. 

Arterial Carbon Dioxide and pH Changes.—The 
mean arterial carbon dioxide tension of 17 patients 
in two series of e.xpired air resuscitations was 26.6 
mm. Hg (table 2), Tlius, the predicted normal 
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Fig. 2.—Rapidly developing asphy.xia, induced by curare, 
is promptly reversed by artificial ventilation with rescuer’s 
expired air. After four inflations, oxygen and carbon dioxide 
levels are restored to previous normal. With sustained 
hypen'entilation by rescuer, patient’s alveolar oxygen is 
elevated above normal and carbon dioxide concentration 
is decreased to a mildly alkalotic value. 


carbon dioxide level during expired air resuscita¬ 
tion was attained and further decreased by hj'per- 
ventilation. No untoward effects of this mild hypo¬ 
capnia were noted. Since the highest value found 


was only 37 mm. Hg, there appears no validity in 
rejection of expired air resuscitation on the a priori 
supposition that it would increase the patients 
carbon dioxide levels. Such increases occur only if 
the rescuer fails to deliver the increased volume of 
inflation to the patient. 


Table 2.—Patient’s Arterial Blood and Alveolar Gas Values 
Before and During Expired Air Resuscitation 

Before Resuscitation During Resuscitation 

- -^^ 

Sub- Sub¬ 
jects, jects. 

Xo. Mean Range Xo. Mean Range 


Alveolar gas 
oxygen, % . 

C 

12.3 

9-15 

6 

16.1 

15-17 

Change in alveolar 
gas oxygen. % . 




6 

3.8 

1-7 

Arterial blood oxygen 
saturation, %. 

14 

92.4 

Si-90 

2.5 

93.7 

S7-100 

Alveolar gas carbon 
dioxide, % . 

12 

5 6* 

4.3-6.9 

12 

3.9 

2.7-5.1 

'Change in alveolar gas 
carbon dioxide, 




16 

—I'.O 

-0.2-—2.3 

Arterial blood carbon 
dioxide tension, 
mm.Hg . 

14 

31.6i 

26-.35 

17 

26.G 

lS-37 

Arterial blood, pH.... 

14 

7.48 

7.45-7.53 

14 

7.54 

7.43-7.65 


•Recorded ^th LIston-Becker analyzer after anc«tbe«ja had been 
induced. 

t Arterial sample^ obtained prior to anesthesia. 


Artpial pH determinations in the early series in¬ 
cluded only four measurements during resuscitation 
but no control values. Values as low as 7.31 were 
found.’” Later, arterial pH was determined both 
before and during resuscitation in 14 patients.” 
With greater emphasis upon hyperventilation, the 
mean values were elevated from 7,48 to 7.54 by 
expired air resuscitation (table 2). ’Tliese findings, 
which support and confirm tlie carbon dioxide 
measurements, demonstrated that by e.xpired air 
resuscitation one can effect carbon dioxide elimina¬ 
tion from the victim beyond marginal requirements. 

Rapidity of Resuscitation.—The foregoing infor¬ 
mation on oxygen and carbon dioxide exchange 
pertains to relatively steady states attained during 
e.xpired air resuscitation. Equally significant is the 
rate of reversal of the asphyxial state. The rapidity 
xvith which the xictim can be reoxygenated was 
analyzed in 13 patients (table 3). 

Figure 3 depicts the oxygen and carbon dioxide 
measurements in a single case. Quite comparable 
performances were documented in five otlier pa¬ 
tients. In figure 3 the initial record, marked “spon¬ 
taneous respiration,’’ refers to the control period 
while tlie patient breathed room air after premedi¬ 
cation and induction of general anestliesia. The 
tidal volume was 700 cc., arterial oxygen saturation 
by Van Slyke analysis 95%, alveolar o.x)’gen con¬ 
centration 13%, and alveolar carbon dioxide con¬ 
centration 7.5%. During tlie interx'al marked “pa¬ 
ralysis," succinylcholine chloride was given by 
continuous intravenous drip. With tlie onset of 
apnea, alveolar gases did not reach tlie upper air¬ 
way to be measured (broken lines). The effects of 
apnea on these concentrations, however, are noted 
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after tlie first inflation with the rescuer’s expired 
air. Within five seconds the oximeter value begins 
an abrupt rise. During resuscitation, die rescuer’s 
expired air (17.5% oxygen concenti-ation and 3.5% 
carbon dioxide) becomes the inspired air of the 



Fig. 3.—O.xygen and carbon dioxide measurements in one 
patient. 


patient. During expired air resuscitation the large 
tidal volumes of about 2 liters maintained the pa¬ 
tient’s arterial oxygen saturation at 96% (Van Slyke 
analysis). 

Restoring the victim’s pulmonary oxygen con¬ 
centration to normal requires onl)^ 5 to 20 seconds 
(table 3). This elevation involves four to five in¬ 
flations (fig. 2), and therefore its rate depends 
upon how rapidl)' the rescuer executes these first 
inflations. 

Reoxygenation of arterial blood depends on the 
circulatory state. Restoration of the arterial oxygen 
saturations to the control value, as evidenced by 
the oximeter, frequently required no more than 15 
seconds. In some patients, the oximeter approached 
the control value rapidly and then increased more 
gradually, requiring as long as du’ee and two-fifths 
minutes to reach the conHol level. However, ade¬ 
quate values (above 90%) were attained consistent¬ 
ly within one minute in tiiese patients. 


Similar considerations apply to the interval re¬ 
quired for the alveolar carbon dioxide concentr 
j tion to return to the control level (table 3). T1 
rapidly developing respiratory acidosis resultir 
from apnea is promptly reversed by vigqroi 
hyperventilation. 

E-ffect of Imposed Rates upon Inflation Volun 
and Alveolar Gas Exchange.—Several experimeni 
in which the mask-to-mask resuscitator was use 
explored tlie effect of respiratory rate.^ In succe 
sive trials the rescuer set his rate of inflations 
6, 12, and 24 per minute. The rebreathing of pa 
of his owm expired air caused tlie rescuer to r 
flexly increase his ventilation. The resulting inflatic 
volumes and alveolar gas concentrations of d 
victim are summarized in table 4. Witli tlireefol 
to sixfold increases in tidal volume over tlie restin 
level, average alveolar oxygen concentration w; 
maintained 3% above conti'ol, whereas 
dioxide concentrations remained in die hjqiocap ■ 
range. 

' It is clear from diese e.xperiments that die 
of inflations may vary’ widely without adver 
affecting the oxygenation of die victim. This is 
provided the volume of inflation is maintained 
liter or more. Tlius, in considering simpler v ■ 
of c.xpired air resuscitation, in which die 
effects of tlie external dead space are not invo 
it is important that die rescuer voluntarily inen 
the volume of infladon by deeper bre^ i 
hjqiocapneic s>'mptoms appear in the resci ^ 
the result of excessive h>’per\'entilation, he 
reduce his ventilation somev'hat. However, as 
as he sees the victim’s chest lift, gas exchang 
be adequate. 

The recommendation for'expired air resus 
of adults by any of the sei'eral variants 
include a volume of at least 1,000 cc. (or i: 
until chest is observed to rise), a rate of 1 
inflations per minute, and sufficient pressu 

Energy Cost of Performing Expired Air 1 
tation.—The well-knovm pressure-volume ch; 
istics of the normal human lung and thorax i 


Taiile 3.—Speed of Rcoxi/gcnation and Reversal O] 
Dioxide Accmnulation During Expired Air Rcsusc 

Subjects, Mcr 
Xo. Se 

Retiirn of artciinl oxyRcn saturation to 


control value (oxliuctor) . IS G' 

Return ol alveolar oxyfren to control 

concentration. G 1: 

Return ot alveolar carbon dioxide to 
control concentration. IG 


diat an individual could 
breathing for himself an^ a passhe 
indefinite period. Ami^g tlie 
measurements are reviJtwecl here, 
quently performances /by a single 
hour. In an effort to^ee whether 
or hypocapnia wouM become limilhig,, 


tlie 
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was performed continuously on one 
oiir hours by one operator. Oximeter 
^ sated 95 to 100% arterial oxygen satura- 
= s paralyzed patient. However, the ques- 
.formance when the patient is not ideally 
eded to be answered. Measurements dur- 
’^■?d air resuscitation in patients wth 
j -way resistance or reduced chest com- 
not clinically feasible. Therefore a 
dewsed to simulate the victim wth 
*^ruction. This model had an airway 
/ times normal and a comph’ance one- 
'^nal. Twenty untrained volunteers were 
^mtilate this ‘Tironchoconstricted” system 
ur.’® The average inflation was 741 cc. 
o 1,160 cc.) and the average rates 10 
Leakage at the face of the model during 
iccounted for relatively poor performances 
the 20 rescuers. These three rescuers 
minute ventilations of 2.6, 3.1, and 3.4 
hereas tlie range for the remaining 17 
was 4.3 to 13.9 liters. None of the volun- 
erienced significant chest fatigue. The ob- 
t tliis test were far beyond those which 
encountered in actual resuscitation, since 
Drceful inflations of the lungs usually re- 
1 resistance and comph'ance to near normal 

results suggested that the rescuer might 
ticipate in tiie transport of a wctim while 
; for him through an endotracheal tube, 
rcumstances require it. To test this possi- 
ider unfavorable circumstances, seven 
were asked to exercise while ventilating 
loconstricted” model with a mask-to-mask 
)r a'period of three-fourths hour to one 
: of the seven were able to perform re- 
n under these circumstances. 0.\ygen 
ion and energy cost were increased three- 
ixercise and fivefold by combined resusci- 
nd e.xercise (table 5). The rescuers 
;d normal expired concentrations of o.xj'gen 

.—Effect of Rate of Ventilation During Expired 
Air Resuscitation 

Tidal Alveolar Ox 3 '#?eD, Alveolar Carbon 

Volume, Liters Vo Dioxide, Vo 

0.4 14 GJj 

2.3 17 4.0 

]..) 17 4.2 

1.1 17 4.0 

Oil'S breathing^ prior to parulysi® and artificial raspiratlon. 

an dio.xide. With the mask-to-mask dewce, 
0 cc. of air containing 21% oxj’gen en- 
e first fraction of e.xpired air delivered to 
1 on each inflation. Thus, the requirements 
;tim were easily met. The rescuer who was 
) complete resuscitation \wtli the mask-to- 
ice was able to ^’entilate the “bronchocon- 
model, while exercising, by changing to 


the mouth-to-mask method. Thus, ventilation can 
be provided by this method while patients are be¬ 
ing transported, provided a patent ainvay is main¬ 
tained. 

Rescuers naturally adjust to the specific tasks of 
expired air resuscitation ver%' promptly. Although 
untrained rescuers begin rwth an ineflSdent breath- 


Table 5.—Effect of Exercise by Rescuer During 
Simulated Resuscitation 



Ory- 



Es- 




gen 



pired 




Con- 


Ex- 

Car- 


En- 


sump- 

Tidal 

pired 

bon 

Minute 

ergy 


tion. 

Vol- 

Oxy- 

Diox- 

Vol- 

Cost, 

Cooditlons ol' 

Cc./ 

nme. 

gen, 

ide. 

ume. 

Cat/ 

Simulated Hesuscitatfon 

illn. 

Liters 

Vc 

Vc 

Liters 

Min.* 

Before resuscitation.. 

Exercise during 

. 273 

0.74 

16.68 

3.59 

7.4 

1.32 

resuscitationf . 

Exercise while ventilating 
“bronchoconstricted’* 

sn 

1.56 


4.49 

20.4 

4jn 

modelt.. 

. l, 2 is 

2.75 


4.33 

27.9 

6.03 


* Calcolat^ at 4^ calories per liter of oxygen. 

f 250 Kg.'ineters per mlnote, equivalent to climbing CO flights of stairs 
per hour. 

* Resistance: 20 cm. of water per liter per second at 1 liter per second 
flow. 

ing pattern, their performance rapidly improves. 
Their adjustments are apparent from records of 
pressure and volume during simulated resuscitation 
of chest models of varjing resistance and compli¬ 
ance. Having been instructed to inflate either a 
patient’s chest or a model to a visual end-volume, 
rescuers find, within a few inflations, the breathing 
pattern which requires the least effort. They learn 
not to maintain pressure at the end of the inflation 
since both errors waste muscular effort. MTien 
changes in resistance and compliance occur, res¬ 
cuers automatically readjust the breathing pattern 
to the most efficient combination of flow' rate, 
frequenc>% and b'dal v'olume. One can sense im¬ 
mediately the onset of airw'ay obstruction, the. 
accumulation of secretions, and the recurrence of 
spontaneous breathing. Bj' their natural adjust¬ 
ments, trained rescuers tend to limit the volume 
and minimize the pressure deliv'ered to the victim, 
reactions w’hich av'oid excessive inflation of the 
lungs and stomach and which reduce circulator}’ 
embarrassment due to positive intrapulmonarv' 
pressure. 

During the five-year period that these methods 
hav’e been studied, occasions necessitating the 
emergency use of expired air resuscitation have 
been encountered. Most frequently the method was 
used in the patients hospital room where special 
resuscitating apparatus w’as not immediatel}' avail¬ 
able or in tire corridors or the elevator while a 
patient was being transported on a hospital cart 
or wheel chair. Other situations in wliich it might 
be needed are in the home, at the beach; in the 
medical or dental office, in ambulances, and at 
public gatherings where special apparatus is not 
immediately available or functioning. Although no 
method of resuscitation is univ'ersally successful, 
e.xpired air resusdtation has succeeded wfren otlier 
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niediods, including manual, have failed. In our 
hospitals, mouth-to-mouth or mouth-to-mask re¬ 
suscitation has been successful in at least 12 
emergencj'^ situations, ^^dien expired air resuscita¬ 
tion was started in time, adequate oxygenation and 
recovery resulted. Tlius, expired air resuscitation 
should be employed immediately and during die 
interval before special resuscitation equipment can 
be readied and applied. Rapid reoxygenation may 
pre\'ent cardiac arrest and tliereby insure recovery. 

Conclusions 

Extensive physiological measurements in 29 adult 
anesthetized patients demonsrtate expired air re¬ 
suscitation to be an efficient, versatile method of 
artificial respiration. Reoxygenation of the patient’s 
lungs is possible with four inflations, and within a 
circulation time arterial oxygen saturation can be 
restored to normal. Carbon dioxide levels arc 
concomitantly reduced. Tlie data reported liere 
refute the ^^odespread jsrejudice that a rescuer’s 
e.xhaled air contains too little oxygen and too much 
carbon dioxide. Ry mild hyperventilation the res¬ 
cuer readily converts his exlialed air to a suitable 
resuscitating gas. He can perform die method for 
prolonged periods without undue fatigue or hjqio- 
capneic symptoms. 

Unlike manual methods, mouth-to-mouth tech¬ 
niques station die rescuer at die victim’s airway 
with several consequent advantages. 1. If the air¬ 
way becomes obstructed, the rescuer senses resist¬ 
ance. 2. If secretions accumulate, he feels and 
hears gurgling. 3. He is able to see whedier die 
chest expands during inflation. 4, He can feel die 
return df spontaneous breathing. 5. He has bodi 
hands available for airway toilet and for sustained 
support of die jaw. 

Experience with mouth-to-mouth techniques and 
its variants in emergency resuscitation of hospital 
patients and physiological measurements made un- 


■ I-A-M.A., M.iy 17_ , 5 .^ 

der controlled conditions -indicate tliat two • 
portant precepts must be followed 1 a mtM 
airway must be promptly established and ml 
tamed 2. Inflation volumes of a liter or more ml 
be delivered to die adult victim’s lungs at a Z 
of 12 to 20 per minute. '■ a tale 




- 1 -udutT, am umtonD 

Janney conducted vanoius- measurements summarize i, 
tliis report. 
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VENTILATORY EFFICACY OF MOUTH-TO-MOUTH ARTIFICIAL 

RESPIRATION 

AIRWAY OBSTRUCTION DURING MANUAL AND MOUTH-TO-MOUTH ARTIFICIAL RESPIRATION 

Peter Safar, M.D., Baltimore 


There are misconceptions in tire present thinking 
about emergency artificial respiration because not 
enough attention is paid to the behavior of the 
airway above the larynv. Therefore, this report will 
present data on airway obstruction wth the mouth- 
to-mouth and chesLpressure arm-lift methods, a 
recommendation of two techniques of mouth-to- 
mouth artificial respiration without equipment, and 
data on pulmonary ventilation produced by the 
mouth-to-mouth method. 

Experimental Methods 

The mouth-to-mouth method and the chest 
pressure arm-lift metliods were studied and com¬ 
pared during 27 controlled e.xperiments in wliich 
an endotracheal tube was not used. One, hundred 
and sixt>'-seven untrained rescuers (62 firefighters, 
6 policemen, 4 soldiers, 16 Red Cross workers, 23 
'doctors, 8 nurses, 36 medical students, 6 house¬ 
wives, and 6 Boy Scouts) performed the mouth-to- 
mouth methods, and 18 trained rescuers performed 
the chest-pressure arm-lift methods The "victims” 
were 15 patients and 10 volunteers. The patients 
were anesthetized and curarized apneic adults. The 
volunteers, including four physicians, five medical 
students, and one nurse, were healthy young adults 
who \veighed between 101 and 210 lb. (4.5.8 to 95.4 
'kg.). They were placed on a tliree-inch foam rub¬ 
ber mattress on a stone floor and rendered uncon¬ 
scious by administration of scopolamine and meper¬ 
idine (Demerol) hydrochloride. Each was kept 
apneic for one to three hours by a continuous in¬ 
travenous drip of succinylcholine (Anectine, Que- 
licin, Sucostrin) chloride. Hyperventilation with 
50% oxygen and 50% nitrous oxide was interrupted 
at intervals for the study of the different methods 
of artificial respiration. Denitrogenation of the %ic- 
tim’s lungs and avoidance of apnea for more tlian 
90 seconds prevented hypoxia. 

During performance of the mouth-to-mouth 
methods, the respiratory' tidal volumes and rates 
W’ere recorded by a tambour inkwriter from a vol- 
umetrically calibrated pneumograph, w'hich was 
placed over the victim s chest and upper abdomen. 
During performance of the chest-pressure arm-lift 
methods, measurements w'ere made by' connecting 
to a recording spirometer a tight-fitting face mask, 
which did not interfere witlr the natural position 
of the victim s head. In four ex-periments the Wc- 
tim s relative arterial oxygen saturation of hemoglo- 

From the Department of Anesthesiology, Baltimore Cit> Hospitals.^ 


bin was recorded from an ear oximeter, and the 
end-expiratory air carbon dioxide concentration 
of both the victim and the rescuer w'as recorded 
from an infrared carbon dioxide analy'zer. 

Tracheal pressures •were measured in two sub¬ 
jects by a strain gauge. The amount of air forced 
into the stomach by the mouth-to-mouth methods 
and the lung-chest distensibility' of all X'ictims w'ere 
measured at intervals. 

Several rescuers each performed a variety of 
mouth-to-mouth techniques, the spirograms of 
which permitted an objective comparison of tech¬ 
nical details. A total of over 10 hours of pneumo¬ 
graph tracings of mouth-to-mouth breathing rvas 
obtained during these experiments. 

Ainvay Obstruction 

Shape of the lips, teeth, mandible, and tongue, the 
body type, and the depth of anesthesia or coma 
all influence the degree and incidence of airway 
obstruction. For instance, the pharynx of uncon¬ 
scious obese patients seems to become more readily 
obstructed than the pharynx of lean patients. The 
belief that the prone position opens the airway is 
erroneous since w'e found airway obstruction to be 
as frequent xrith the patient in the prone position 
as in the supine position. These observ'ations are 
based on preliminary' results of a current study 
on the beha'vior of the upper airway' conducted by 
Safar, Chang, and Escarraga. 

The phary'nx of every anesthetized or comatose 
patient becomes obstructed when the head is flexed, 
in the supine as well as in the prone position, 
w'hether or not ah artificial orophary'ngeal ainvay 
is used. Extension of the head at the atlanto-occip- 
ital joint (sniffing position) opens the pharynx in 
one-half to two-thirds of tliese patients. In addi¬ 
tion to the extension of the head, the remaining 
patients require either the insertion of an oropharyn¬ 
geal ainvay or fonvard displacement of the man¬ 
dible, W'hich is best accompb'shed by’ the maneu¬ 
vers show'n in figure IB or ID. Some patients require 
all three steps, extension of the head, insertion of 
an orophary'ngeal ainvay', and fonvard displace¬ 
ment of the mandible, but tlie most important is 
extension of the head. 

Figure 2 indicates clearly that the position of the 
head and the jaw' may make the difference be¬ 
tween the failure or the success of any method of 
artificial respiration. The rescuer’s hands are needed 
for this crucial support of the head and jaw (fig. 
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METHOD 1 




METHOD Z 




Fig. 1.—When victim is found, place liim supine and kneel close to his 
left ear. A, if foreign material is visible at tlie inoufli, turn victim’s head 
to the side and quickly clean moutli and tliroat with your fingers or a 
piece of dotli. This should take only a few seconds. If tlie moutli appears 
clean, start moutli-to-mouth breatliing immediately. Repeat cleaning pro¬ 
cedure during mouth-to-mouth breadiing whenever necessarj'. B, support 
of upper airway, metliod 1. E.vtend victim’s head, insert your left thumb 
(wliich may be wrapped for protection) between liis teeth, grasp mandible 
at midline, and hold it forcefully forward (upward), so that lower teetli 
are leading. C, moutlr-to-mouth breatliing, method 1 (for adults and large 
children). Maintain support of upper airway as described in B. Close 
victim’s nose witlr your right hand. Take a deep breath, place your mouth 
firmly over victim’s moutli, and blow forcefully in adults and gently in 
children. Watch victim’s chest, and when it rises, take your mouth off 
victim’s mouth and let him exhale passively by the elastic recoil of his 
lungs and chest. Repeat inflations about 20 times per minute. D, support 
of upper airrvay, metlrod 2. Extend victim’s head, grasp witli botli hands 
the ascending rami of mandible just beneath ear lobes, and hold mandible 
forcefully forward (upward), so that lower teetli are leading. Prevent lip 
obstruction by retracting victim’s lower lip witli your thumbs, but never 
flex victim’s head. E, mouth-to-moudi breatliing, method 2 (for children 
below 3 years of age and for adults whose mouths cannot be opened). 
Maintain support of upper airway as described in D. Take a deep breatli, 
place your moudr firmly over victim’s mouth { in an infant cover both his 
mouth and nose with your moutli) and blow. Cover nose of an adult 
victim with your right cheek to prevent air leakage. Blow forcefully in 
adults, gently in children, and use only puffs from the cheeks in newborn 
babies. When you see victim’s chest rise, take your moutli off rdctim’s 
mouth and let him exhale passively. Repeat inflations about 20 times per 
minute. 


J.A.M.A., Hay 17^ 
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method permits both hands to be avail 
able for tliis task. This is not the casr 
witli tlie chest-pressure arm-lift methods 
In our e.xperiments, trained xit 
using the currently recommended bacl- 
pressure arm-lift method (Holger iNirf. 
sen) were unable-to ventilate the!«n?> 
of 11 of 15 victims because of ainvay ob¬ 
struction (fig. 2). In tlie unsuccessful!} 
ventilated adults, who were ratlier obesa 
less than dead space air was moved will) 
all breaths. In tlie otlier four victims, who 
were ratlier lean, tidal volumes behvecn 


zero and 7S0 ml. were moved with the 
back-pressure arm-lift method. The arm- 
lift maneuv'er tends to flex tlie head, 
causing obstruction of tlie phaiyns 
Therefore the tidal volume may progres¬ 
sively diminish (fig. 3). This phenome¬ 
non occurred in 9 of 15 victims. Further-- 
more, figure 4 demonstrates a vaive-lih 
behavior of tlie pharjm.v, which was ob¬ 
served udth die back-pressure arm-Jili 
method in 10 of 15 victims. ^Ve call it a 
“valve-effect” because, wliile the bad- 
pressure e.xpels some air, the succeeding 
arm-lift maneuver meets partial or com¬ 
plete inspirator}' obstruction. We explain 
this phenomenon as follows. E-xpelling 
air from tire lungs into tire pharyn.x (post- 
tiv'e pressure) tends to push fliephari-n- 
geal walls apart, whereas sucking air into 
tire lungs from tire phaixTix (negative 
pressure) tends to collapse die phaiyn- 
geal cav'it}'. An air passage may be oh- 
stiTicted in tire presence of a low-pressure 
gradient but open in the presence of a 
high-pressure gradient. Anesthetists «bo 
are acquainted wdtlr tiris fact commonh 
use positive manual pressure on ike 
breathing bag to conect airway obstnK- 
tion. 


During performance of die back-pres¬ 
sure arm-lift method in five .subjects, "^ 
prevented die commonly 
phar}'ngeal obstraction with 
tracheal tube. In all five, we moved ti - 
volumes of 260 to 840 ml. throug _ 
tube while no exchange greater 
mated dead space air occurred 
tlie tube in four of die five victims. ^ 
one victim, a small lean < 

moved 600 ml. per tidal volume w 
the tube. 
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With the chest-pressure arm-lift method (Sil¬ 
vester), we likewise found inadequate ventilation 
in 70 to 80% of the victims because of pharyngeal 
obstruction.'” 

Techniques of Mouth-to-Mouth Artificial 
Respiration 

We studied seven different methods of mouth-to- 
moutli artificial respiration which did not involve 
equipment. Untrained laymen (see table) pro¬ 
duced the greatest pulmonary' ventilation with 
methods 1 and 2, which are pictured and described 
in figure 1. After ha\'ing watched one demon¬ 
stration, untrained rescuers were asked to ventilate 
the wctim s lungs as well as possible. Those who 
could position the victim and could produce more 
than two breaths, each over 500 ml. during the ini¬ 
tial 60-second period, were considered successful. 
Ninety per cent of the 145 rescuers who performed 
method 1 were successful. Eighty-nine per cent of 
the 90 rescuers who performed method 2 were suc¬ 
cessful. Of the 82 rescuers who performed both 
methods, 94% were successful udth method 1, and 
87% were successful with method 2. With method 1 
as compared witlr method 2, half as many rescuers 
required over 10 seconds to produce the first breath 
af more than 500 ml. We asked 63 rescuers who 
performed both methods which one they preferred; 
90% favored method 1. 

Although we recommend method 1 over method 
I on the basis of the preceding figures, method 1 
cannot be used satisfactorily in a victim whose 



Fig. 2.—Tidal volumes as influenced by upper airway 
obsfrucKon. 


mouth cannot be opened and in a child less than 
5 years of age, in whom die rescuer’s thumb inter¬ 
feres with die moudi-to-moudi contact. Method 2 
is recommended for such victims. We, therefore, 
suggest that both methods be taught. 


The following five mediods were found to be 
less sadsfactorj' than methods 1 and 2. 

1. The rescuer closed the victim’s nose with his 
right hand and supported the right angle of the 
jaw with his left hand. Support of die angle of 
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Fig. 3.—Failure of back-pressure arm-b'ft method due to 
partial airway obstracdon. Progressive flexion of head leads 
to progressive reduction of tidal volume. (Follow tracing 
from right to left.) 

the mandible by one hand was found to be insuffi¬ 
cient for the maintenance of a patent airw'ay. 

2. The rescuer supported with both hands both 
angles of the victim’s jaw and occluded the nose 
with both thumbs. This method did not prev'ent ob¬ 
struction by the victim's lips. 

3. The rescuer opened the victim’s mouth by 
pressing from die outside against his cheeks. In this 
case, the location of the area on which pressure 
could be successfully applied proved difficult. 

4. For aesthetic reasons, die rescuer interposed 
his thumb and index finger in the form of a ring 
between the victim’s lips and his owm lips. Air leak¬ 
age and obstruction by the victim’s lips occurred 
with this method. 

5. Mouth-to-nose artificial respiration failed in 
about 50%> of die victims because of complete or 
partial occlusion of the nasal passages (see table). 
Often the nasal passage was open at the beginning 
of the e.\'periment but became obstructed by mucus 
later on. We tested die nasal patency of KX) healthy, 
conscious persons and found partial or complete 
obstruction of one or bodi nasal passages in 2-5%. 
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Gastric distention occurred during mouth-to- 
mouth breathing when the jaw was not properly 
supported or when the rescuers used excessively 
high inflation pressures. It was always a harmless 
and preventable complication. Even when the 
epigastric area irrotruded, we never measured more 
than 1,000 to 1,900 ml. of air in the stomacli. Ap- 
jrai'ently, once the air was under a certain jn'essure 
in the stomach, more was prevented from entering. 
Occasionally such amounts were found after only 
a few breaths of incorrect mouth-to-mouth breath¬ 
ing; at other times, no air was found after more 
than 15 minutes of correct mouth-to-mouth breath¬ 
ing. Generali)^, less gas was blown into the stomach 
of lean victims than into the stomach of obese vic¬ 
tims, since a patent airway was more easily jnain- 
tained, thus requiring less inflation pressure in the 
former. 

When the epigastric area protruded, most of the 
air could always be expelled bj' manual pressure 
over tlie stomach between breaths. During resusci¬ 
tation in tlie field tins maneuver may e.\pel gastric 
contents too, in which case the rescuer must be 
ready to clean the pharynx at once. Whenever gas- 
fa'ic distention occurred, we saw no significant 
changes of the victim’s blood pressure or pulse rate, 
and we were always able to continue adequate jm!- 
monary ventilation, Tlierefore, mantaining manual 
pressure over the epigastrium during mouth-to- 



Vo 1 
ml 



TIME 

min. 


Pig, 4.—Failure of back-pressure arm-lift method due to 
complete inspiratory obstruction of upper airway. (Follow 
tracing from right to left.) 


mouth breathing is not necessary in adults, accord¬ 
ing to our figures, and is also undesirable because 
both of the rescuer’s hands are needed at the vic¬ 
tim’s head. Although our experience with children, 
which is limited to actual field resuscitations, indi- 


May 17^ 

cates that sometimes the jaw can be simporfed 
with one hand, I prefer the use of both bands at tW 
child’s head. 

Mouth-to-mouth artificial respiration has been 
used for centuries for infants but has been used 
rarely for adults, probably because of the hesitancy 
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of many people to “kiss” a moribund stranger. Tiif 
aesthetic acceptability of this method could not bs 
evaluated critically during our.studies because tlif 
vicb’ms were clean and healthy, which did not sint' 
ulate field conditions, and, furthermore, the per¬ 
formance had the atmosphere of competition. On!) 
3 medical students of the 164 rescuers refused tc 
perform, stating that they would do it only in ar 
emergency. None of the laymen refused, 

Blowing into the victim’s mouth through an arti 
fidal oropharyngeal airway was much more accept 
able to tlie rescuers than blowing directly into tin 
mouth of the victim. Therefore, mouth-to-ainva; 
artificial respiration was recommended (Hg- 5) a 
which a self-made modification of the conventiona 
orophaiymgeal airway is used.' A mouthpiece bj 
the rescuer was provided by fusing a No. ^4 am 
a No. 3 rubber airway (for pediatricians use 
a No. 2 and No. 0, airway), which former 
S-shaped, pocket-sized instrument. The inout i to 
airway technique, which is described in utai 
elsewhere,' is more aesthetic, easier to 
produces less gastric distention, and results in 
ter pulmonary ventilation than direct mout 
mouth breathing. 

Pulmonary Ventilation 

Produced by Mouth-to-Mouth Artificial Respira 

The tidal exchange produced by 
mouth method depended mainly upon (1) 
cuer’s skill in properly supporting the vie m 
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and in successfully preventing air leakage (fig. 2 
and 6, table), (2) the rescuer’s vital capacity and 
strength, and (3) the victim’s lung-chest distensi- 
bility and airway patency. 

Inadequate pulmonary ventilation vdth method 1 
resulted from one or more of the following errors: 
(1) inadequate force of bloving, (2) obstruction of 
the pharynx whenever the rescuer pulled the mand¬ 
ible downward instead of upward, thus flexing the 
head, (3) air leakage whenever the rescuer opened 
the victim’s mouth so wide that he was unable to 
cover the entire mouth of the victim with his own 
lips, and (4) air leakage whenever the rescuer for* 
got to occlude the victim’s nose. 

Inadequate pulmonary ventilation with method 
2 resulted from one or more of the following errors: 
(1) inadequate force of blowing, (2) improper 
support of the mandible, since laymen apparently 
have diSlcult}’ in finding the angles of the jaw and 
underestimate the force necessary to lift the jaw, 

(3) obstruction of tlie airway by the victim’s bps, 

(4) flexion of the victim’s head when his lower 
lip was retracted, and (5) air leakage through the 
victim’s nose, resulting from inadequate nose-cheek 
contact. 

\^Tien the mouth-to-mouth technique was cor¬ 
rectly performed, tidal volumes well above 1,300 



Fig. 5.—Mouth-to-airway artificial respiration. Insert air¬ 
way along curve of tongue, \vithout pushing tongue back. 
Extend head. Prevent air leakage through comers of mouth 
and nostrils. 

ml. were moved in all victims of this study. Skillful 
untrained laymen were able to maintain respira¬ 
tory rates of 12 to 20 per minute with tidal vol¬ 
umes of 1,000 to 2,000 ml. for periods up to 30 
minutes without becoming dizzy. However, their 


hands became fatigued from supporting the victim’s 
jaw during a long performance, and their position¬ 
ing on the floor was sometimes imcomfortable. 

Deliberate maximal hj'perventilation up to two 
minutes’ duration resulted in respiratory' rates of 
50 per minute, an alv'eolar ventilation of over 30 
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Fig. 6.—Pneumograph tracing during mouth-to-mouth 
breathing. (Follow tracing from left to right.) 


liters per minute, and dizziness of the rescuer after 
30 to 60 seconds. Alveolar carbon dioxide concen¬ 
trations of the rescuer (end-expiratory carbon di¬ 
oxide in the alveolar air) between 2 and 3% vv'ere 
measured at the moment vv'hen dizziness started. No 
dizziness of the rescuers occurred with ah'eolar car¬ 
bon dioxide concentrations above 37o. During 30 
minutes of uninterrupted mouth-to-mouth breath¬ 
ing at a rate of 12^ breaths per minute vv'ith tidal 
volumes between 1,000 and 1,500 ml, the victim’s 
alveolar carbon dio.xide concentration remained be¬ 
low normal (between 4 and 5%), and his arterial 
oxygen saturation of hemoglobin remained behveen 
97 and 100%. At the same time, the rescuer’s alv'e¬ 
olar carbon dioxide concentration vv'as between 3 
and 4%. At respiratory rates as slow as 6 per min¬ 
ute, only skilled rescuers who were able to produce 
tidal volumes above 1,500 ml. were able to main¬ 
tain the v'ictim’s arterial oxj'gen saturations and 
alveolar carbon dioxide concentrations within nor¬ 
mal limits. 

^^'hen the victim was deliberately not ventilated 
(fig. 6), the arterial oxygen saturation dropped rap¬ 
idly to 83 to 88% within 40 to 90 seconds, and mild 
hypercapnia occurred. At that point, fiv'e to nine 
rapid and deep inflations by the moutli-to-mouth 
method restored the victim’s arterial o.xygen satu¬ 
ration within a few seconds to 97 to 100% and 
caused his alveolar carbon dioxide concentration to 
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drop,below the control level. Figure 6 demonstrates, 
how rapidly anoxia develops during apnea and indi¬ 
cates the need for immediate hyperventilation when 
the apneic victim is found, in order to return to 
normal as quickly as possible the low oxygen ten¬ 
sion and the high carbon dioxide tension of the 
victim’s blood before his heart stops. Hyperventila¬ 
tion of an unconscious person is not harmful; hypo¬ 
ventilation is." 

The expired air with the lowest concentration 
of carbon dioxide was delivered into the victim’s 
lungs if the rescuer. inhaled rapidly and deeply 
immediately before he blew. We measured carbon 
dioxide concentrations below 0.5% in the “head” of 
the air column which was moving into the victim 
when this technique was obseiwed. Therefore, the 
rescuer should not inhale air that is to be delivered 
to the victim until just before he is ready to blow 
into the victim’s moutli. 



Fig. 7.—Assistance of shallow .spontaneous respirations by 
mouth-to-inouth breathing, (Follow pneumograph tracing 
from left to right.) Patient was aged 9 and weighed 76 lb. 
(34.5 kg.); anesthetic was cyclopropane. 

Our data on gas exchange with mouth-to-mouth 
and mouth-to-airway breathing confirm those of 
Elam and associates ® obtained in 1954, with mouth- 
to-mask and mouth-to-endotracheal tube breathing. 

Shallow spontaneous respirations were aug¬ 
mented by tlie moutli-to-moutli metliod (fig. 7). The 
rescuer blew brief but large “puffs” into the vic¬ 
tim’s moutli 'immediately after the onset of each 
inspiration of the victim. The “puffs” must be 
timed correctly and the mouth taken off rapidly 
so as not to interfere with the victim’s spontaneous 
expiration. 

The pressure necessary to move a given volume 
of air into the apneic victim’s lungs varied with 
the victim’s lung-chest distensibility (compliance) 
and airway resistance. The pressures necessary to 
maintain the victims’ lungs inflated with 1,000 ml. 
of air .(compliance) ranged from 13 to 26 cm. H 2 O. 


J.A.M.A., May 17, 19 ; 

Tlie motion of air through a partially obstnicle 
airway (resistance) obviously requires a high 
pressure at the mouth in order to move the sair 
amount of air. If the inflation is short, this high 
pressure is not transmitted to the alveoli. For ii 
stance, in a very obese victim a pressure of 26 ci 
H 2 O was necessary to maintain the inflation of tl 
lungs with 1,000 ml., but a peak pressure of 29 cr 
HoO was measured in the trachea during tl 
mouth-to-mouth inflation of the 1,000 ml. Themea 
tracheal pressure for one such respiratory cycl 
with the 1,000 ml. tidal exchange and at a rate i 
T2 per minute, was only 3.1 cm. HoO. This rel 
tively low mean pressure in the trachea was di 
to the rapid drop of the pressure to zero whe 
the rescuer removed his mouth from the victirr 
mouth. A more rapid rate of breathing or expir 
tory obstruction produced a higher mean pressur 

Infants' and children's lungs may rupture durir 
moutli-to-mouth breatlring if they are distendc 
with too great a volume, the peak pressures at tl 
mouth being irrelevant. Rupture of the lungs 
prevented by constantly observing the child’s ches 
which permits proper gauging of the inflations. 1 
newborn babies the volume of inflation can I 
limited by the rescuer “puffing" air from only fi 
cheeks (which air we measured to be appro.\ 
mately 50 ml.) rather tlran blowing air from ii 
lungs. 

Actual victims in the field often have a greaf( 
airway resistance and lower lung-chest distens 
bility than curarized volunteers because of mucu 
blood, or water in the air-passages, disease of tl 
lungs and chest wall, or muscle spasm. Also tli 
lungs of obese victims are harder to inflate tba 
those of lean victims because more weight mu: 
be lifted. Nims and associates and Waters an 
Bennett * could move only 140 to 280 ml. per breat 
in such “stiff” or obese apneic patients with t 
chest-pressure arm-lift methods and the use of a ^ 
endoti’acheal tube, whereas Gordon and associates- 
could move approximately 1,000 ml. per breat iw 
healthy, curarized “nonstiff” volunteers using ^ 
same techniques. A method, which would bee ec 
tive in the field, therefore, must move, in curarizec^ 
healthy subjects, tidal volumes far above t osi 
which are considered adequate. Intermittent posi 
tive pressure metliods, such as mouth-to-mou 
breathing, seem to be able to accomplish 

Conclusions 

The behavior of the human airway above the 
larynx is a complex problem and 
attention. Our studies demonstrate that t e 
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lem of upper airway obstruction must be taken into 
account in any consideration of artificial respira¬ 
tion. We have shown tliat the presently recom¬ 
mended back-pressure arm-lift method, when used 
without an endotracheal tube, frequently fails be¬ 
cause of upper airway obstruction. On the other 
hand, excellent pulmonary' ventilation is obtained 
by mouth-to-mouth breathing wdtliout an artificial 
airway, even in obese.adults. The victim’s alv^eolar 
carbon dioxide level remains below normal and 
his arterial o.xygen saturation above normal be¬ 
cause of mild hyperx’entilation on the part of the 
rescuer. The teachability of mouth-to-mouth breath¬ 
ing is demonstrated by the fact that 90% of 164 
untrained rescuers performed this method satis¬ 
factorily after one demonstration. Women and chil¬ 
dren who weigh 45.4 kg. (100 lb.) can ventilate 
adequately victims who weigh approximately 91 kg. 
(200 lb.).,The technical details described in fig¬ 
ure 1 are necessary' for successful performance of 
mouth-to-mouth breathing by lay rescuers. Thus, 
our data indicate clearly that the expired air in¬ 
flation methods should be taught for general use 
in both adults and children. 

This study was supported by the Division of Research 
and Development, Office of the Surgeon General, Depart¬ 
ment of the Army. 
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D iscoveries by PAXHOLOGISXS.-The pathologist has independently led 
the wa)' to many important discox'eries. Witness the histor>’ of our knowledge 
of the functions of the pituitary' gland. It was Pierre Marie who, in 1886, dis¬ 
covered the relation of the anterior lobe of this gland to acromegaly and the pathol¬ 
ogist, Benda, who discovered in 1900 that the pituitary' tumors of acromegaly and 
gigantism of man consisted chiefly of acidophilic (alpha) cells. Benda referred to 2 
remarkable papers by Dr. Woods Hutchinson, Professor of Comparatix'e Pathologj’ 
in the Universitx' of BuS^alo. In 1898 and 1900, Hutchinson described the clinical 
features and the gross and microscopic pathology of tumors of gigantism and acro¬ 
megaly. He made no mention of a differentiation of eosinophilic cells. lie was appar¬ 
ently the first, however, to indicate that these tumors have cells that secrete a 
“growth-regulating” substance. It was too bad that he had not been able to see, by 
means of his staining method, the differentiation of alpha cells, although he did say 
that these tumors consisted chiefly of a single tx-pe of epithelial cell that resembled 
the embiy'onic cells of Rathke’s pouch. In the same year, 1900, Benda clearly estab¬ 
lished the fact that such tumors comprised chieflx’ eosinophilic cells, and he pointed 
out that these cells are the ones that probably produce the growth substance of 
Hutchinson. From then on pathologists were lost in the scuffle, for it was P. E, 
Smith, anatomist of Columbia, and MacDowell, geneticist of Cold Spring Harbor, 
who found that the hereditary' dwarf mouse possessed no acidophils. Little was done 
until 1924, when Herbert Evans, and also Bailey and Cushing, studied this gland 
in man and the rat. Later, F. E. Smith launched his series of studies on hv-pophysec- 
tomy in 1930. So it V'as the anatomists, the geneticists, the physiologists, and the 
endocrinologists who exploited the basic findings of the pathologists, Hutchinson and 
Benda.—H. L. Stewart, M.D., The Clinical Pathologist in Research (Ward Burdick 
Address), American Journal of Clinical Pathologxj, January, 1958. 
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A. M. A. OBJECTRTIS AND BASIC PROGRAMS 

jAST year the Board of Trustees of the 
American Medical Association employed 
a management-consulting firm to appraise 
many aspects of the structure and func¬ 
tioning of the Association. Tlie report was sent 
to all members of the House of Delegates and 
to the officers of the state medical societies. At 
the Clinical Meeting in Philadelphia last December 
the Hyland Committee presented its analysis of the 
report of the consulting firm. The Speaker was in¬ 
structed by the House to appoint a committee of six 
composed of three representatives of the Board of 
Trustees and three representatives of tlie House of 
Delegates (Drs. James 2. Appel, Hugh H. Hussey 
Jr., and Raymond M. McKeown of the Board of 
Trustees; and Drs. Lewis A. Alesen (chairman), 
Thurman B. Givan, and Milford O. Rouse of the 
House of Delegates), to be called the Committee to 
Study A. M. A. Objectives'and Basic Programs. It 
was charged witli the responsibility to study and 
report on the following topics; (a) redefinition of 
the central concept of A. M. A. objectives and basic 
programs; (b) placing more emphasis on scientific 
activities; (c) taking the lead in creating more co¬ 
hesion among national medical societies; and (d) 
studying socioeconomic problems. 

The Committee is earnestly seeking constructive 
criticisms from thousands of physicians regarding 
these four areas. It has prepared a list of 10 ques¬ 
tions which are or will soon be sent to the past- 
Presidents, tlie officers and trustees, the delegates 
and the alternate, delegates of the A. M. A. House 
of Delegates, the state and county society officers 
and editors, and to officers of other national medical 
organizations. In addition to this group of physi¬ 
cians selected according to position held, a prob¬ 
ability sample of several thousand names from the 
directory files will be selected for separate mailing. 


J-A.M.A., May 17^ jgjj 


Any physician in the United States, member or non 
member, may obtain a copy of these 10 questions 
and a statement of the genesis and purposes of this 
Committee by addressing a request to F. J. L Bias 
ingame, M.D., General Manager, American Medi- 
cal Association, 535 N. Dearborn St., Chicago 10 
Every physician who receives a copy of the ques¬ 
tionnaire is urged to give it prompt consideration, 

POLIOMYELITIS VIRUS ISOLATED 
FROM A PARAKEET 

A recent report in the Lancet ' seems to merit 
further attention at this time of )^ear when polio¬ 
myelitis usually becomes more prevalent, A sick 
parakeet (a budgerigar) wdiicli was recovering 
from paralysis of its legs took'hold of the lip of a 
boy aged 9 with its beak and held on until it ivas 
remo\’ed by the boys mother. The child became ill 
a week later and died within a few days of bulbar 
poliomyelitis. Type 1 poliovirus was recovered from 
his stool, as it was from the bird’s droppings. The 
bird was killed, and from its intestinal contents 
poliovirus type 1 again was isolated. Another bird 
which liad been kept in the same cage had died a 
few days earlier from a similar attack of paralysis. 
Dr. R. G. Sommer\'il]e and associates of flie Univer¬ 
sity of Gla.sgow' virus laboratory, who reported the 
case, call attention to the possibility of transmission 
of poliomyelitis by domestic pets. The implication 
in their paper is that the parakeet became infected 
with poliomyelitis and tliat the boy was infected 
when bitten by the bird. The Lancet points out in 
an editorial that, wlnTe this is not tlie only possible 
explanation, any other one would require a series 
of strange coincidences to explain all of the facts. 

Heretofore, it has been thought that no animal 
other than man becomes infected with poliomyelitis 
under natural conditions. It is well to recall, hoiv- 
ever, that not long ago poliomj'elitis vims was 
thought to be strictly neurotropic, capable of infect¬ 
ing primates only. It is now clear tliat this virus can 
be cultivated in vitro in dn'erse primate cells and m 
“transformed” cells of rabbit kidney and of tie 
chick chorioallantoic membrane. Some strains o 
yooliovirus can be passed serially by tlie 
bral and intraspinal routes in rodents and m i 
chick embrym. Furthermore, clinical 
have suggested symptoms not necessarily’ 
confined to the neuromuscular system. Of cou 
other observations have caused wondermen 
ceniing ndiether such clinical 
truly caused by a poliomyelitis virus ^ 
other but seemingly related organism. ’ 

therefore, no fundamental reason why pm 
should not infect parakeets. Tf tins can e 
lished e.xperimentally a whole new race 
epidemiology of poliomyelitis will need t 
investigated. 


-- r r • 

. Sommen'llle. R. G.; Monro. I. C.; and uf e • g) 19^ 
■e 1 Isolnted from Budgerigar. Lancet v ^ 518 (Mj-^ 

.... _r_n..AnnntrktlOTlS, IDKL 


1 . 

jPoHomyelitis Virus from Budgerigar. Annotations. 
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REPORT OF BOARD OF' TRUSTEES 

To the Members oj the House of Delegates of the American 
Medical Association: 

Tlie following report of the Board ‘of Trustees is respect¬ 
fully submitted: 

Financial Statement 

The official 1957 financial reports of tire Treasurer and of 
tlie Association’s auditors appear as a part of this report. 

The balance sheet and accompan>'ing statements are pre¬ 
sented this year on' a comparative basis and tlierefore com¬ 
ments, for the most part, can be eliminated. 

Membership dues were received from 138,600 members 
in 1957 as compared sw'th receipts from 136,000 in 1936. 

Association investments earned $362,064 in 1957 for an 
over-all yield of 3.16%, compared m'th $293,112 and a yield 
of 2.96% in 1956., 

Report on Matters Referred by House of Delegates 

Aviation Medicine.—In Philadelphia (December, 1957) 
the House of Delegates approved a resolution recommending 
that a completely adequate and competent Medical Depart¬ 
ment be established in the Civil Aeronautics Administration 
directly responsible to the CAA Administrator and recom¬ 
mending further that appropriate legislation to accomplish 
the purposes of the resolution be supported by the Associa¬ 
tion. 

In compliance rvith that directive'a statement was sent to 
Senator Warren G. Magnuson, Chairman of the Committee 
on Interstate and Foreign Commerce, urging tlie passage of 
S. 1045, 8.5th Congress, which would provide for the (1) 
transfer of the rule-making authority for medical standards 
from the Civil Aeronautics Board to the Civil Aeronautics 
Administration; (2) creation of the “Office of Civil Air 
Surgeon” which would be directly responsible to the Civil 
Aeronautics Admirustrator; and (3) establishment of a 
Civil Aeronautics Medical Research Laboratorj'. In the 
A. M. A. testimony attention was called to the A. M. A. 
Committee on Aviation Medicine and to the fact that physi¬ 
cal standards for and medical evaluation of pilots must be 
carried but by physicians e.\perienced in avaation medicine. 

Identification of Hospital Solutions.—In accordance with 
the action of the House of Delegates in June, 1957, the 
Board of Trustees referred to tlie Council on Drugs the 
resolution requesting an investigation of the feasibility of 
developing a uniform system for identification of solutions 
used in hospitals. 

The Council, after carefully considering the many diffi¬ 
culties in the use of color, colored labels, special tags, 
abbreviations, and oddly shaped containers, stated that it 
believed tliat the problem of mistakes in identity and im¬ 
proper use of solutions and drugs for any purpose botli inside 
and outside hospitals can best be met by greater emphasis 
on the education of all health personnel and patients to 
e-xercise due care in consulting and appljang properly in¬ 
formative labels. Care should be taken to insure legibility of 
container labels by prominent display of the name or active 
ingredient as well as the potency and dosage of drug prepara¬ 
tions. Details which might overshadow such information 
should be separately presented as a package enclosure. 

The complete report of the Council, in which the Board 
concurs, will be found in The Journal, April 19, 1958 issue, 
page 1988. 


Vaccine Distribution.—In December, 1957, the House of 
Delegates adopted a resolution requesting the Board of 
Trustees, through its established joint committees witli tlie 
American Pharmaceutical Association, the National Associa¬ 
tion of Retail Druggists, and the American Drug Manufac¬ 
turers Association, to seek conferences with a view to 
estabb'shing a code of practice regulating the future distri¬ 
bution of important therapeutic products, so fliat the best 
interest of all the people may be served. 

The subject of distribution of drugs in scarce supply as, 
for instance, poliomyelitis vaccine and Asian influenza 
vaccine, was discussed by the Joint Liaison Committee on 
Pharmacy and Medicine and it was tlie consensus that state 
and local medical and pharmaceutical associations be en¬ 
couraged to organize to handle such situations at the local 
level. 

In tliis connection, the special Committee on Influenza, 
appointed by the Board of Trustees some time ago, met in 
December, 1957, to consider die resolution adopted by the 
House in its relation to a program of efl^ectii’e commura'ca- 
tion systems, operation of informational and educational 
plans vridiin health and medical groups as well as for the 
general public, the estabh’shment of priorities among groups 
and individuals to receii'e vaccine or odier therapeutic 
products, and the creation of appropriate national, state and 
local health and medical advisory' groups to guide and other¬ 
wise assist in the implementation of a program, as well as 
the distribution of important therapeutic products. The 
Committee felt that the Association should exercise leader¬ 
ship in developing a complete stand-by program and in diis 
the Board concurred. 

With this in mind, therefore, the Board requested the 
Committee on Influenza, in cooperation with the Law De¬ 
partment, to proceed with the dev'elopment of a stand-by 
program to deal with mass immunization or similar situa¬ 
tions. A meeting of the Conunittee was scheduled for tlie 
latter part of April; a supplementary report will no doubt be 
made to the House by tlie Board at the meeting in June. 

Rehabilitation Consultation Service.—In December, 1955, 
the House of Delegates approved a report which (1) called 
for the estabh'shment of an integrated rehabilitation consulta¬ 
tion service to state societies, and (2) requested that an 
outline on policy and procedure be prepared for the gm'dance 
of local professional groups in dealing with the total program 
of rehabih'tafa'on, and referred the matter to the Board of 
Trustees. 

In June, 1957, the Board reported that its Committee on 
Rehabilitation had taken cognizance of the report and was 
setting about implementing it so far as it was practicable 
and possible. In considering the Board’s report tlie House of 
Delegates agreed witli tlie Reference Committee on Reports 
of Board of Trustees and Secretary' that the A. M. A. should 
assume a position of leadership in um'ting tlie several re¬ 
habilitation services under medical leadership, and that a 
program of education in these objectives would benefit 
American physicians and contribute toward realization of a 
total concept of rehabilitation. The House further recognized 
tliat many problems are implicit in this endeavor and 
recommended that the Committee on Rehabihtation be in¬ 
structed to study and explore a coordinated prosram as 
outlined above. 
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In The Journal, Ang. 31, 1957, page 2054, the Com¬ 
mittee on Reliabilitation published a report, which outlines 
the steps the Committee has taken and plans to take to 
carr>’ out tlie request of the House of Delegates. 

American Retirement Plan,-The Board of Trustees con¬ 
sidered resolution 13, introduced at tlie Philadelphia meet¬ 
ing (December, 1957), requesting that Congress institute an 
investigation of tlie Social Security System and direct a 
private, nonpolitical, unbiased agency to develop a retire¬ 
ment system “based on sound actuarial principles and 
including a combination of the insurance and annuity 
principle with investment in the growth of the nation’s 
economy through equity participation such as is now avail¬ 
able through the mutual funds." It also reviewed the com¬ 
parable proposals adopted by the House in December, 1955, 
and June, 1956. 

After careful consideration of the probability of .success of 
an investigation of the Social Security System by the Ameri¬ 
can Medical Association, as well as the expenditure of funds 
that would be necessary in order to undertake and complete 
the task, the Board is of the opinion that it would not be 
feasible for the A. M. A. to conduct such an investigation. 

Radioactive Isotopes.—In June, 1957, a resolution was 
introduced recommending that the A. M. A. support an 
amendment to the Atomic Energy Act of 1954 relative to 
licensure of physicians to use, own, or import radio.active 
material. On recommendation of the Reference Committee 
on Legislation and Public Relations the resolution was re¬ 
ferred to the Board for further study. 

The subject matter of the resolution was referred to the 
Council on Medical Physics with a request for study with a 
view to the appointment of a special committee in this area. 
After extensive research and discussion the Council recom¬ 
mended that such a committee be established, to be known 
as the Committee on Atomic Medicine and Ionizing Radia¬ 
tion, and that its activities and primarj’ responsibilities 
should initially include the following: (1) an educational 
program directed to medical students, interns, residents, and 
physicians in practice on the safe and proper uses of ionizing 
radiation; (2) formulation of recommendations on A, M. A. 
policies that have to do with licensure and other “permis¬ 
sions and authorizations” for physicians to use radioactive 
material; (3) relationships within hospitals regarding staff 
use of radioisotopes; (4) formulation of recommendations on 
Ar M. A. policies concerning governmental legislative action 
(at both federal and state level) regarding radiation safety 
regulations; and {5) cooperation widi other scientific bodies 
concerned with radiation problems. 

Referrals.—Those resolutions referred to the Board for 
referral to the appropriate council, committee, or department 
have been so forwarded. As soon as reports are available 
from these groups, they will be transmitted to the House of 
Delegates. 

Supplementary Rcports.-Supplementary reports on certain 
subjects that have been referred to the Board by the House 
of Delegates and on other matters of interest will be pre¬ 
sented at the first meeting in San Francisco. 

Be.spectfully submitted, 

Edwin S. Hamilton, Chairman 

Leonard W. Larson, Vice-chairman 

Julian P. Price, Secretary 

James Z. Appel 

George M. Fister 

Hugh H. Hussey Jn. 

Raymond M. McKeown 
Cleon Nafe 
David B. Allman 
Gunnar Gundersen 
Jesse Hamer 
J. J. Moore 
'E. Vincent Askey 


I 


ex officio 


J.A.M.A.,Mayl7,i9js 

ACCOUNTANTS’ REPORT 

The Board of Trustees,. ' March 4, ISJS 

American Medical Association: 

examined the balance sheet of the 
Medical Association as of Dec. 31, 1957, and the reliiS 
statement of income and fund balance for the year 
ended. Our examination was made' in accordance nift 
generaUy accepted auditing standards, and accordindv ir 
eluded such tests of tlie accounting records and aich oSfin 
auditing procedures as we considered necessary in tie 
circumstances. 

In our opinion, tlie accompanying balance sheet ad 
statement of income and fund balance present fairly tb 
financial^ position of American iMedical Association at Dec 
31, 1957, and the results of its operations for the year then 
ended, in conformity witli generally accepted accountin; 
principles applied on a basis consistent with that of (he 
preceding year. 

The accompanying schedule, though not considered m- 
essary' for a fair presentation of tlie results of operatiotis, is 
presented only for an informative purpose. While our eiain- 
ination was made primarily for die purpose of fomiulatin; 
our opinion on tlie current year’s basic financial stalemen!;, 
the additional data have been subjected to the same avM 
■ procedures and, in our opinion, are stated fairly in all ma¬ 
terial respects when considered in conjunction with the 
financial statements taken as a whole. 

Peat, Marwick, Mitchell & Co, 


BALANCE SHEET-Dcc. 31, 1957, with Comp.irative FiguresforlDiS 


Assets 

Cash .. 

•tccoiints tecclvnbto: 

AdvcrtlsioK . 

Directors' report sen-Icc. 

Ottier .. 


Interest accnicd on Investments. 

Inventories of materials and supplies, at cost .. 

Expenditures on publications in process. 

Prejiaid e.vpcnscs, deposits, and advances: 

Deposits and advances. 

Commission applicable to unexplred 

subscriptions to publications . 

Insurance and other prepaid expenses ... 


1957 l«li 
5 336,150 3 


300,rtt as,:i 

26,526 m 

S5,3St 


6SS,65! 3 513,® 


75,927 3 
333,735 
102,917 


t!5'2 

37i.ll> 

ia,H' 


320,395 


619,053 

61,270 


3'.®: 


5 S5),23(! $ fiy'- 


53nrl<etal)Ie securities and other investments, 
at cost (security values based on marlrct 
quotations—3957. $9,909,622; 1950, $S,639,730- 
othcr investments based on cost) (note 1): 

United States Government securities . 

Public utility and industrial bonds. 

Common stocks . 

Other investments. 


i 7,669,330 3 
527,723 5iV; 
1,408,«7 3,3''.''■ 

, 46,735 


$ 9,652,260 ? 


American Medical Association Research Fund; 
United States Government securities, at cost 
(value based on market quotations—195i, 

.$1,474,552: 1956, $1,451,393) . 

Cash ... 



$ 1,459,650 

Property, plant, and equipment, at cost (note 2) $ ^ y)'/ 

Less allowance for depreciation .;••• ^ 

$ I,S73.432 


Liabilities 

Accounts payable and accrued expenses: 

Accounts payable .. 

Accrued payroll . 

Accrued taxes . 

Employees’ withholdins taxes . 


1957 

8 554,615 
32,576 
83,103 
50,311 


750,605 


15/ 



Provision for completion costs of cumulative 
index volumes to bo issued (loss amount 
recoverable by subscription—195i, $190,5 Sj, ^ 

1956, $174,095) . ' 


169^9) $ 1 ' 
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Deferr-'(i credits: 

Uncipired subscriptions to publications.*. 

Income from 20th edition directory report 
senlce (less accumulated costs applicable 
to directory—$352,955; 1950, $174,095) 
Olhtr, iDcludlng dues received In advance .. 


American Medical Association Research 

Pund reserve . 

Other reserves: 

Association ...^. 

Retirement ... 

Building improvement and raodemizatlon 

Equipment modernization . 

Building replacement. 


Fund balnnee (Exhibit B)'(Dotc 2) 


1,626,654 

3412,072 

420,224 

49,003 

113.833 

24,665 

$ 2,095,886 

$ 1,650,770 

$ 1,469,6.7} 

$ 1,494.100 

350,000 

400,000 

1,000,000 

200,000 

1.600,000 

350,000 

400,000 

1,000,000 

200,000 

l,860.fX)0 

$ 3,810,000 

$ 3310,000 

7,048,514 

' 6,0*1.100 

$15,363,951 

$13,736,347 


STATEMENT OF INCOME AND FUND BALANCE 
Yeah ekded Dec. 31, 1957, vrxrn comparative figures for 1956 


Income. 

ilembereblp dues and subscriptions to 

periodical publications . 

Advertising ... 

Income from Investments .. 

Other income . 


Costs and expenses: 
printing and publication cost? ol 
periodicals, books, and pamphlets . 
Councils, bureaus, and related 

activities (Schedule 1) ... 

Other expenses (Including annual and 
interim meetings, net—1937, $103,678; 
W5C, $45,225) ... 


Special income credits (charges): 

Income Irom I9th edition directory 
report ser\'ice and copy sales, less 

costs applicable thereto. 

Excess (deficiency) ol credits over charges 
in connection with the closing of the 

printing department (note S) .. 

Contribution to American Medical 
Educational Foundation... 


Income in excess of costs and expenses .... 
Deduct appropriations, net: 

Building replacement reserve. 

Retirement reserve . 


Less decrease in equipment modernization 
resen e ... 


Net amount transferred to fund balance .. 
i Fund balance at beginning of year. 

Fund balance at end of year .. 


1957 

1956 

.$ 5,303,378 
5,893,100 
302,064 
62,23* 

$ 5,192.650 
4,9*3,003 
293,112 
174.070 

$it.no,836 

$10,602,835 

5,905,567 

5,222.414 

4,173,083 

3,727,906 

351,131 

3.55.972 

$10,469,781 

$ 9,300,382 


$ 1,221,035 $ 1.296,453 



425.683 

(113,650) 

8*311 

(100,000) 

s 

a25,000) 

(213,650) 

1,007,405 

385.494 

1.681,947 


1.660.000 

250,000 


2,110,000 


500,000 


1,610,000 

1,007,405 

6,041,100 

71.9*7 

5,909,162 

$ 7,048,514 

? 6.041,109 


Notes: 

(1) Marketable sccwrificj and oriier 
inuesfmenty, at cost 

The value of marketable securities and other investments, as recorded 
. on the books, applicable to unrestricted and restricted funds is pre- 
■ seated in the following comparative statement: 


•• Unrestrieted — general ... 

/ Restricted; 

Depreciation resen'e.*. 

Association .. 

Retirement reserve. 

Building improvement and modernization .... 

• Equipment modernization . 

, Building replacement ... 


3957 

1956 

$ 4,407,260 

$ 3,284.351 

1,435,000 

1,36.5,000 

350,000 

350.000 

400,000 

400,000 

1,000,000 

l,000.0fKI 

200,000 

200.000 

1,860.000 

1,860,000 

5,245,000 

3,175.000 

$ 9,652,260 

$ 8.459,351 


(2) Proptrty, plant, and equipment 

A summary of property, plant, and equipment, and related allow- 
aoces tor depreciation, representing the net book value of fixed assetj: 
Included In the general fund balance of the Association at Dec. 31,193», 
I? presented as follows: 

Allowance 

for Net 

pepre- Boo): 

Cost elation Value 


Land . $ 453,774 $ 453.i#4 

Building . . . 2493,531 $1,000,259 1.1W.272' 


Machinery and equipment. . 126,4C>4 703)5 ^,199 

Furniture and office equipment. 525,151 CCo.CKU 2.>9,1S7 

$3,303,860 $1,432,428 .*1,871,432 


(3) Printing department 

During 1950, the Association entered into contracts with outside 
parties tor the printing of its periodical publications. The excess of 
charges over credits in the process of closing the department for the 
current 3 *car was $113,650 as compared to an excess of credit? over 
charges In the preceding year of ^,311. 

Contingenci/ 

At Dec. 31, 1957, the Association had a contract payable to Harper 
Richards in the amount of $25,004.00 for architectural ser\'ices pertain- 
iDg to the remodeling of the American Medical Association building, 

COUNCILS, BUREAUS, AND RELATED ACnVITIES 

Year endeo Dec. 31, 1957, with comparatin’e figures for 1956 

}0.i7 _ 1950 


Secretary*? office .. $ 150,053 $ 90,430 

Association activities . 458,379 325.948 

Associat’on trustees .. 14,616 

Membersnip records . 195,593 201,003 

Law department . 13.5,943 110,729 

Biographical records .. 135,003 15.5,020 

American Medical Education Foundation. 111,09.5 llS.SSS 

Department of Public Relations. 499,900 399,519 

tVashlagton office of A. M. A. 249,278 226,817 

Chemical laboratory . 93,805 88,493 

Council on Medical Education and Hospitals.... 370,215 370,484 

Council on Medical Service . 234,310 200,226 

Council on Drugs. 105.920 99,401 

Council on Medical Physics. 55,878 61,205 

Council on Foods and Nutrition . 7i,5P0 55,530 

Council on Industrial Health. 91,999 75,772 

Council on National Defense... 51,091 41,482 

(Council on Rural Heulth . 07,551 67,803 

Council on Constitution and Bylaws. 3,570 3,148 

Division of Councils on Therapy and Research 02,1.53 64,099 

Judicial council . 14,222 13,010 

A. M. A. library . 77,759 60,829 

Bureau of Exhibits . 90,.379 109,243 

Bureau of Health Education .*. 310,173 290.440 

Bureau of Investigation . 47,837 47.05? 

Bureau ol Medical Economic Research. Ke,214 17-2,7tU 

Committee on CJosmetlcs . n . 27A3S 2.5,684 

Council on Mental Health . 4.'t,199 30,.544 

(Committee on Research .. 60,360 64,653 

Committee on Legislation . ^,153 20,725 

Committee on Medico Legal Problems. 8,5.87 

Committee on Rehabilitation... .3,968 

Machine records . 187,888 61,980 


$ 4,173,083 $ 3,727,960 

REPORT OF THE COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 

To the Members of the House of Delegates of the Ainericarr 
Medical Association: 


The Council on Medical Education and Hospitals desires 
to make tlie following interim report to the House of Dele¬ 
gates and would appreciate consideration of these matters 
at this session of the House. 


Revision of Essentials for Internship and 
Residency Training 

In view of the development of the Educational Council 
for Foreign Medical Graduates, Inc., sponsored by the 
American Medical Association, the American Hospital Asso¬ 
ciation, the Association of American Medical Colleges, and 
the Federation of State Medical Boards of tlie United States, 
the Council should like to request that the House of Dele¬ 
gates approve the following revision of the "Essentials of an 
Approved Internship” and the “Essentials of Approved 
Residencies and Fellowships.” These resdsions are needed to 
incorporate a section on "Selection of Interns" and "Selec¬ 
tion of Residents” wliich include reference to this new- 
evaluating service. 
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ORGANIZATION SECTION 


Essentials of an Approved Internship 
III. Selection of Interns 

The development of a satisfactory program requires first 
or all, a careful selection of applicants for appointment to 
the intern staff. The hospital administration and the medical 
staff, mrongli appropriate review of credentials, should 
ascertain that the personal and medical qualifications of 
api'ilicanls selected for internship positions are satisfactory. 
There should be confidence that the interns appointed have 
the high standards of integrity, motivation, industry, re¬ 
sourcefulness, health, and basic medical knowledge neces- 
sary to take full advantage of the further educational ex¬ 
perience offered. This .slmnld include assignment of carefully 
graded and progressive responsii)ilily for patient care. The 
qualifications of tlio intern staff should leave no doubt as to 
their competence to accept lliis assignment since the 
priinar>' obligation to the hospital must be for the patients’ 
welfare. Personality ciiaracteristics can usually be c\-ahialed 
through personal intcrs'iew and/or letters of recommenda¬ 
tion. For graduates of schools in t!\c United States .and 
Canada, tlie medical school accreditation program of the 
Council on Medical Education and Hospitals of the Ameri¬ 
can Medical Association and the Association of American 
Medical Colleges renders reasonable assurance in regard to 
medical qualifications. Such candidates for appointment 
should be graduates of approved medical schools. Further 
individual knowledge can be obtained through direct com¬ 
munication with the dean’s ofiice of the school concerned. 

Since similar sources and kinds of information have not 
been readily available for graduates of foreign medical 
.schools, the Educational Council for Foreign Medical Grad¬ 
uates, 1710 Orrington A^'c., Evanston, Ill., has been estab¬ 
lished to provide as coinparablo knowledge of qualifications 
as possible. The Council recommends that hospitals con- 
.sidering foreign medical school gradilates for internship 
positions acquire reasonable assurance in regard to their 
medical qualifications through utilization of the program of 
the Educational Council. 

Essentials of Approved Residencies and Fellowships 
, 1, General Requirements 

6 , Selection of Residents 


TA.M.A., Mar 17, 19 ; 

Since similar sources and kinds of information hav. r 
been readily available for graduates of fnwfno 'j*’ 
schools, the Educational Council for Foreign MdicaTr 
u.jes 1710 .Orrington Ave., Evanston, III., has beea S 
hshed to provide as comparable knowledge of 
as possible. The Council recommends Jaf 
sidering foreign medical school graduates for reside 
positions acquire reasonable assurance in regard to tC 
medical qualifications through utilization of the promm, 
the Educational Council. Before appointment of such 
candidate to a residency position, the hospital should » 
Itself that he lias liad tlie equivalent of a year's anpros, 
internship. If the foreign graduate has served an approu 
internship in this country and has already been certified [ 
the Educational Council, there is nothing to be gained \ 
repeating the process. 


Residency Training in Otolaryngology 

On the recommendation of the Residency Hevieu' Con 
mittee for Otolaryngology, the Council would like to suk 
the following revision of the section on "Scope of Trainim 
of the "Essentials of Approved Residencies and FeDoivsliipj 
in otolaryngology. Tlie major revision is with reference i 
requiring adequate further training for those indhidua 
wishing to qualify in tumor surgery of the head and necl 

Residencies in otolaryngology should offer a broad trail 
ing and should preferably include some experience in clojel 
related fields of surgeiy'. Adequate clinical and operaOv 
experience should be pron’ded. Essential equipment ft 
diagnosis and treatment should be available, including a 
special apparatus. The clinical material should,be suSder 
in variety and amount to prmdde full training in the variou 
divisions of the specialty. Adequate experiente in bronck 
esophagology, allergj’, anesthesiology, max-illofacial siirgo) 
and surgery of tire neck, as they relate to otohq'ngobgj 
must be provided. The training shall include a syslmalv 
course of instruction witli demonstrafions on clinical aiK 
technical subjects pertinent to the various phases of oio 
lanmgology. It is recognized that those indiriduals wisto 
to qualify in tumor surgery' of the head and neck must ha\i 
adequate further (raining beyond the present three years 
requirement in otolaryngology. 


The development of a satisfactory program requires, first 
of all, a careful selection of applicants for appointment to 
the resident stafi. The hospit.al administration and medical 
staff, through appropriate review of credentials, should 
ascertain that the personal and medical qualifications of 
applicants selected for residency positions are satisfactory'. 
There should be confidence that the residents appointed liavc 
the high standards of integrity, motivation, industry, re¬ 
sourcefulness, health, and basic medical knowledge necessary' 
to take full advantage of the further educational experience 
offered. Tin’s slioiild include assignment of carefully graded 
and progressive responsibility for patient care. The qualifica¬ 
tions of the resident staff should leave no doubt as to their 
competence to accept tliis assignment, since tlie primary 
obligation of the hospital must be for the patients’ welfare. 

For those applicants who have had their prior medical 
training in the United States or Canada, evaluation of quali¬ 
fications is usually not difficult. Personality characteristics 
can be assessed through interview, letters of recommendation 
and communication with the hospital vvliere internsliip was 
served, and the dean’s office of the medical school. The 
medical school accreditation and internship review progmms 
of the Council on Medical Education and Hospitals of the 
American Medical Association renders reasonable assurance 
in regard to medical qualifications which can be augmented 
through communication with the hospital and school con¬ 
cerned. Such candidates for appointment should be graduates 
of approved schools and should have served an internship of 
at-least one year in an approved liospital. (See pertinent 
sections under Special Requirements, pp. 17 to 48.) 


Essentials of an Acceptable 
School of Medical Technology 

Following several j'ears of study and on unanimous rOTOi- 
mendation by' the Council’s advisory groups in nicdica 
technology, tlie Board of Scliools of Medical TeennowS- 
(ASCP), the Board of Registry of Medical Teclmolojist-. 
(ASCP), the Executive Committee of the American 
of Clinical Patliologists, and tlie American Society of i. 
Technologists, the follouring revised sections of the 
tials” are submitted to the House of Delegates w 
request tliat they be approved. , „ ^ 

The one major revision is an increase, to be e 
Jan. 1, 1962, in tlic entrance requirements. An inerw' 
the pre-technical collegiate education from two to nee 
of college, to include additional courses to bioa ® 
science background, is recommended. No major 
the subsequent 12 montlis’ technical curricn‘ 
mended. These changes have been requeste 
extensive study by the ASCP and its committees cm ^ 
with medical technology, which have met severa 
full exploration of tlie matter with the Counci. 
suggested are; 

PnEAXIDLfi , 

. Three organizations are primarily ujis.' 

of medical technologists; the Co«f “V 


training _ 

Education and Hospitals of tlie Amenran 


Medical 


jC^UUUUUUll ilUU AAUaX.ili.Uto VI .. ^t^rncfc nTlO »• 

tion, the American Society of Clinical * rr^ 
American Society of Medical Technologis s. 
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the American Society of Clinical Pathologists represent this 
Sodety. The Board of Schools of Medical Technology is 
primarily concerned 'vith the evaluation and inspection of 
schools of medical technology, acting in an advisory capacity 
to the Council, assisting also in the maintenance of high 
standards of education and in the development of new 
schools of medical technology. The Board of Registry of 
Medical Technologists investigates and certifies the com¬ 
petency of the technologists. 

The Council, with the cooperation of the Board of Schools 
of Medical Technology, the Board of Registry of Medical 
Technologists, and tlie American Society of hledical Tech¬ 
nologists, has established tire following standards for this 
type of training for the information of schools, physicians, 
hospitals, prospective students, and others and for the pro¬ 
tection of the public. 

Technologists are being trained in these schools to work 
under die direction of qualified physicians and not as inde¬ 
pendent practitioners. 

IV. PREREQUrSITES FOR AD.SrlSSIO.V 

10. Adrm'ssion requirements are as follows: Two years, 90 
quarter hours, or 60 semester hours of college work in a 
college or university accredited by a recognized standardiz¬ 
ing association. During the two years the following courses 
must be taken; (1) Eighteen quarter hours or 12 semester 
hours of biology which may include general biology, bac¬ 
teriology, parasitology, physiology, anatomy, histology, em¬ 
bryology, and zoology (bacteriology is especially recom¬ 
mended); (2) One full academic year (a minimum of 9 
quarter hours or 6 semester hours) of beginning inorgam'c 
chemistry, which may include qualitative analysis, including 
lectures and laboratory; and in addition a minimum of 4 
quarter hours or 3 semester hours of either quantitative 
analysis, organic chemistry or biochemistry, including lec¬ 
tures and laboratory (quantitative analysis is especially 
recommended); (3) Electives sufficient to give a total of 
90 quarter hours or 60 semester hours of college credit. The 
following courses are highly recommended but they are not 
required: physics, a course in general mathematics, and 
typing. 

Oidy those individuals having the above educational re¬ 
quirements may participate as students in this entire pro¬ 
gram. Schools are encouraged to accept only students having 
three years of college and to participate in affih'ated pro¬ 
grams leading to a degree. 

Effective Jan. 1, 1962, the pre-technical educational re¬ 
quirements for admission to a school of medical technology 
approved by the Council will be increased from two years 
(60 semester or 90 quarter hours) to three years (90 semes¬ 
ter hours or 135 quarter hours) to include additional courses 
to broaden the science background. 

V. CURBICUI.UXt 

11. Tlie course of training should not be less than 12 
months in duration and should include the following sub¬ 
jects: biochemistry, hematology, bacteriology, parasitology, 
histologic technic, serology, urinanalysis, blood banking, 
basal metabolism, and miscellaneous clinical microscopy. 

Respectfully submitted, 

Leland S. McKittbick, Chairman 

James M. Faulkner, Vice-chairman 

Warde B. Allan 

W. Andrew Bunten 

Guy A. Caldsvell 

John W. Cline 

Harlan Engush 

Victor Johnson 

Charles T. Sto.ne 

W. Clarke Wescoe 
Edward L. Turner, Secretary 


TRIPLE MEDICAL CIVIL DEFENSE 
PROGRAM IN SAN PRANCISCO 

Medical preparedness for disaster—as it is pur¬ 
sued at the local, national, and armed forces levels 
—will highlight three days of activity in San Fran¬ 
cisco late in June, prior to the opening of the Amer¬ 
ican Medical Associations 107th Aimual Meeting. 
Sponsoring groups include the A. M. A. Council on 
National Defense, the Twelfth Naval District, and 
the Alameda-Contra Costa Medical Association. 

A. M. A. Conference 

Dr. Gunnar Gundersen, A. M. A. President-elect, 
wnll open the Skth Annual National Medical Cml 
Defense Conference with a welcoming address in 
the Rose Room of the Sheraton-Palace hotel on 
Saturday, June 21. 

At the morning session, high-ranking officials of 
the federal government will discuss specific civil 
defense programs of their respective agencies. Some 
plans and current concepts of the Federal Civil 
Defense Administration Mill be outhned by Leo A. 
Hoegh, administrator of the FCDA. Congressman 
R. Walter Riehlman is scheduled to discuss tlie 
congressional program to strengthen civil defense 
efforts, and Dr. LeRoy D. Fothergill, scientific ad¬ 
visor to the chief chemical officer of the Army, will 
report on Biological Warfare and Its Defenses. 

National resources in fulfilling civil defense re¬ 
quirements wdll be the topic of a talk by Dr. W. 
Palmer Dearing, assistant director for health of the 
Office of Defense Mobilization. Dr. Robert L. Smith, 
assistant administrator of health and medical affairs 
for FCDA, will discuss the planning and employ¬ 
ment of a national medical and health program for 
civil defense. Dr. William H. Reiff, ciwl defense 
chairman of the Oklahoma State Medical Associa¬ 
tion, ^vill highlight some problems encountered in 
local medical plans for preparedness and will sug¬ 
gest ways and means to cope with these situations. 

Hospitals ivith “paper plans for disaster oper¬ 
ations” often find it difficult to set up and run an 
exercise to test the adequacy of their programs. 
Dr. Max L. Lichter, a member of the A. M. A. 
Committee on Civil Defense, udll e.xplain how to 
test a hospital plan. 

One feature of the program will be a panel dis¬ 
cussion on The Role of Civilian Physicians in Sup¬ 
port of a Civil Emergency by the three surgeons 
general of the military departments and the surgeon 
general of the U. S. Public Health Service. Dr. Har¬ 
old C. Lueth, Chairman of the A. M, A. Committee 
on Cwil Defense and a member of the A. M. A. 
Council on National Defense, mil preside at this 
discussion. Those participating ivill be Army Major 
Gen. Silas B. Hays, Rear Adm. B. ^V. Hogan, Air 
Force Major Gen; Dan C. Ogle, and Dr. Leroy E. 
Burney of the Public Health Service. 
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The newly created radiologic health division of 
the Public Health Ser\ice will be discussed by its 
director, Dr. Francis J. Weber. Dr. Frank F. Schade, 
chief of the medical and health section of the Los 
Angeles County and Cities Civil Defense Planning 
Board, will describe features which have led to 
successful implementation of the California Medi¬ 
cal Civil Defense Plan. This plan is one of several 
state programs v'hich has received the active sup¬ 
port of its medical and health groups. 

(Additional details of the A. M. A.sponsored ses¬ 
sion are amiJable from Frank W. Baiion, Secretary, 
Council on National Defense, American Medical 
Association, 535 N. Dearborn St., Chicago 10.) 

Navy Symposium 

The Navy is sponsoring a symposium on “Medical 
Problems of Modem Warfare and Civil Defense’' on 
June 19 and 20, at the U. S. Naval Radiological 
Defense Laboratory in San Francisco. Rear Adm. 
George L. Russell, Commandant of the Twelfth 
Naval District, is scheduled to open the session 
and welcome participants. Retired Armj' Brig. Gen. 
Crawford F. Sams and Dr. Riojun Kinosita will re¬ 
port on atomic bomb effects in Hiroshima and 
Nagasaki. The blast and thermal effects, radioactive 
fall-out, and estimate of casualties should an enemy 
attack be made on the San Francisco Bay Area will 
be the subject of presentations b)' Na\'y Cairt, J, H. 
McQuilkin and General Sams, 

At the afternoon session, Navy Capt. Cecil H. 
Coggins will discuss the vulnerabilitj’ of tlie Bay 
Area to attack by biological and chemical weapons. 
Dr. David B. Allman, President of the American 
Medical Association, and Mr. Frank W. Barton, 
Secretary of the A. M. A. Council on National 
Defense, will speak on the plans and activities of 
organized medicine for medical preparedness in 
natural disasters or in the event of all-out war. 

Topics and speakers on the second da}^ include 
Present Day Radiation Hazards by Robert R. New¬ 
ell, M.D., and Edward Alpen, Ph.D.; Current Med¬ 
ical Thinking and Planning for Civil Defense by 
Drs. Robert L. Smith, Frank L. Cole, and Rear 
Adm. A. G. Cook; and Military Management of 
Mass Casualties by Army Lieut. Col. H. Haskell 
Ziperman. Mr. Herman Kahn will discuss a systems 
analysis of civil defense, and Capt. A. R. Behnke of 
the Navy will speak on ph)'siological factors in in¬ 
dividual and group survival. 

(Individuals who desire to attend the Naval Sym¬ 
posium should make an early reservation by writing 
to Capt. Wilbur E. Kellum, M. C., U. S. N., District 
Medical Office, Twelfth Naval District, 50 Fell St., 
San Francisco.) 

Test Exercise Star 

Immediately following the Navy symposium, on 
the evening of Jun^20, the Alameda-Contra Costa 
^^edical Association'^ sponsoring Test Exercise 
Star. Taking part in thrill will be some 15 general 


J.A.M.A., May 

hospitals in the two-county area. Ihe disaster in, 
dent will be based-on the assumption of an ear) 
quake of severe intensity. 

At 7 p. m. mobilization of medical personnel 
respective disaster sites, as well as at hospitals w 
have been. completed. Mock casualties will’tli, 
begin evacuation from disaster sites to respecti 
hospitals for triage and definitive treatment. It 
contemplated the drill uill be completed by a 
proximately 10 p. m. Designated hospitals wlltlii 
conduct half-hour demonstration clinics in assign, 
disaster injuries, covering in particular their tre; 
ment. 

Members of the Alameda-Contra Costa Mec 
cal Association will man a command post for tl 
two-county exercise-coordinating available hospit 
beds, physicians, nurses, and use of ancillary' mec 
cal personnel. Die command post also will be 
blood procurement center. 

This exercise will be conducted in’ coope'ratii 
with units of the armed forces in tlie Bay Are 
Members of the A. M. A, attending the confe 
ence on civil defense in San Francisco, on June 2 
are invited to witness tlie exercise. 

It is urgently requested that those desiring , 
attend the exercise write to Chairman, Disash 
Committee, Alameda-Contra Costa Medical Assi 
ciation, 6280 Claremont Ave., Oakland 18, Cslij 
by June .1st. This is necessary in order'that iron, 
portation as well as further instructions comk 
this event may be provided for spectators. 

DOCTOR-PRESS RAPPORT IN 
NORTH CAROLINA 

Are medical men an uncooperative group wh 
refuse to pro\'ide the press with news tlie publi 
u'ants and needs? Do newspaper'reporters distw 
medical new'S and e,\pect phy'sicians to violate ethic 
by disclosing confidential information about pa 
tients? Newsmen and doctors have raised question 
like these quite frequently in the past But, accor 
ing to a research report from tlie University o 
North Carolina, the answer to botli questions ap 
pears to be “No.” ' . 

The report indicates that most editors-at leas i 
Nordi Carolina—believe phy'sicians are 
increasingly cooperative as news sources, and 
medical men who have furnished information to 
press feel they were treated fairly and 
as printed was accurate. Completion of t e o 
Carolina press-medical project, a two an a ^ 
year study', was announced by' Roy E. Car er 
former reporter, editor, and 
holds a joint appointment as jfitytf 

of Journalism and research professor in the ^ 
for Research in Social Science at tlie_ 'j[,c 
North Carolina. Carter conducted tlie s » 1 
Medical Society of the State of North ai" 
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The 155-page report summarizes results of a 
series of questionnaire studies, newspaper and 
magazine content studies, and detailed intendews 
with newsmen, medical news sources, and hospital 
administrators. The study represents an analysis of 
1,771 news items and the opinions of more than 100 
newsmen and more than 350 physicians. It is be¬ 
lieved to be the first ever conducted on a state level. 

“Aldiough the project findings indicate there is a 
vdllingness on the part of both groups to help 
eliminate barriers to medical news coverage, some 
ver}' real barriers still evist,” Carter said. “Doctors 
subscribe to an ethical code which forbids their 
seeking publicity, and many newsmen regard medi¬ 
cal news as a difficult and technical field in which 
to work.” 

Financed jointly by the state medical society and 
the university, the project was carried out wth the 
assistance of a press ad\nsQr\' committee consisting 
of Holt McPherson, editor of the High Point Enter¬ 
prise, Sam Ragan, executive editor of the Raleigh 
News and Observer and Times; and Worth Bacon, 
managing editor of the Winston-Salem Journal. 
Medical advisory committee members were Dr John 
S Rhodes of Raleigh, chairman; Dr. Thomas T 
Jones of Durham, Dr. C. T. Mfilkinson of Wake 
Forest, and Dr. William P. Richardson of the Uni¬ 
versity of North Carolina School of Medicine, 
Chapel Hill. 

Some additional findings in the project indicate 
that: 

—Editors believe their goals and values in handling 
medical news are similar to those of physicians, but 
medical men feel there are real differences—that the 
editor, for example, places promptness of publica¬ 
tion ahead of accuracy. Editors correctly predicted 
the views of physicians. 

—Doctors perceive editors as persons much hke 
tliemselves, whereas reporters are seen as less good, 
less valuable, less fair, and so on Yet it is xiuth re¬ 
porters, generally, tliat physicians must deal. 

—Two professional problems arise when physi¬ 
cians serx’e as news sources They may be accused 
of seeking publicity if they are quoted in print, and 
they may be questioned on scientific grounds if the 
information they furnish is popularized or shortened 
by the writer. According to North Carolina doctors, 
medical items in their hometoxxm papers are more 
fair than accurate, and more accurate than com¬ 
plete. 

—News stories xvhich were described by medical 
news sources as “misleading” or as having resulted 
from “irritating” interx'iews generally were items in 
which the news contacts were made by newsmen 
rather than doctors Medical news sources xvho 
initiated press contacts, usually did so by personal 
visit. 

—In general, younger editors had more favorable 
impressions of medical news sources than their 
elders, whereas among physicians favorable atti¬ 
tudes toward the press occurred more frequently in 
' the older group 


FILMS ADDED TO A. M. A. 

MOTION PICTURE LIBRARY 

Txvo more film subjects from the fracture series 
produced for the Veterans Administration have been 
added to the A. M. A. film librarxx “Fractures About 
the Knee” was rexnewed in The JoxnvxxL, Jan. 26, 
1957, page 308, and “Fractures of the Shaft of the 
Femur” was rexdewed in The Jourxxl, June 1,1957, 
page 601. These two basic teaching films on frac¬ 
tures incorporate superb diagrammatic illustrations 
and excellent photography. 

A teaching film from the Mayo Clinic also has 
been added to the film libranx “Technique of Proc¬ 
toscopy” was tlie subject of an illustrated film re¬ 
view appearing in The Jouhnal, March 22, 1958. 
page 1510. This film is an excellent portrayal, step 
by step, from the taking of the proctologic historx' 
to the completion of the proctosigmoidoscopic 
examination. 

ITALIAN PHYSICIANS WSIT HEADQUARTERS 

The .American Medical Association was host to 
some 50 physicians and their udves from Milan, 
Italy, when they xdsited the headquarters building 



in Chicago, April 10. Among those welcomed at a 
reception by George F. Lull, M.D., A. M. A. Secre- 
tarx' (right), were Dr. and Mrs. Mario Celotti and 
Dr. Adele Guffanti. During the 18-day visit to the 
United States, they toured, at their owm ex-pense, 
medical centers in New York, M^ashington, D. C., 
S>Tacuse, N. Y., Albany, N. Y., Indianapolis, Chi¬ 
cago, Detroit, and Rochester, Minn. 

CHANGE OF ADDRESS 

If you change your address please notity The 
JoHRXAL at least six weeks before the change is 
made. Include the address label clipped from jour 
latest copy of The Jour-nal, being sure to clearly 
state both your old and new address. If xour city 
has Postal Zone Numbers, be sure to include this 
Zone Number in your new address. 




COUNCIL ON MEDICAL SERVICE 


J-A.M.A., Afay 17^ jgi 


SUPPLEMENTARY REPORT NO. 2 

MEDICAL CARE FOR THE INDIGENT IN 1957 

This is the third in a series of reports published by the Committee on Indigent Care of the 
American Medical Associations Council on Medical Service. The first report “Medical Care 
for the Indigent in 1957" (The Journal, June 15, 1957, pp. 772-776), summarizes, the develop¬ 
ment of public assistance medical care and the changes made by the 1956 amendments to the 
Social Security Act. “Supplementary Report No. 1" describes changes made by the 1957 amend¬ 
ments. Copies of both repoiis may be obtained from the Council on Medical Service. 


The 1956 Social Security Amendments author¬ 
ized increased federal reimbursement of state pub¬ 
lic assistance expenditures and “earmarked” part of 
this increase, knowm as the "$6-and-$3 formula,” for 
vendor payments for medical care. Tlnough this 
formula, tlie federal gOA'ernment leimburses half 
the mone}' spent by a state in sucli vendor i^ay- 
ments, ui? to a “maximum matcliable” state expend¬ 
iture of $6 times the number of adult assistance 
recipients per month and $3 times the number of 
children receiving assistance per month. 

In order to obtain the maximum amount of (fed¬ 
eral funds, some states found it would be necessary 
to change the medical care programs they had in 
operation prior to July 1, 1957, the effective date of 
the new fonnula provisions. Among the reasons 
necessitating such changes are tlie maximums set 
on federal reimbursement of vendor pajanents and 
the prohibition of “split payments” under the new 
formula. Many state welfare agencies and medical 
associations have had difficulty understanding these 
limitations. The present report is intended to clarify 
both points. (Some of this material is contained, in 
less detail, in previous Committee reports.) 


“Split Payments” 


1. What is meant by the term “split payment" in 
reference to public assistance medical care? 

The state welfare agency can disburse money for 
medical needs of public assistance recipients in two 
ways: as “money payments” and as “vendor pay¬ 
ments.” In die money payment method, the agency 
budgets for the individual’s medical costs when de¬ 
termining the amount of his monthly assistance 
payment and die recipient is expected to pay his own 
medical bills out of this monthly grant. In the ven¬ 
dor payment method, the welfare agency makes a 


Members of the Committee on Indigent Core nre John F.. Burton, 
M D Chairman, Oklahoma City; A. J. Bowles. M.D., Seattle; I. Jay 
Briehtman M.D., Albany, N. Y.; E. P. Coleman, M.D., Canton, Ill.; 
WeskTw. Hall, M.D.. Reno, Nev.; E. A. Ockuly. M.D., Toledo. Ohio; 
Dean W. Roberts, M.D., Chicago; Mr. R. M. Hilliard, consultant, Chi¬ 
cago; and Mr. Nelson B. Neff, consultant, Reno. Nev. 


direct payment to die physician, hospital, nursir 
home, pharmacist, or other “vendor” of medic 
services for care provided to the recipient. A spi 
payment occurs when the agency uses both metboc 
to pay for the same “item of sendee” for the sair 
group of assistance recipients. 

2. What would be an example of a sjylii pmjmeni 

As an example, a state might pay $5 per day t 

hospitals for care of Old Age Assistance recipienl 
and include funds for meeting individual hospiti 
bills above this amount in die money pajanents t 
die recipients. Since both vendor and'money paj 
ments would he used to meet hospital costs for ft 
same group of recipients, this would constitute 
split payment. 

3. How are “items of service" classified to deici 
mine whether split payments are involved? 

Before federal reimbursement of a states piftli 
assistance e.xpenditures is authorized, the state mus 
submit its plan to the Bureau of Public Assistanc 
of the Social Security Administration in the Depart 
ment of Health, Education, and Welfare. In fti 
plan, the state must define all “medical sendees t( 
be provided and must apply these definitions rea 
sonably and consistently. 

In most states, services are classified by tlie pet 
son or facility providing them. For example, hos 
pital services are usually considered one item, p ) 
sicians’ services another, nursing-home careanotiet 
and drugs another. 

4. Must all physicians’ services he considere <■ 
single item of service? 

No, physicians’ services may be divided into tea 
sonable categories by types of services. 
ample, a state may legitimately decide to use 
dor payments for physicians’ in-hospiw . 
while including the cost of home and y, 

tlie money payment. Again, it may use ven or 
ments for surgical services and money pa> 
for medical services. 
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5. Are any exceptions made to the ruling against 
split payments? 

The only general exception is made in regard to 
nursing-home services, which may be split into com¬ 
ponents, such as room and board, nursing services, 
and other services. One component may be paid 
through money payments and another through ven¬ 
dor payments. 

The individual state plan may also specify 
vendor payments for particular cases, although the 
same item is being paid for through money pay¬ 
ments to other members of the group. For example, 
the plan may provide for v'endor pavunents “when 
the needy individual requests diat medical costs be 
met in this vv'ay.” 

6. Must payment methods be uniform for all pub¬ 
lic assistance recipients in a state? 

No, the four public assistance programs. Old Age 
Assistance (OAA), Aid to the Blind (AB), Aid to 
Dependent Children (ADC), and Aid to the Per¬ 
manently and Totally Disabled (APTD), are con¬ 
sidered as separate entities. Thus, without any con¬ 
flict, vendor payments might be used for OAA 
hospital care and money pavunents for ADC hos¬ 
pitalization. 

7. Must payment methods in each individual 
public assistance program be uniform throughout 
the state? 

No, allowance may be made for differing condi¬ 
tions and needs in different areas. The welfare 
agency may use v'endor pavanents for a particular 
item in one area and money pajnnents in another. 
A split pa>Tnent occurs only when both methods 
are used for the same item for the same group of 
assistance recipients. 

8. When did the Bureau of Public Assistance first 
prohibit split payments? 

Split payments, as such, did not pose much of a 
problem to the states until the 1956 Social Securit}' 
Amendments took effect on July 1, 1957. Prior to 
that date, federal matching funds were based on the 
total expenditure per recipient, whether payments 
were made to the individual or to a vendor of medi¬ 
cal semces. However, since vendor pavunents vv^ere 
first authorized, in 1950, the bureau has required 
that each state’s plan include a consistent policy as 
to which services would be paid for by v’endor pay¬ 
ments and which by money pav'ments. The pro¬ 
hibition has, Uierefore, been implicit in bureau pol¬ 
icy since that date. 

9. If a state makes a split payment for medical 
services, how is the federal reimbursement affected? 

The Bureau of Public Assistance approves state 
plans only if they assure identification of medical 


care costs to the v’endor or the money pavinent—not 
both for the same item of service. Federal reim- 
bvnrsement would, therefore, be allowed only on 
that portion of the pavment made in accordance 
vv’ith the approv’ed state plan; the remainder of tire 
pavunent, made by a method not specified in the 
approv'ed plan, would not be considered part of the 
federally aided program and would have to be 
financed entirely from state and local funds. 

Effect of 1956 and 1957 Amendments 

10. How did the 1956 and 1957 Social Security 
Amendments affect federal aid to state public as¬ 
sistance programs? 

Prior to July 1, 1957, federal participation vv’as 
based on tbe total amount of state assistance, in¬ 
cluding both money and v’endor payments, within 
specified limits on each indmduars monthly grant. 
In aid to the aged, the blind, and tlie disabled, only 
S60 of each recipient’s grant vv’as considered in cal¬ 
culating federal reimbursement; in aid to dependent 
children, the ma.ximums were $32 each for one 
dependent child and the adult vv’itli vv’hom he liv'ed, 
plus $23 per month for each additional dependent 
child in the same family. (These amounts vv’ill be' 
referred to in the rest of this report as the “basic 
grant.”) 

Since July 1, 1957. a state may choose to con¬ 
tinue using this formula and to include vendor pay¬ 
ments for medical serv’ices w’ithin these basic grants, 
or it may choose to change to the new federal aid 
formula applicable under the S6-and-S3 medical 
care amendments, vv’ith the basic grants limited to 
money pa>’ments. 

11. What effect does the new formula have on 
state public assistance financing? 

The basic effect is that more federal funds are 
• made av’ailable for matching state assistance e.x- 
penditures, and the legal maximums for federal re¬ 
imbursement per assistance recipient are increased 
—but only if a state makes v’endor paj’ments for 
medical care as part of its public assistance pro¬ 
gram. 

12. If a state decides to use the 56-and-SS reim¬ 
bursement formula, what limitations will this place 
on over-all payment methods? 

Any vendor payments for medical care not con¬ 
tained vv'ithin the $6 and $3 ma.ximums vv’ill be 
ineligible for federal reimbursement, and, vv’itliin 
the $60 and $32-32-23 (ADC) basic grants, onlv’ 
money pav’ments vv’ill be eligible for federal re¬ 
imbursement. Any pavTnents not meeting these 
specifications must be financed entirely from state 
and local funds. 

13. What problem does this new formula raise 
for the states? 
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Prior to July 1-, 1957, some states already made 
public assistance payments, including money or 
vendor payments for medical services, which ex¬ 
ceeded die basic grants eligible for federal aid. To 
continue at tliis level of expenditure under the older 
formula v'ould be, for these states, to refuse addi¬ 
tional federal funds now made available. 

Too, some of these states were making medi¬ 
cal care vendor payments which averaged more 
than $6 per adult and $3 per child. Tlie new for¬ 
mula would, therefore, reduce the amount of sup¬ 
port available for vendor payments. To obtain tlie 
largest possible amount of federal aid, it might be 
necessary for these states to change their method of 
payment for some items of medical service. 

14. How would these high-payment states he 
affected, in terms of federal funds received? 

As an example, consider a state which paid out 
$66 for each Old Age Assistance recipient. Prior to 
July 1, 1957, only $60 of this amount would be eli¬ 
gible for federal matching; the amount of federal 
reimbursement would be $39, v'hether the $60 was 
all in the form of a money pajnment or w^s part 
money and part vendor payment. 

After July 1,1957, if the state operated under the 
new formula, it would be eligible for $39 reim¬ 
bursement on the $60, if the $60 were all in the 
form of a money payment to the recipient, plus $3 
(507o) reimbursement of the other $6, if the $6 
were all in the form of vendor payments for medi¬ 
cal services (total, $42). 

Under such a system, where dre state receives 
tlie maximum amount of federal aid possible, fed¬ 
eral reimbursement would increase $3 per recipient 
per month after July 1. (In Massachusetts, for in¬ 
stance, this would mean an increase of about 3- 
million dollars per year for OAA recipients alone.) 

If, however, the state's $66 payment consisted of 
a $56 money payment and a $10 vendor payment, 
federal reimbursement would amount to $37 (on 
the $56 money payment) plus $3 (the maximum 
federal contribution to the vendor payment). In 
this case, federal reimbursement would total $40— 
an increase of only $1 per recipient over the old 
formula. 

The foregoing examples simplify federal reim¬ 
bursement formulas to illustrate how federal aid 
changes with the distribution of grants between 
vendor and money payments. In practice, of course, 
matching maximums for tlie money payments are 
applied to individual grants, while those for vendor 
payments are applied to tlie tliree-months total of 
assistance recipients and medical expenditures.) 

15. How have itjffividual programs been affected? 
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In order to obtain the additional federal aid m 
available, some of the high-payment states ha 
revised one or more of their public assistances, 
grams to bring the average vendor pajmeat i 
medical services as close as possible to the limit 
$6 per adult and $3 pef child and to bring njore 
the remaining medical care cost into the mon 
payment. Under the new formula, any vendor pj 
ments above the $6-$3 level are made Mthout fe 
eral reimbursement. 

16. Are all states affected in this way by the m 
forimda? 

No, the new formula creates problems primari 
for tlie high-payment states. Many states have he 
making total assistance payments of less than 5 
per person; these states would have to increa 
their payments before the new formula would; 
feet tlieir financing. States 'whose vendor paymer 
averaged less than $6 and $3 before July 1 also c; 
obtain maximum federal aid witliout revising pa 
ment methods. In some states, these earmark 
funds for medical care have encouraged the initi 
tion of medical care plans where no such form 
program existed preinously. 

17. Why do the high-payment states object 
cuiiailing vendor payments? 

Some providers of medical services in these stati 
object, because tliey feel tliat payment is less ce 
tain and the administrative burden on them greati 
when they must collect from tlie individual assis 
ance recipient rather than from tlie state. Soit. 
state welfare agencies also object, because theyma 
be able to obtain reduced rates for medical senitt 
reimbursed through a vendor payment anangf 
ment; this advantage is lost when sendees are pai 
for by the individual patient. 

In addition, some welfare agencies have had diH 
culty'^ in finding an item or a combination of itea'^*’ 
medical service which can be adequately finance 
within the $6 and $3 limits. For example, onesfai 
has transferred infirmary'^ care from vendor paymes 
to its money payrments because the $6 vendor paj 
ment would cover only a fraction of the cost. 

On the other hand, die niatchable maximum 
federal participation in money payments is app 
to each individual’s grant radier than to an a\era& 
of all grants. This metiiod, therefore, does not n 
distribution of large medical costs 
public assistance program, as does the ven oir 
ment mediod. Any medical expenditures no 
ered by vendor payments which exceed ^ ® 
grant amounts must be paid entirely from s a 
local funds, so tliat transferring a service 
dor to money payment may mean a loss o 
funds on expensive cases. 
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18. What alternative methods have the states 
\ ' proposed? 

• ‘ Several states have attempted to set up plans 
, ■ under which medical services for assistance recip¬ 
ients would be paid for through vendor payments, 

‘up to the S6-and-$3 limits, with any costs beyond 
' this limit paid through additions to the patient’s 
money payment. This use of the split-payment 
'' method was intended to assure providers of medical 
services that as much as possible of their bills would 
be paid to them directly by the agency and to effect 
some distribution of the larger cost items. 

19. Have any such plans been put into operation? 

Not as part of a public assistance program. The 

' ■> Bureau of Public Assistance has not authorized 
federal reimbursement in programs which propose 

• the use of money payments to supplement vendor 
pajTnents in this fashion, holding them to be incon- 

• sistent with present legislation. 

Reasons for Policy 

’ 20. Why does the Bureau of Public Assistance 

oppose split payments? 

The bureau gives three main reasons for its de¬ 
cision; (1) the intent of Congress and the content 
of the law; (2) the principles governing money pay¬ 
ments; and (3) the principles of efficient adminis- 
' tration. 

21. What conflict is there between existing laws 
'' ■ and a split-payment method? 

Split payments are not specifically mentioned in 
■ - the enabling legislation for public assistance medi¬ 
cal care. However, in states which choose the new 
' ■ formula, the federal government wll participate in 

• vendor medical payments only within the $6 and 

- $3 maximums. According to established practice in 

public assistance programs, these states must spec- 
. ify the items of service for which they will make 
, - vendor payments and may not apply them generally 
., • for any medical needs which arise, 
f-'" 22. Why is it believed that split payments con- 

y - flict with the intent of Congress? 

. ’’ ^Vhen the new $6-and-$3 formula was first en- 
acted in 1956, it was to apply in all states, -without 
. ' exception, on July 1, 1957. After that date, federal 
reimbursement beyond those maximums would be 
,, confined to money payments. 

.,,' In 1957, txvo types of amendments were intro- 
'iduced. The tj'pe passed by Congress allows each 
'state to choose beriveen the new formula and the 
■'‘^"'formula in effect before July 1; the other t}'pe, 
-; (which was not passed, would also allow the states 
I the alternative of receiving federal reimbursement 
,,on vendor payments both under the $6-and-$3 for- 
mula and as part of the basic assistance grant. 


Since Congress chose the amendment which lim¬ 
ited the flexibilit)' allowed the states in apportion¬ 
ing public assistance funds behveen r'cndor and 
money payments, if they wanted maximum federal 
participation in the costs, the Bureau of Public 
Assistance has been advised that -Split paxments 
would be contrary to the intent of Congress. 

23. Would Allowing split payments increase the 
federal share of public assistance costs? 

Probably. Since the states would be able to use 
both the money and vendor payment parts of the 
formula to more nearly maximum advantage, the 
high-payment states especially could more easily 
obtain federal matching up to the full $66 com¬ 
bined maximum. 

24. How do split payments conflict with general 
principles governing money payments? 

Public assistance policy is that the state, in mak¬ 
ing a vendor payment, is purchasing medical serv¬ 
ices on behalf of the assistance recipient; the state 
takes the responsibility for providing services and 
making payment. \^ffien it increases the assistance 
recipient’s money payment to meet medical costs, 
the patient has full responsibility for spending the 
money, just as he is responsible for the purchase of 
other budget items, such as food and clothing. 
Money payments cannot be "earmarked" for specific 
purposes, but must be based on monthly over-all 
needs, xvith the recipient free to spend the grant as 
he sees fit. The Bureau of Public Assistance does 
not believe that these two types of responsibility can 
properly be combined, with the recipient paying 
part of the cost and tire agency paying tire remain¬ 
der. 

25. How would split payments affect efficiency 
of administration? 

In a vendor payment system, tire welfare agency 
not only makes payments but also arranges and 
maintains satisfactory working arrangements xvith 
the suppliers of medical services. If each medical 
cost were divided between money and vendor pay¬ 
ments, providers of services would not be sure 
whether payment was to come from the individual, 
the agency, or both. The bureau feels this would 
not be consistent with efficient administration, be¬ 
cause of the difficulty of maintaining satisfactory’ 
relationships unth providers of services and because 
of the complex fiscal controls which would be nec¬ 
essary. 

Future Possibih'ties 

26. Is legislation to allow split payments likely? 

Congress might give the Bureau of Public As¬ 
sistance specific legal authority to allow split pay¬ 
ments. However, the states suggesting this method 
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did so only as a less drastic alternative to the strict 
division into money and vendor payments allowed 
under the new formula. New bills, therefore, are 
more likely to follow the lines of the 1957 Douglas- 
McCormack bills, to allow more flexibility in appor¬ 
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tioning public assistance funds behveen tlie monev 
and vendor payment or to increase the vendor pay 
ment medical care reimbursement available unfe 
the' new formula to a level more consistent with th 
services and costs in the high-payment states. 


MEDICINE AND THE LAW 


SEQUEL TO HALL v. DE SAUSSURE 


The “Medicolegal Abstracts,” which appear in 
these columns at frequent intervals, are conden¬ 
sations of reported decisions of courts of appeal. 
However, the published decision of a court of ap¬ 
peal is not necessarily indicative of the final out¬ 
come of‘the case. 

In Hall v. DeSoussure, 297 S.W. (2d) 81 (Tenn., 
1956), abstracted in The Journal of July 6, 1957, 
page 1152, and discussed in the issue of Jan. 11, 
1958, page 162, tlie trial court directed a verdict 
in favor of the defendant physician which was re¬ 
versed on appeal. The trial court had refused to 
submit the case to the jury on the ground that the 
action had been barred by the statute of limita¬ 
tion. The higher court held that the case should 
have been submitted to the jury on the basis of 
the plaintiff’s evidence that the defend'ant physi¬ 
cian had fraudulently concealed the plaintiffs cause 
of action. Accordingly, the court held that the 
defendant’s concealment prevented the running of 
the statute of limitation, and therefore the case 
was remanded for a ne\v trial. 

The background of the case and resume of the 
second trial of the case has been supplied to the 
A. M. A. Law Department by Dr. Richard L. 
DeSaussure, the defendant. He states: 


Upon the first trial of tliis case in the Circuit Court of 
Shelby County, Tennessee, the Trial Judge granted a general 
motion for a directed verdict in favor of the defendant. The 

plaintiff appealed. , , m • 

The action was for dami>ges for breach of contract. Plain¬ 
tiff alleged that her husband in his lifetime entered into 
a contract with the defendant, a neurosurgeon. Dr. Richard 
L. DeSaussure, for tire performance of a rhizotomy. The suit 
was filed by William G. Rail in his lifetime. Shortly after 
the filing of the suit plantiff died and tire cause was revived 
in the name of Mrs. Janice Hall, executrix. Plaintiff alleged 

in his declaration: , . .n- . n m r fi,o 

“On August 15, 1952, the plaintiff, m the office of the 

defendant, there being no one present except the plaintiff 
die plaintiff's wife and the defendant, vvas advised by die 
defendant that he, tire defendant, would recommend what 
he termed a rhizotomy, vvlrich defendant described to Ae 
ns ireine a very simple operation, consisting of a 
SIS » »evS„ce rf n»ves tading fcough P»n 


area, by making an incision on tire left side parallel to ar 
approximately an inch and a half from the spine, 0 
operation to be perfoniied under a local anaesthetic... 
With the understanding that the plaintiff would .ills 
no surgery of any kind or character upon his spine, ai 
upon the assurance by the defendant that no spinal surge 
would be performed, tire plaintiff then entered into a cq 
tract witli the defendant to perfonn the operation herei 
above described, and no other. 

“Thereafter, on September 8, 1952, tire plaintiff, in f 
Baptist Memori.al Hospital, Memphis, Tennessee, pursna 
to said contract, submitted to an operation at the hands 
defendant. 

“After the operation, plaintiff continued to suffer eici 
ciating pain, witli the exception of a very short period 
time immediately following the operation, and plainti! 
shoulder arrd arm becanre locked, and although physioth 
apy was resorted to, the locking or stiffening of tlie plaintil 
shoulder increased and tire arnr began to atrophy and t 
pain became so intolerable that plaintiff was forced torcsi 
to the use of codeine in heavy quiintities. (R. 4-7.) 


The plaintiff testified that instead ol Cite opei 
ion being performed in accordance witlr the cc 
ract tlte defendant entered liis spine by means 
i laminectomy and severed the nerve roots. 

At the conclusion of the defendant s evidence on the 1 
rial of tire case a general nroUon for a directed i® 
nade on behalf of Dr. Richard L. DeSaussure was gram 
urd plaintiff’s suit was dismissed. 

Upon appeal, the Court of Appeals held a 
nndence to take the case to the jury on the issue o 

ind also upon tire issue of fp 

rause of action by the defendant, the defendant hairng P 

he one year statute of limitation.s. miffed 

Upon a remand of the case all . „tnn 5 « 

he jury and the jury, with unusual ^'spat 
.Trdict for the defendant. Dr. Richard L. D^n 

Although the decedent, the ilst 

hat the contract sued on wnS entered rate 
1952. decedent’s wife, in whose ‘1« 

hved, admitted on cross-exmnma o th^^ 
rave the operation performed w as re 
1952 but that she and her husband , t},eop« 
DeSaussure on that date without ^ , 1952,1 

ion performed; tliat thereafter on Sepiemh , 

returned to his office, discussed the nr „ Carr,de 
advising with their regular physiaan. Dr. 
mined to have the rhizotomy wja] (he In' 

Dr. DeSaussure testified upon the s 
opportunity to testify on Ae first tml h ‘ 
was dismissed at the close ot piamm 
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plaintiff’s decedent and his wile came to his office on August 
15,1952, at which time he e^lained to them several possible 
operative procedures that might be considered but stated in 
his opinion that only a rhizotomy would gis’e the plaintiff 
relief from the intense pain he was suffering. 

It appeared without dispute that on May 23, 1952, Dr. 
Du.ane Carr had operated upon decedent, performing a left 
upper lobe lobectomy, removal of the third and fourth ribs 
and had incised the second, tlrird and fourth intercostal 
ners'cs. A portion of the malignant tumor could not be 
reached by surgery. It was after this operation tliat the 
decedent first called on Dr. DeSaussurc. 

Botlr decedent’s wife and Dr. DeSaussure testified that 
after flie decedent and his wife had first conferred with Dr. 
DeSaussure, tliey were unwilling to have the rhizotomy per¬ 
formed without consulting uath Dr. Duane Carr, the physi¬ 
cian who had performed the operation on May 23, 1952. 

Decedent’s v/ife testified that she and decedent went to 
Dr. Carr’s office on September 2, 1952, discussed the matter 
at length, and upon Dr. Carr’s recommendation determined 
to have tlie rhizotomy performed. On September 8, 1952, 
the rhizotomy was performed by Dr. Richard L. DeSaussure 
by removing the laminae and severing the nerve roots lead¬ 
ing into tile pain area. 

On January 13, 1954, William G. Hall, the patient, and 
referred to here as decedent, filed this suit against Dr, 
Richard L. DeSaussure. Mr. Hall died on January 25, 1954, 
and it was tlien that the suit was revived in the name of his 
widow', Mrs. Janice Hall, as Executriv. 

Dr. Duane Carr testified that at the time of the confer¬ 
ence on September 2, 1932, he explained to Mr. and Mrs. 
Hall the nature of the rhizotomy operation and that they 
understood that a laminectomy would have to be performed 
in order to reach the nerve roots and it was after haring 
this explanation made that Mr. and Mrs. Hall returned to 
the defendant’s office and made final arrangements for tlie 
operation. 

The Trial Court condensed the issue of liability presented 
by the declaration to the sole question of whether or not the 
defendant had committed an assault and battery on decedent 
by performing the operation differently from the manner 
agreed upon. There were no questions of negligence or mal- 
' practice in the case. The issue of alleged fraudulent con¬ 
cealment of the cause of action by the defendant was also 
submitted to the jury. There was no evidence of fraudulent 
concealment unless the nebulous e-xcerpt from the record 
quoted by the Court of Appeals upon the first appeal could 
he so considered. 

As stated previously, the jury returned a verdict for Dr. 
Richard L. DeSaussure on all issues. No appeal was prayed 
and the j'udgment in favor of Dr. DeSaussure is final.” 

In a letter to the Law Department, Dr. DeSaus¬ 
sure stated that he had made a complete explana¬ 
tion of the nature of the operation to the patient 
and that the litigation was probably the result of 
a careless remark made by another physician. His 
letter states: 

I should like to comment on your "Fraudulent Conceal¬ 
ment of a Patient’s Cause of Action,” which appeared in the 
J. A. M. A. January 11, 1958 issue, since 1 was the de¬ 
fendant in the law suit to which you referred (Hall vs. 
DeSaussure, 297 S. W. (2) 81 (1956). 


In your last paragraph you state that the unfortunate tiring 
is that a timely and logical explanation had not been given 
the patient. These, however, are not the facts. It is true that 
this is what both the plaintiff and his wife said, but it is a 
weU-knowm fact that patients do not always quote their 
doctors correctly. 

I should be glad to discuss this at some length if you 
desire, but briefly this man first attempted to bring suit on 
the basis that I had given him cancer. ^Vhen a reriew of the 
records demonstrated that he had cancer and had been told 
by his chest surgeon that he had a residual growth, prior to 
the time I saw him, he sought some other reason for bring¬ 
ing suit. 

Prior to surgery’, I had discussed prefrontal lobotomy, 
rhizotomy, cordotomy and section of peripheral nerve xx'ith 
this man at great length since he was a lawyer and 1 
thought had more intelligence than the average patient. 
Rhizotomy was decided upon. The fact, that these were 
discussed with him, were brought out at the subsequent 
trial by Dr. Duane Carr and by Dr. Gwin Robbins, chest 
surgeons, who referred the patient to me. This man’s suit 
was brought when he was terminal. 

As you noted, the court of appeals returned this case for 
trial before a j'ury. The j'ury deliberated only-ten minutes 
before returning a verdict in my favor. 

In the original trial, my lawyer and I discussed at some 
length as to whether to try the case fully on its merits, or 
to cut the case short in order to save time and ask for 
directed verdict on the statute of limitation. We felt this 
was a valid argument and therefore tried to win the case on 
the basis of the statute of limitation. As you know, this was 
not successful, but we did win the case subsequently on the 
basis of its merits. 

Rather than an example of not explaining things to the 
patient fully, which I can assure you I did, I feel that this is 
a better example of how an unthinking e.xclamation by one 
of our colleagues can result in a law suit. To wit, the ex¬ 
clamation, “he sure took a chunk out of your spine,” which 
I feel was direedy responsible for the case. 

In the foreword to “Medicolegal Forms witli 
Legal Analysis,” a compendium of operative and 
other consent forms, tire statement is made: 

In the absence of a consent form that describes within 
reasonable latitude the nature of the operation or treatment 
to be performed, a j'ury can very' easily choose to beh'eve 
the "forgetful” patient whose recollection regarding the 
treatment he authorized has been dimmed by time or 
circumstances. * 

Fortunately the jur)’ chose to believe that Dr. 
DeSaussure had made an adequate explanation of 
the procedure to be performed and the possible 
results. However, it is possible that a consent form 
setting forth the nature of the operation and its 
risks, executed by the patient (an intelligent law¬ 
yer), might have discouraged the filing of the suit. 

Single copies of "Medicolegal Forms witli Legal Analy¬ 
sis” are available to physicians without charge. Requests 
should be sent to the American Medical Association, Law- 
Department, 535 N. Dearborn St, Chicago 10. A charge of 
$1,00 per copy is made to nonphysicians. 
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ALABAMA 

State Medical Elections.—Tlie Medical Association 
of Tile State of Alabama has installed tlie following 
officers: president, Dr. Edgar G. Givhan Jr,, Bir¬ 
mingham; president-elect, Dr. William R. Carter, 
Repton; Adee-president, Northeastern Division, Dr. 
\Villiam E. White, Anniston; state board of censors, 
Dr, Wilmot S, Littlejohn, Birmingham, to fill one- 
year term, Dr. Justus M. Barnes, Montgomery, five- 
year term, and Dr. James O. Finney, Gadsden, who 
succeeded himself for a five-year term. 

Specialty groups that elected officers during the 
annual session included: Alabama Association of 
Obstetricians and Gynecologists, president. Dr. 
Juh’an P. Hardy, Birmingham; vice-president. Dr, 
Hieodore F, Middleton, Mobile; and secretary- 
treasurer, Dr. H. Lyman Findley Jr,, Tuscaloosa.— 
Alabama Orthopaedic Sociefy, president. Dr. John 
F. Comer, Birmingham; vice-president. Dr. Alfred 
R. Earl, Mobile; secretary-treasurer. Dr. Paul D. 
Everest, Montgomery.—Alabama Chapter, American 
College of Chest Physicians, president, Dr, Ardiur 
A. Cali,\', Decatur; vice-president. Dr. Justus M. 
Barnes, Montgomery; secretary-treasurer. Dr. Wil¬ 
liam J. Tally, Qadsden.—Alabama Pediatric Society, 
president, Dr. Jerome A. Weaver, Birmingham; 
president-elect, Dr, Robert O. Harris, III, Mobile; 
secretary-treasurer, Dr, Joseph M. Humphries, Bir¬ 
mingham.—Alabama Society of Anestliesiologisls, 
president. Dr. Robert Nelson Jr,, Tuscaloosa, and 
secretary-treasurer. Dr. Hal D. Broadhead, Mont¬ 
gomery. 

CALIFORNIA 

Lecture on Heart Pump Surgery.—Experiences with 
open heart pump surgery Avill be discussed by Dr. 
Alexander S. Nadas, Boston, at a professional meet¬ 
ing sponsored by the Los Angeles County Heart 
Association, in cooperation with UCLA and Chil¬ 
drens Hospital, in tlie Santa Anita Research Build¬ 
ing Auditorium, Childrens Hospital, May 23, 8 p. m. 
A graduate of the Budapest Medical School, Dr. 
Nadas was a Fulbright Professor at the University 
of Gronigen, Netherlands, in 1956 and is now phy¬ 
sician and cardiologist at the Children’s Medical 
Center in Boston. 

Personal.— The Foundation of the American Society 
of Plastic and Reconstructive Surgery has an¬ 
nounced diat Dr. Bernard G, Sarnat, of Beverly 

Physicians are invited to send to this department items of news of 
general interest, foi''-c 3 ( 5 mpJe, those relating to society activities, nesv 
hospitals, education, anoApijblic health. Programs should be received 
at least three weeks before.the date of meeting. 


Hills, is the recipient of its 1957 senior award for 
research in plastic and reconstructive surgery. He is 
the only winner of both the junior and senior 
awards, the former in 1950.—The annual American 
Academy of Neurological Surgery award was won 
by Dr. Byron C. Pevehouse, of San Francisco, whose 
paper was entitled “Observations on Methods of 
Induced Hypotension and Hypoffieraiia in the 
Rhesus Monkey."—The appointment of Dr. Janies 
F. Regan to the California State Board of Medical 
Examiners has been announced by Governor Good¬ 
win J. Knight. Dr. Regan succeeds Dr. William F. 
Quinn, Los Angeles County Medical Association 
secretary-treasurer, who served three consecutive 
terms on the board. 


Symposiums on Hematology and Tissue Transplan¬ 
tation,—To celebrate the opening of new research 
facilities of the Palo Alto Medical Research Foun¬ 
dation, two symposiums, “Hematolog}’’’ and “Tissue 
Transplantation,” will be presented by the Palo 
Alto Medical Clinic and the foundation May 17 in 
the auditorium of the Palo Alto Medical Clinic, The 
hematolog)'^ conference will include die following: 

Distribution of Human Blood Groups in Health and Disease, 
Dr. William P. Creger, San Francisco. 

Blood, Iron and Isotopes, Dr. Joseph F. Ross, Los Angeks 
Iron Metabolism, Dr. Myron Pollycove, Berkeley, Calif. 
Bone Marrow Hemosiderin, Dr. Ralph 0. Wallerstein, San 
Francisco, 

Surgery in Patients with Blood Dyscrasias, Dr. Roy B. Cohn, 
San Francisco. 

Studies on tissue transplantation Mil include 
“Hemotransplantation of Human Tissue; Present 
Status and Goals,” by Dr. John P. Merrill, Boston. 
A panel discussion on renal transplantation wilipie- 
cede the dedication ceremonies at wliich Dr. Jon" 
R. Heller, assistant surgeon general, U. 

Healtli Ser\dce, will present the dedication address 


CONNECTICUT 

Announce Student Fellowships.—Dr. Vernon W 
Lippard, dean, Yale School of Medicine, 
Haven, has announced tlie award of ' 

ships for advanced study and research in Europ . 
laboratories and a fifth for a year of * 

Yale. The five students and their place of stu > > 


Donald Kent Merest, of Mission, Kan., awar ‘ ‘ 
Hudson Brown Memorial Fellowship lor F . j^' 

“Rostral Projections from the Area Postrema 0 , . 

under Professor Giiillery in the Depa^en 0 
of the University College, London, Engird. 

Alan Finkelstein, of Pittsburgh, awarded a 
tutes of Health Fellowship for research on 
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Fued-Charged Membranes,” under Prof. Torsten Teorell 
at Uppsala University, Uppsala, Sweden. 

Shaun Joseph Ruddy, of Ansonia, Conn., awarded a Na¬ 
tional Institutes of Health Fellowship for research on 
"Immune Adherence,” under Professor Grabar at the 
Pasteur Institt\te, Paris, France. 

Walter John Hierholzer Jr., of Midland, Mich., awarded a 
Fulbright Fellowsliip for research on "Activation of 
Fibrinolytic Systems by Staphyloldnase,” under Prof. 
Tage Astrup at the Biological Institute of the Carlsberg 
Foundation, Copenhagen, Denmark. 

Frank Howard Baker, of Hartford, Conn., awarded a James 
Hudson Brown Memorial Fellowsliip for research on "The 
Application of Information Theory to the Study of a 
Nervous Reflex.” Mr. Baker will work in the departments 
of physiolog)’, physics and electrical engineering at Yale 
during the period of his fellowship. 

Each of the fellowships provide about $3,000 to 
cover expenses and the five students receiving the 
awards will interrupt their regular medical course 
in 1958-1959 for a special w'ork. Funds for the 
fellowships and for 75 summer scholarships of $500 
awarded to Yale medical students in support of 
original research have been provided by the James 
Hudson Broxxm Memorial Fund at Yale, die Ful- 
bright awards, the National Science Foundation, 
the National Institutes of Health, the Foundations 
Fund for Research in Psychiatry, die Lederle 
Laboratories, the Josiah Macy Foundation, the 
Tobacco Research Foundation, and the National 
Foundation for Infantile Paralysis. 

FLORIDA 

Annual Rowntree Lecture.—Dr. Robert M. Kark, 
professor of medicine, University of Illinois College 
of Medicine, Chicago, will give die second annual 
Leonard Rowmtree Lecture at the Universit}' of 
Miami School of Medicine, Coral Gables, May 23. 
The lecture, sponsored by Phi Beta Pi medical fra- 
temitj', will be on the subject of “Richard Bright 
and Bright’s Disease.” 

GEORGIA 

Organize Former Members of Grady Hospital Staff. 
—An organization is being formed of all former 
members of the house staff of Grady Memorial 
Hospital, Atlanta. Two years ago letters were sent 
to all knoxvn former house ofBcers. However, many 
names were not included because of an incomplete 
mailing list. All former staff members are requested 
to send their name, address, and dates served at 
Grady. Plans are being made for a first annual meet¬ 
ing ne.xt fall. Send data to Grady Hospital Clinical 
Society, Office: G-610, 80 Butler St., S. E., Atlanta, 
Ga. 

ILLINOIS 

Annual State Surgical Meeting.-The annual clinical 
and scientific meeting of the Illinois Surgical SocieW 
will be held May 19 at the Cook County Hospital. 
Dr. Raymond W. McNealy will serve as chairman 
of the surgical sjmposium, to include tlie following 


topics; Fluids and Electrolytes, Gastrectomy, Un¬ 
usual Surgical Cases, Hand Clinic, Open Reduction 
of Fractures, Carcinoma of the Lung, Sigmoid Re¬ 
section, Vaginal Hysterectomy, Injuries to Urinar)' 
System, Carcinoma of the BreasL Split-Thickness 
Sldn Grafts, Obstructive Jaundice, Chronic Relaps¬ 
ing Pancreatitis, Mitral Commissurotomy, Colon 
Surgerj', and Arterial Transplantation for Obstruc¬ 
tion. At the evening session (at the University 
Club), Dr. John H. Garlock, New' York City, w’ill 
present ‘Troblem of Therapy for Regional Enter¬ 
itis.” The medical profession is invited. For informa¬ 
tion write the Illinois Surgical Society, Inc., suite 
1421, 122 S. Michigan Ave., Chicago 3. 

Pathologists Meeting in Chicago.—A joint meeting 
of tlie Illinois Society of Pathologists, lUinois Asso¬ 
ciation of Blood Banks, North Central Region of 
the College of American Pathologists, and the Sec¬ 
tion on Pathology of the Illinois State Medical So¬ 
ciety w-ill be held May 2;3 at the Hotel Sherman, 
Chicago. Preceding the meeting (May 22), Dr. 
Oscar B. Hunter Jr., president, American Associa¬ 
tion of Blood Banks, will address the general as¬ 
sembly, on “Radioisotopes as Practical Diagnostic 
Aids.” Tlie program includes the following: 

ABC’s of Isotopes in Medicine, Dr. Austin M. Brues, Cluca- 
go- 

A. E. C. and Economic Requirements for an Isotope Labor¬ 
atory, Donalee L. Tabem, Ph.D., North Cliicago, Ill. 
The Patliologist and the Isotope Laboratory, Dr. Hunter. 
Role of a Blook Bank in an Isotope Laboratory, Dr. Hunter. 
Methodology and Demonstrations of Radioisotopes, Dr. 
Tabem. 

Question-and-answer periods will follow. Members 
and guests are invited to the luncheon of the Illinois 
society at noon. For information write the Illinois 
Society of Pathologists, 1439 S. Michigan Ave., Chi¬ 
cago 5. 

Chicago 

Hoffman Research Fellowship.—Dr. Samuel J. Hoff¬ 
man, executive director, Hektoen Institute for Medi¬ 
cal Research of the Cook County Hospital, will be 
honored on the I3th anniversary’ of tlie institute 
May 17, 7 p. m., at the Drake Hotel, w'hen a group 
of doctors and civic leaders w'ill present a research 
fellow’ship to the institute in his name. Dr. Karl A. 
Meyer and Mr. Daniel B. Ryan, honorary' chairman 
of the fellow’ship committee, will present a scroll to 
Dr. Hoffman at the celebration dinner. 

KANSAS 

Award from Blind Veterans.—The Blinded Veterans 
Association has presented its "Employer of tlie Year” 
axvard to the Wichita Clinic, a private medical 
center in M^ichita, Kan., in recognition of its policy 
of utilizing the skills of blind workers. Maj. Gen. 
Melvin J. Maas, chairman. President’s Committee 
on Employ'ment of the Physically Handicapped and 
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a member of tlie BVA board of directors, who made 
me presentation, pointed out that a totally blind 
woman was hired by the clinic as an x-ray film 
developer and was subsequently given training for 
x-iay technician. Anotlier blind girl was hired as a 
dictation machine franscriber typing highly techni¬ 
cal medical case reports. Hie “Employer of the 
\ear award was established by die Blinded Veter¬ 
ans Association in 1949 "as a means of giving 
merited recognition each year to diose employers 
who have realized diat qualified blind workers 
make capable and efficient employees.” 

KENTUCKY 

Grants for Kidney Research.—Tlie U. S. Public 
Healdi Service has granted a total of $90,000 for a 
tliree years’ research project on kidneys at the 
University of Louisialle Medical Scliool. Dr. Peter 
K. Knoefel, chairman of the department of phar¬ 
macology, who will head die project, says die U. S. 
grant will enable him to continue basic research in 
this subject started several years ago. An Eastman 
Kodak grant of about $12,000 a )'ear for this and 
related projects has financed the work in die past 
and vail continue. Grants from the various heart 
associations have also contributed. 

Outstanding Citizen Award.—Dr. J. Farra Van 
Meter was awarded the Lexington Optimist Club 
cup as Lexington’s “Outstanding Citizen of 1957” at 
ceremonies on March 7. Dr. Van Meter, a past- 
president of the Fayette County Medical Society, 
Avas selected to be die 31st recipient of the cup on 
the basis of his “civic service, church and religious 
activities, professional standing, and personal life.” 
He is on the Board of the Kentucky Medical Foun¬ 
dation and is active in Lexington’s United Com¬ 
munity Services, the YMCA, Kiwanis, and religious 
organizations. In 1957, he was given a special award 
for his work in the Kentucky division, American 
Cancer Society. 

LOUISIANA 

Dr, Farber Receives Award.—The second annual 
award of the American Society for Experimental 
Pathology “for distinguished medical research” has 
been presented to Dr. Emmanuel Farber, associate 
professor of pathology and biochemistry, Tulane 
University School of,Medicine, New Orleans. The 
award, accompanied by a medallion and a $1,000 
honorarium contributed by Parke-Davis, was estab¬ 
lished by the society to encourage young patliolo- 
gists in scientific research. Nominees must be no 
more than 40 years of age. The work for which Dr, 
Farber was cited explores chemical changes in cells 
as a cause and basis of disease. Dr. Farber who was 
bom in Canada became a naturalized U. S. citizen 
in 1956. He studied at the University of Toronto 
and the Graduate School of tlie University of Cali¬ 
fornia, and was trained at Hamilton General Hos- 



J.A.M.A., May 17, jgjj 
pital, Hamilton, Ontario, the University of r«li 


Plan Research Building at Tulane.-Tulane Univer- 
pty has announced that its School of Medicine au! 1 
build a new building to provide for continued ex¬ 
pansion of its research and teaching programs and 
that a grant for research facilities of $l,500,00o'ks 
been awarded toward die cost of the building bv 
the 'U. S. Department of Health, Education and 
Welfare. Hie size of the planned addition, (225, 000 
square feet, doubling the present floor space) \vas 
decided upon after study of medical building needs 
for the next 15 years. Dr. Maxwell E. Lapbani. 
dean, pointed out that medical research grants bad 
grown from $249,145 in 1947 to $1,526,751 in 1957 
and that registrants in die division of graduate 
medicine had increased from 76 in 1932 to 459 in 
1957. The new building will help solve overcrowd¬ 
ing, proAude more student study space, allow for 
exTiansion of die Rudolph Matas Medical Librari', 
and provide for unification of the Medical School in 
one location adjacent to Charit}' Hospital of Louisi¬ 
ana at Ncav Orleans. Funds totaling 16 million 
dollars to pay die cost of die new facility plus reno- 
A'ating the present building and endowment for 
maintenance Ava'll be raised as part of a university 
10-year program seeking 96 million dollars to be 
divided among general endowment for the uni- 
versitA^ a nexv science building, and a new law 
school building and maintenance of these, plus the 
medical school program. 


MASSACHUSETTS 

State Medical Meeting in Boston.—The 177th anni¬ 
versary of the Massachusetts Medical Society will 
be celebrated May 20-22 at die Hotel Statler, 
Boston. Dr. EdAA^ard D. Churchill, John Homans 
Professor of Surgery, Haivard University, Boston, 
Avill present die Annual Discourse May 20. Tlie fO' , 
lowing panel discussions and moderators are sen 
uled: 


Functional Uterine Bleeding, Dr. How.ard Ulfelder, os 
Tr.Aunia to die Hand, Dr. J. Edw.ard Flynn, Boston. 
Management of Cancers That You Can See; Dr. Oran e. 

Taylor, Boston. . ,, 

Highway Safety—A New Challenge to Preventive 

Mr. Ross A. McFarland, director, Conunission , 
dental Trauma, Anned Forces Epidemiologica 
Department of Defense. _ .i, 

Present-Day Management of Tuberculosis, Dr. c 
Bird, Boston. 


The Shattuck Lecture, “Role 
Pyrogen in the Genesis of Fever, Avill be .• 

Dr. William B. Wood Jr., Baltimore. A cinjf ; 

‘‘A Child Alone,” Avill be held May BO, '' 
Thomas A. Kelley as chairman. Scientinc ^ ^ 
an art exhibition, and a meeting of die < 
setts Medical Legal Society 
Entertainment includes the aniiual golr 
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and tlie annual dinner, at which Paul C. Reardon, 
chief justice, Tlie Superior Court of the Common' 
wealth of Massachusetts, will he the guest speaker, 

^^ICfflGAN 

Establish Third Cortisone Bank.—Lansing is the 
diird cit>' in Michigan to have a cortisone and allied 
blood bank. The other t%vo are in Detroit and Ann 
Arbor. Established at Edward W. Sparrow Hospital 
under the auspices of the Michigan Chapter of the 
National Neplurosis Foundation, tlie bank will serve 
patients who are suffering from nephrosis or allied 
Hdney disorders. Farnilies within the Ingham 
county area will benefit by receiving drugs without 
charge and repaying the foundation as tliey are 
able. Drugs will be dispensed by the hospital phar¬ 
macy to patients witli a prescription from a phy¬ 
sician. Beta Sigma Phi Sororit)' of Lansing volun¬ 
teered to support die project. 

Rabies in Wildlife.—Two cases of rabies in animals 
have been reported recently around the Sault Ste. 
Marie area. The first case was in an unvaccinated 
domestic cat, which bit a 12-year-old boy who is 
receiving the Pasteur series of anti-rabies injections. 
The second case was that of a svild fox that attacked 
a dog tied to a kennel at the Camp Lucas radar sta¬ 
tion. Up to April 8, Michigan had recorded two 
other rabies cases, making a total of four for the 
year. Tlie tliird case was a wild skunk, killed as it 
attacked a farmer while he was w’orking in his barn 
near Harbor Beach. The fourth case involved an 
unvaccinated hunting dog that died wdien its owmer 
brought it home to Detroit after boarding it for 
several months at a kennel in southern Ohio. The 
Ohio county where the kennel is located has re¬ 
ported eight animal rabies cases and one human 
rabies dcth so far in IQ^S. 

MINNE‘:otA 

, Annual State Meeting in Minneapolis.—The 105th 
annual meeting of the' Minnesota State Medical 
, Association will be held May 22-24 at the Hotel 
Leaminston, Minneapolis. Dr. Richard H. Chamber- 
lain, Philadelphia, w'ill present the Russell D. Car¬ 
man Memorial Lecture on “Radiation Hazards in 
Clinical Medicine.” Dr. William Boyd, Toronto, 
Ontario, Canada, will give “The Spontaneous Re- 
' gression of Cancer” as the Arthur H. Sanford Lec- 
' ture in Clinical Pathology. Seven panel discussions 
are scheduled: Emergencies, the Family Doctors 
Responsibility to His Preschool Eye Patient, What’s 
New in Dermatology, Surgery', Viruses and Virus 
Diseases, Mental Health, and Medico-Legal Aspects 
of Heart Diseases. The program includes 15 round¬ 
table discussions and the following topics by out-of- 
state speakers: 

,The Obstetrician’s Role in Perinatal Mortality, Dr. John S. 

Gillam, F.argo, N. D. 

; Diagnosis and Management of Eye Problems, Dr. Ntarshall 
' M. Parks, Washington, D. C. 


Inguinal and Femoral Hemioplasty, Dr. Chester B. MeVay, 
Yankton, S. D. 

Obstetric Manikin Demonstration, Dr. Gillam. 

Physicians’ Feelings, Dr. William C. Menm'nger, Topeka, 
Kan. 

Dr. Leroy E. Burney, Surgeon General, U. S. 
Public Health Serv'ice, w'ill present a discussion 
following an address by Dr. Marcolino G. Capdau, 
director-general, AVorld Health Organization, Ge¬ 
neva, Switzerland. At the annual banquet May' 23, 
Dr. H. B. Sw'eetser, president of tire association, will 
present an address after which Dr. David B. All- 
man, President of the American Medical Associa¬ 
tion, will give the annual banquet speech. For in¬ 
formation wTite Mr. R. R. Resell, 496 Low'ry' 
Medical Arts Building, St. Paul 2, Minn. 

NEW JERSEY 

State Medical Meeting in Atlantic City.—The 192nd 
annual meeting of the Medcial Society' of New' 
Jersey will be held May 17-21 at Haddon Hall, 
Atlantic City. Over 70 papers and the follow'ing 
sy'mposiums and moderators are scheduled at tlie 20 
section meetings; 

Bleeding Factors Relating to Obstetrical and Gynecological 
Patients: (1) Hemologic Aspects, Dr. John W. Frost, 
Pliiladelphia; (2) Obstetrical Aspects, Dr. Robert C. 
McElroy, Philadelphia; (3) Gjnecological Aspects, Dr, 
Hammell P. Shipps, Camden. 

Rheumatoid Arthritis of the Foot: (1) Medical Aspect, 
Dr. L. Ma.well Lockie, Buffalo; (2) Rehabilitation, 
Dr. Hent>' H. Kessler, Newark; (3) Orthopedic Devices 
for the Shoe, Mr. William Locasio, New York City. 
Experience With Various Metliods of Urinary Diversion, 
Drs. Willet F. Whitmore Jr., New York City, and George 
T. Whittle, Asbur>' Park. 

Dr. David B. Allman, President, American Medi¬ 
cal Association, w’ill serve as toastmaster at the 
dinner-dance May 20, 7 p. m. For information w'rite 
Mr. Richard I. Nevin, 315 W. State St., Trenton 8, 
N.J. 

NEW YORK 

Establish Epidemiology Department.—The Chronic 
Disease Research Institute of the University' of 
Buffalo has established a department of epi¬ 
demiology under the direction of Dr. Warren 
Winkelstein Jr. This has been made possible by a 
Busw'ell Research Fellowship grant from the Uni¬ 
versity' of Buffalo and by support the institute re¬ 
ceives from the State Department of Health. The 
department will undertake field studies of cardio¬ 
vascular disease. Studies into the relationship of diet 
and blood pressure, and endocrine factors in coro¬ 
nary' artery' disease have been planned for the first 
phase of the operation. 

Dr. Berg Named First Kaiser Professor.—Dr. Robert 
L. Berg, of Harvard Medical School, Boston, has 
been appointed the first Albert D. Kaiser Professor 
of Preventive Medicine and Community' Health at 
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.automotive exhaust problem, as well as the public 
relations aspects of effective air pollution control 
administration. For information write the Air Pollu¬ 
tion Control Association, 4400 Fifth Ave., Pitts¬ 
burgh 13. 

Meeting of Laryngological Societies in San Fran¬ 
cisco.—The 61st annual meeting of the American 
Laryngological, Rhinological and Otological Society, 
Inc. {May 21-23) and Sie 79th annual meeting of 
the American Larxmgological Association (May 19- 
20) will be held at tlie Hotel Mark Hopkins and 
the Fairmont Hotel, San Francisco, respectively. 
The presidential address at the society' meeting wll 
be given by Dr. Lawrence R. Boies, Minneapolis, 
on “The Future of Otolarxmgology—Six Years Later.” 
Guest of honor will be Dr. Harold S. Diehl, dean of 
medical sciences. University of Minnesota, Minne¬ 
apolis. Three S}Tnposiums with the following 
moderators are scheduled; 

Reconstructive Nasal Surgery, Dr. William R. Taylor, Van¬ 
couver, B. C. 

Modem. Criteria for Diagnosis and Therapy of Malignant 
Disease in the Upper Respiratory' Tract, Dr. Jerome A. 
Hilger, St Paul. 

Stapes Mobilization—Two Years Later, Dr. Howard P. House, 
Los Angeles. ' 

Two motion pictures will be shown: “The Trans- 
Septal Intra-Nasal Dacryocystorhinostomy—A Neg¬ 
lected Operation" and “Combined Lar^mgectomy 
and Neck Dissection.” 

At the meeting of the association, the following 
papers will include invited guest autliors: 

Carcinoma-in-situ of the Lwcyax: A 10-Year Study of Its 
Histopatliological Classification, Prognosis and Treatment, 
Drs. Alden H. Miller and Russel Fisher, Los Angeles. 
Bronchoscopic Findings in Tuberculous Children—A 13 Years’ 
Study, Drs. David E. S. Wishart and James B. W'haley, 
Toronto, Ont. 

Physiology of tlie Laryax under Daily Stress (film), Drs. Paul 
G. Moore, Evanston, Ill., and Hans V. Von Leden, Chicago. 

The associations’ president’s reception and annual 
dinner will be held the evening of May 19. An Inter¬ 
national Broncho-Esphagological dinner is sched¬ 
uled for May 22,7 p. m., at the Hotel Mark Hopkins. 

Cardiology Meeting in St. Louis.—The seventh an¬ 
nual meeting of the American College of Cardiologj' 
W’ill be held May 20-24 at the Chase-Park-Plaza 
Hotel, St. Louis. The convention guest lecture, 
“Long Term Use of Anticoagulants,” mil be pre¬ 
sented by Dr. Irving S. Wright, New York Citj'. Six 
symposiums are scheduled with the following 
moderators: 

Infarction and Thromboembolism, Dr. Edward Massie, St. 
Louis. 

' Effect of Stress and Environment on Cardiac Function, 
Dr, Ernst Jolcl, Le.rington, Ky. 

' Myocardial Metabolism, Dr. Richard J. Bing, St, Louis. 

1 Some Common Drags Used in tlie Treatment of Heart Dis- 
^ ease. Dr. John H. Moyer, Pliiladelphia. 


Modem Management of Tetralogy of Fallot, Dr. J, Maxwell 

Chamberlain, New York City. 

The Surgical Jclanagement of the Aortic Valve, Dr. iTOn D. 

Baronofsky, New York City. 

The Groedel Memorial Lecture on Humanities in 
Medicine will be given May 22 by Dr. Paul R. Can¬ 
non, Chicago, on “The Changing Patterns of Dis¬ 
ease.” Fireside conferences, a ladies’ program, and 
panel discussions are arranged. The seventh annual 
banquet will be held May 23, 7:30 p. m. Medical 
motion pictures and technical and scientific e.xhibits 
wall be shown. For information write Dr. Philip 
Reichert, Secretary, American College of Cardiol¬ 
ogy, Empire State Building, New York 1. 

Prevalence of Poliomyelitis,—According to the Na¬ 
tional Office of Vital Statistics, the following number 
of reported cases of poliomyelitis occurred in the 
United States, its territories and possessions in the 
weeks ended as indicated: 

.\pril 19,195S 

^ - SZ—fr -^ April 20, 

Paralytic 

Area Type 

Xew England States 

Maine .. 

Xew Hampshire. 

Vermont ... 

Mossaehu^ctts ... 

Rhode Island. 

Connecticut . 

Middle Atlantic States 

New York. 

New Jersey ... 

Pennsylvania . 

East North Central States 

Ohio . 

Indiana . 

niinois ...... 

Michigan. 1 

Wisconsin. 

West North Central States 

Minnesota . 

Iowa. 

Mis«ouri .... 

North Dakota... 

South Dakota . .. 

Nebraska ... 

Kansas .... 

South Atlantjc States 

Delaware. .. 

Maryland ... 

District of Columbia. 

Virginia . 1 

West Virginia. 

North Carolina. 

South Carolina . 

Georgia .... 

Florida ... 

Ea-t South Central States 

Kentucky . 

Tennessee. 

Alabama .... 

Mississippi .. .. 

Wc<t South Ccjtral States 

Arkansas .. 1 

Louisiana .. 

Oklahoma .... 

Texa*; . 1 

3Iouniam Stales 

3tontanu.. 

Idaho . 

Wyoming . 

Colorado .. 1 

New MEXICO. 

.Arizona . 

Utah. 

Nevada ... 

Pacific States 

Washington ...... 

Ortiron.. 

Calitomin . 

Territories and Possession* 

Alaska . 

Hawaii .... 

Puerto Rico . 2 

Total . 7 
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FOREIGN 

Congress for Postgraduate Study in West Berlin.- 
Tlie 7th Congress for Medical Postgraduate Study 
will be held in ^^^est Berlin from May 28 to June 1. 
At tire opening ceremonies Prof. Dr. Hans Neuffer, 
president, Federal Chamber of Physicians of Ger¬ 
many, will talk on “Tlie General Practitioner.” Tile 
German Pharmaceutical Industry and Medical- 
Technical Industry null hold an exhibit. Congress 
topics include (May 28) “Vascular Diseases,” 
(May 29) “Pediatrics,” (May 30) “NewKnowledge 
in the Field of Endocrinology and Its Importance 
for Genei-al Practice,” (May 31) “Diseases of the 
, Small and Large Intestine,” and (June 1) "Tlie 
Change of Disease Entities Under die Influence of 
Modern Therapeutic Substances.” On May 29 a post¬ 
graduate course on cardiologj' will be held, con¬ 
cerned chiefly wdth the diagnosis of congenital and 
acquired heart disease. A program on “Foundations 
of E.xpert Testimony by Physicians” is planned. For 
information write Kongressgesellscliaft fur arztliche 
Fortbildung e. V. Berlin-Steglitz, Klingsorstrasse 
21, Germany. 


EXAMINATIONS 

AND 

LICENSURE 



MEDICAL SPECIALTY BOARDS 

American Board of Anesthesiologv: Written. Various lo¬ 
cations, July 17, 1959. Final date for filing application is 
January 17, 1959. Sec., Dr. Curtiss B. Hickco.v, 217 Fann- 
ington Ave., Hartford, Conn. 

American Board of DERMAXOLOcy; Written. Several Cities, 
June 30. Oral. Detroit, Oct, 17-19. Final date for filing 
all applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 

American Board of Internal Medicine; Written. Oct. 20, 
1958. Oral. Philadelphia, April 23-26; San Francisco, June 
18-21; Chicago, Oct. 13-16. Sec.-Treas., Dr. William A. 
Werrell, One West Main St., Madison 3, Wis. 

American Board of Neurological Surgery: Examination 
given twice annually, in die spring and fall, In order to 
be eligible a candidate must have his application filed at 
least six months before die examination time. Sec., Dr. 
Leonard T. Furlow, Washington University Sdiool of 
Medicine, St. Louis 10. 

Amebican Board of Obstetrics and GyNECOLocy: Appli¬ 
cations for certification, new and reopened, Part I, and 
requests for re-examination Part II, are now being ac¬ 
cepted. All candidates are urged to make such application 
at the earliest possible date. Deadline date for receipt of 
application is September 1, 1958. Sec., Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6, 

American Board of Ophthalmology; Written, qualifying 
test (Part I), January 1959. Final date for filing applica- 
don is July 1, 1958, Oral Examinations 1958 (Part II): 


J.A.M.A., May 


1955 


San Francisco, June 17-21; Chicago, Oct 17.90 ? n 


American Board of Orthopaedic Surgery- Part n rv 
. cago, Jan. 21-23,1959. Sec., Dr. Sam W. Banfe lie A 
Michigan Avenue, Chicago 3, ’ 


American Board of Otolaryngology: Oral rhirarm o . 
M. Final d,,e for filing npptaaon iXci; sSt 
Dean M. Lierle, University Hospitals, Iowa City. ’ 

American Bo^d of Pathology: San Francisco, June 30. 
July 2. Final date for filing application is May'l. Sec Dr 
Edward B. Smith, Indiana University Medical Cenffr’ 
1042-1232 W. Michigan St, Indianapofis 7. ' 

American Board of Pediatrics: Oral. Atlantic City May 
3-5; Cincinnati, June 13-15; Chicago, Oct 24-26 and New 
York. Dec. 5-7. Sec,, Dr. John McK. Mitchell, 6 Cusbian 
Road, Eosemont, Fa. 

American Board of Phi'sical Medicine and Rehabm-a- 
TiON: Oral and Written. Peoria, III., June 20-21. Final date 
for filing applicab’on was Feb. 1. Sec., Dr. Earl C. Elkins. 
200 First St, S. W., Rochester, Minn, 


American Board of Plastic Surgery: Oral and Wriita 
Chicago, Oct. 9-11. Final date for receipt of case re¬ 
ports is July 1, Corresponding Secretary, Mrs. Estelle E, 
Hillerich, 4647 Pershing Ave,, St. Louis 8. 

American Board of Preventh’e Medicine: Occtipaliom! 
Medicine, April 18-20. Final date for filing application was 
Jan. 30. Public Health on a Regional Basis, April. Final 
date for filing applicadon is Jan. 30. Sec., Dr. Tom F, 
V'hajTie, 343S Walnut St., Pluladelphia 4. 

AMEtncAN Board of Proctology; Oral and Written, hits 
I and IL September 1958. Final date for filing application 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden Cit}', N. Y. 

American Board of Psychiatry and Neurology! New York 
City, Dec. 15-16; New Orleans, Mar. 16-17. Training 
credit for full time psychiatric and/or neurologic assign¬ 
ment in unapproved military programs or sendees between 
the dates of Jan. 1,1950 and Jan. 1,1954 will be teiiiun.iled 
on Jan. 1, 1959. Sec., Dr. Dai-id A. Boyd, 102-110 Second 
Ave. S. W., Rochester, Minn. 

American Board of Radiology: Special Examination in 
Nuclear Medicine for Diplomatcs in Radiology or Then- 
peutic Radiology, Chicago, May 17. Deadline foi ffin? 
application was Feb. 1. Regular Examination in BadioHii 
Cliicago, May 19-23. Final date for filing application wn 
Janr 1. Regular Examination in Radiology. Washington, 
D. C., Dec. 8-12. Final date for filing apph'cab'onisjulyh 
Sec., Dr. H. Dabney Kerr, Kahler Hotel Bldg., Rochester, 


Minn. 

American Board of Surgery: Oral (Port W- 

12-13; Los Angeles, June 16-17; Portland, June l - • 
Written examinations (Part I) will be held “I 
centers in tlie United States, Canada, Hawaii, Pue o 
and certain military centers abroad on December • 
date of the Fall axaniination in Part I has been c an 
from die last Wednesday of October as announe 
current Booklet of Information to December , 
Thereafter, examinations in Part I will be he ^ 
nually, on the first Wednesday of December. Jo - 
date for filing applications will.be 
more, March 10-11. Sec., Dr. John B. Flick, 
sylvania Blvd., Philadelphia 3. 

Board of Thoracic Surgery: Oral. Boston, » 3) 
Final date for filing application was Decern er 
written examination will be given in Septem 
closing date for registration is July 1- RcS*® 
fall oral examination closes July 1- 
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Allen, Arthur Wilburn ® Boston; bom in McKinney, 
Ky., Nov. 30,1887; Johns Hopkins University School 
of Medicine, Baltimore, 1913; formerly lecturer 
in surgery at Harvard Medical School; secretary' 
of the Section on Surgery, General and Abdominal, 
of the American Medical Association from 1938 
to 1941, when he became chairman, serving until 
1942; past-president of the American College of 
Surgeons and from 1948 to 1951 chairman of the 
board of regents; served as president of the Boston 
Surgical Society, which awarded him the Bigelow 
Medal, Society of Vascular Surgerv', Massachusetts 
Medical Society, and the Pan Pacific Surgical So- 
ciet)'; member of tlie American Surgical As¬ 
sociation, Southern Surgical Association, and the 
International Society of Surgeons; member of the 
founders group of the American Board of Surgery; 
honorary fellow of the Royal College of Surgeons 
and the Royal Society of Medicine in England; 
veteran of World War I; during World War II a 
member of the subcommittee on vascular injuries 
for the National Research Council; since 1953 
president of the Boston Medical Library; a director 
of the Massachusetts Blue Cross Plan since 1949 
and of the Blue Shield Plan from 1945 to 1953; 
a trustee of the Governor Dummer Academy in 
South Byfield; received an honorar)' doctor of 
science degree from Georgetown (Ky.) College in 
1943 and Harvard in 1952; honorary' surgeon and 
- for many years associated with Massachusetts Gen¬ 
eral Hospital, where he was chief of the East 
surgical service from 1936 to 1948, when he be¬ 
came consultant in surgery, and later was named a 
trustee of the hospital; died in the Phillips House 
of the Massachusetts General Hospital March 18, 
aged 70, of uremia. 

Altemus, Leard Reed ® Johnstossm, Pa.; bom in 
Pittsburgh Jan. 1, 1896; Jefferson Medical College 
of Philadelphia, 1924; fellow of the International 
College of Surgeons and tlie American College of 
Surgeons; member of the American Association of 
Railroad Surgeons; in 1924 president of the Cam¬ 
bria County Medical Society; trustee and councilor, 
11th Councilor District, Medical Society of the 
State of Pennsylvania; organizer and president of 
the Cambria County Unit, American Cancer So¬ 
ciety; president-elect of the Wainwright Tumor 
Clinic Association; veteran of World War I; asso- 


^Indicates Member of the American Medical Association. 


ciated with the Conemaugh Valley Memorial and 
Mercy hospitals; died March 13, aged 62, of acute 
coronary occlusion. 

Ambrose, Charles D., Ligonier, Pa.; Western Penn¬ 
sylvania Medical College, Pittsburgh, 1900; as¬ 
sociated with the Latrobe (Pa.) Hospital; died 
March 15, aged 81, of cardiac failure. 

Anthony, Paul Henry ® Kankakee, Ill.; Chicago 
College of Medicine and Surgery, 1912; died March 
21, aged 67. 

Armstrong, Charles Joseph ® Louiswlle, Ky.; Har¬ 
vard Medical School, Boston, 1922; professor 
emeritus of surgery at the University of Louis\Tlle 
School of Medicine; specialist certified by the 
American Board of Plastic Surgety; member of the 
American Association of Plastic Surgerj' and the 
American Society of Plastic and Reconstructive 
Surgety; fellow of the American College of Sur¬ 
geons; veteran of World War II; associated witli St. 
Anthony, Baptist, Kosair, and Children’s hospitals; 
died March 9, aged 68, of cirrhosis of the liver. 

Arnold, Marion Francis Jr., New Palestine, Ind.; 
Indiana University School of Medicine, Indianapo¬ 
lis, 1944; veteran of World War II; for many 
years assistant medical director at Inland Steel 
Manufacturing Company in East Chicago; died in 
the Hancock County Memorial Hospital, Green¬ 
field, Feb. 27, aged 40. 

Asbton, Dorothy Laing ® Philadelphia; University 
of Pennsylvania School of Medicine, Philadelphia, 
1921; associate professor of gynecology at Woman’s 
Medical College of Pennsylvania; fellow of the 
American College of Surgeons; serv'ed as physician 
to women students at Swarthmore (Pa.) College; on 
the staff of the Woman’s Hospital, where she died 
March 19, aged 69, of myocardial infarction with 
ventricular rupture. 

Athey, Clanton Ray, Muskogee, Okla.; University 
of Alabama School of Medicine, Mobile, 1910; vet¬ 
eran of World War I; seiv'ed in the Veterans Ad¬ 
ministration; died March 7, aged 71. 

Babendreer, Estelle Turner ® Ocean Springs, Miss.; 
Pulte Medical College, Homeopathic, Cincinnati, 
1896; served on the staff of the New Bilo.xi Hos¬ 
pital in Bilo.xi, died March 12, aged 86, of uremia. 

Baltimore, Louis ® Los Angeles; Stanford Univer¬ 
sity School of Medicine, San Francisco, 1926; spe¬ 
cialist certified by the American Board of Radiol- 
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Ogy; for many years associated with the Los An¬ 
geles County General Hospital and the Ross-Loos 
Clinic; died in the Queen of Angels Hospital; died 
March 14^ aged 58, of coronary thrombosis. 

Barker, John Gould ® Chicago; Jenner Medical Col¬ 
lege, Chicago, 1914; physician and surgeon for the 
Chicago Board of Education, assigned to die Chi¬ 
cago Parental School; died in the Wesley Memorial 
Hospital March 24, aged 69, 

Bobb, Byron Arthur, Monrovia, Calif,; Northwestern 
University Medical School, Chicago, 1894; served 
in France during World War I; formerly practiced 
in Mitchell, S. D., where he was associated widi 
Methodist Hostiital and served as president of the 
board of trustees of Dakota Wesleyan University; 
past-jiresident of the South Dakota Medical Associa¬ 
tion; fellow of the American College of Surgeons; 
died March 6, aged 87, 

Bradbury, Anderson Davis, Kansas Cit}% Mo.; 
Meharry Medical College, Nashville, Tenn., 1907; 
formerly on the staff of the Kansas City General 
Hospital number 2; died Feb. 25, aged 83. 

Braun, Edward Jay ® Cleveland; University of Pitts¬ 
burgh School of Medicine, 1914; veteran of World 
War I; for many years associated with the city 
health department; on the staff of the Polyclinic 
Hospital; died March 3, aged 67, of a heart attack. 

Brown, George Christopher, Millbury, Mass.; Jef¬ 
ferson Medical College of Philadelphia, 1902; con¬ 
sultant on the staff of St. Vincent Hospital in 
Worcester, where he died March 9, aged 78, of 
acute cystitis, and arteriosclerotic heart disease. 

Brown, Oliver Clinton ^ Fort Lauderdale, Fla,; 
the Hahnemann Medical College and Hospital, 
Chicago, 1911; past-president of the Broward 
County Medical Society; associated with Broward 
General and Holy Cross hospitals; died in Birming¬ 
ham, Ala., March 10, aged 69, of carcinoma of the 
lung. 

-Brown, Orville G. ® Colonel, U. S. Army, retired, 
Tucson, Ariz.; Columbian University Medical De¬ 
partment, Washington, D. C., 1900; fellow of the 
American College of Surgeons; veteran of World 
War I; entered the regular Army in 1903 and re¬ 
tired May 31, 1938; at one time superintendent of 
the Gorgas Hospital in Ancon, Canal Zone; died 
March 15, aged 83, of myocardial infarction. 

< Chandler, Henry E. ® Mount Vernon, Texas (li¬ 
censed in Texas, under the Act of 1901); died in the 
Franklin County Hospital Feb. 15, aged 82, of 
acute coronary occlusion and arteriosclerosis. 


J.A.M.A., May 17 ,1955 

Claiborn, Edward G. ® Camdenton, Mo • 
Medical College, St. Louis, 1896; died in St. JiL? 
Hospital, Jefferson City, March 11, aged 84 of 
intestinal obstruction. ’ 

Claridge, John Daniel ® Chicago; Northwestern 
University Medical School, Chicago, 1918; associate 
clinical professor of bone and joint surgery' at 
Stritch School of Medicine of Loyola Univejity. 
fellow of the American College of Surgeons; mem’ 
her of the Chicago Surgical Society; veteran of 
World War I; surgeon for Chicago White So.v; on 
the staff of the Mercy Hospital, where he &d 
March 20, aged 66, of mesenteric thrombosis. 

Copeland, Miles Axe ® Birmingham, Ala.; Birming- 
ham Medical College, 1903; University of the South 
Medical Department, Sewanee, Tenn., 1903; served 
on tlie faculty of the Birmingham Medical College; 
died March 9, aged 89, of cerebral Iremorrhage. 

Cummins, Loretta Joy O’Brien ® Boston; Tufts Col¬ 
lege Medical School, Boston, 1903; specialist certi¬ 
fied by the American Board of Dermatology and 
SyTjhiloIogy; member of die American Academy of 
Dermatology and Syphilology; past-president of 
the New England Dermatological Society; associ¬ 
ated with Massachusetts General Hospital, where 
she died at the Phillips House Feb. 25, aged 75, of 
bronchopneumonia and pulmonary fibrosis. 

Fineberg, Maxwell ® St. Louis; McGill University 
Faculty of Medicine, Montreal, Que., Canada, 1921; 
specialist certified by the American Board of Oto- 
larymgology; member of tlie American Academy of 
Ophthalmology and Otolaryngology; on the staff 
of the Jewish Hospital; died March 8, aged 57, of 
cerebral hemorrhage. 

Fitts, John Baker ® Atlanta, Ga.; Atlanta College of 
Physicians and Surgeons, 1912; specialist certifie 
by the American Board of Internal Medicine; fe- 
low of the American College of Physicians; or- 
merly on the faculty of tire Emory University Sc 00 
of Medicine; veteran of World War I; associate 
with Emory, Crawford W. Long, and Grady 'OS 
pitals; died March 5, aged 69. 

Foley, Can'oll Edward ® Front Royal, Va.; 
sity College of Medicine, Richmond, 19U; c 1 
surgeon, eye, ear, nose and tliroat, Wanen 1 
morial Hospital in Front Royal and 
Hospital in Warrenton; Hied Feb. 27, age » 
a heart attack. 

Freedland, Marvin Sol ® Miami, Fla.; 
ical School, 1952; certified by the Nahona j 
of Medical Examiners; on the staffs or i e 
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Jackson Memorial hospitals; member of the Amer¬ 
ican Academy of General Practice; died March 8, 
aged 35, of acute myocardial infarction. 

Fridell, Glen William * Slater, Iowa; State Univer¬ 
sity of Iowa College of Medicine, Iowa City, 1946; 
formerly an officer in the medical corps of the 
Army of the United States; associated vdth Iowa 
Lutheran Hospital, Des Moines, where he died 
March 5, aged 35, of pulmonary embolism and 
multiple fractures, as the result of an automobile 
accident. 

Gannon, Charles Henry ® Cranston, R. I.; Mary¬ 
land Medical College, Baltimore, 1913; veteran 
of World Wars I and II; sers'ed on the staff of the 
State Hospital for Mental Diseases at Howard; 
died in Our Lady of Fatima Hospital in North 
Providence Match 1, aged 71. 

Hyskell, William Emory, Meadville, Pa.; Jefferson 
Medical College of Philadelphia, 1903; an associate 
member of. the American Medical Association; 
served as a member of the board of health of 
Meadrille and as medical director of Crawford 
County; veteran of M^orld War I; died in the Mead¬ 
ville City Hospital March 8, aged 82, of broncho¬ 
pneumonia and cerebral hemorrhage. 

Johnston, Ira Leonidas ® Samson, Ala.; Memphis 
(Tenn.) Hospital Medical College, 1903; veteran of 
World War I; past-president of the Geneva County 
Medical Society; died Feb. 5, aged 80, of pneu¬ 
monia and heart disease. 

Kahn, Samuel * New York City’; Columbia Univer¬ 
sity College of Physicians and Surgeons, New York 
City, 1916; fellow of the American College of Chest 
Physicians; on the medical e.xamining staff of the 
New York State Workmens Compensation Board 
from 1925 until his retirement in 1936; veteran of 
World War I; joint editor of “Trauma and Disease”; 
died March 14, aged 66, of heart disease. 

Kapinos, Michael Joseph, Boston; College of Phy¬ 
sicians and Surgeons, Boston, 1939; died in Boston 
City' Hospital March 2, aged 43. 

Kehler, B. Frank, Philadelphia; Hahnemann Medi¬ 
cal College and Hospital of Philadelphia, 1893; 
Medico-Chirurgical College of Philadelphia, 1907; 
died March 1, aged 89, of heart disease and 
arteriosclerosis. 

Lakin, Harry Pearce, North Wales, Pa.; Jefferson 
Medical College of Philadelphia, 1890; an asso¬ 
ciate member of tire American Medical Association; 
formerly practiced in Philadelphia, where he was 
associated with Methodist Episcopal Hospital; died 
in Ambler March 16, aged 93, of heart failure. 


Landry, Paul Tillon, Norco, La.; Tulane University’ 
of Louisiana School of* Medicine, New Orleans, 
1913; for many years parish coroner; died March 3, 
aged 70, of pulmonary emphysema. 

Lear, William D^e ® Ainsworth, Neb.; University’ 
of Nebraska College of Medicine, Omaha, 1924; 
member of the American Academy of General Prac¬ 
tice; veteran of World War I; serv'ed for many years 
as a member of the board of education; on the staff 
of the Ainsworth Clinic and Hospital; died Feb. 
10 , aged 60, of a heart attack, 

Lindgren, Ehs Umari, Lake Worth, Fla.; Helsing¬ 
fors Universitet Medicinska Fakulteten, Helsing¬ 
fors, Finland, 1903; an associate member of tlie 
American Medical Association; member of the 
Medical Society’ of the State of New York; died 
Jan. 21, aged 80, of coronary occlusion. 

Lisk, Percy Franklin, Fort McCoy, Fla.; Atlanta 
School of Medicine, 1906; an associate member of 
the American Medical Association; died in the 
Florida State Hospital, Chattahoochee, Jan. 22, 
aged 76, of cirrhosis of the liver and arteriosclerosis. 

Loop, Floyd Addison ® Lafayette, Ind,; George 
Washington University’ School of Medicine, Wash¬ 
ington, D. C., 1910; fellow of the American College 
of Physicians; associated wth Lafayette Home 
Hospital and St. Elizabeth Hospital, where he died 
March 10, aged 81, of arteriosclerotic heart disease. 

Looze, Anthony Joseph, Cleveland; St. Louis Uni¬ 
versity’ School of Medicine, St. Louis, 1915; member 
of the American Psychiatric Association; on the 
staff of the Cleveland State Hospital; died in the 
Crile Veterans Administration Hospital Feb. 26. 
aged 66, of bronchogenic carcinoma. 

McCauley, Ernest Ruffin ® Moody, Texas; South¬ 
western University’ Medical College, Dallas, 190S; 
past-president of the school board; served as city 
health officer; died March 5, aged 76, of a heart 
attack. 

McConkey, Frank Vance, York, Pa.; Jefferson Medi¬ 
cal College of Philadelphia, 1909; an associate 
member of the American Medical Associatirn: 
member of the American Society’ of Anestliesink 
ogists; on the staff of the York Hospital; died March 
8 , aged 71, of cerebral thrombosis. 

McDonald, Richard Joseph ® Paterson, N. J.: 
Georgetown University’ School of Medicine, Wash.-' 
ington, D. C., 1913; served on the faculty’ at the 
New York Polyclinic Medical School and Hospil.d 
in New York City’; specialist certified by tire .Ameii- 
can Board of Dermatologx’ and Sv’philology; veter n 
of World V^ar I; associated crith St. Joseph’s Hos¬ 
pital; died March 12, aged 67, of myocardial in¬ 
farction and cerebral arteriosclerosis. 
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McKenzicj Gordon Columbus, Ashbum, Ga.; Atlan¬ 
ta College of Physicians and Surgeons, 1906; served 
as a member of tlie county board of education and 
as chairman of the Ashbum Board of Education; 
died in die Turner County Hospital Feb. 26, aged 
73, of heart disease. 

MacGregor, Herbert Paterson, New York City; 
Cornell University Medical College, New York 
City, 1905; an associate member of the American 
Medical Association; on the staff of the Lutheran 
Hospital; died in the Long Island College Hospital, 
Brooklyn, March 15, aged 84, of arteriosclerotic 
heart disease. 

Mann, Herbert Christian ® Orchard Park, N. Y.; 
Universit}' of Buffalo School of Medicine, 1911; 
veteran of World War I; died in die Buffalo General 
Hospital March 8, aged 70, of myocardial infarction. 

Nilsson, John Frederick ® Omaha; Baylor Univer- 
siW College of Medicine, Dallas, Texas, 1939; fel¬ 
low of the American College of Surgeons; on the 
facult)' of the Universitj' of Nebraska College of 
Medicine; on the staffs of the Nebraska Methodist 
and Douglas Count)' hos 2 ritals and Immanuel Hos- 
jjital, where he died Feb. 9, aged 53, of essential 
hypertension with heart disease. 

Norby, Charles Philip, Rensselaer, Ind.; North¬ 
western University Medical Schbol, Chicago, 1905; 
died in the Dr. Norman M. Reatt)' Memorial Hos¬ 
pital, Westville, Feb. 14, aged 78, of bilateral 
bronchopneumonia. 

Norman, Alfred James, Healdsburg, Calif.; Homeo¬ 
pathic Medical College of Missom-i, St. Louis, 
1889; veteran of the Spanish-American War and 
World War I; formerly associated with the San 
Francisco Hospital; died in Letterman Army Hos¬ 
pital, San Francisco, March 2, aged 90, of broncho¬ 
pneumonia and intestinal obstruction. 

Oldham, Gordon Dittraan ® Twin Falls, Idaho; 
Northwestern University Medical School, Chicago, 
1937; a director of tlie Fidelity National Bank; died 
in the Latter Day Saints Hospital in Salt Lake City, 
Utah, March 6, aged 47, of chronic myelocytic 
leukemia. 

Ponder, James Maxie, St. Petersburg, Fla.; Meharry 
Medical College, Nashville, Tenn., 1915; veteran 
of World War I; died in the Veterans Administra¬ 
tion Hospital in Bay Pines March 4, aged 70, of 
myocardial infarction. 

Pressly, James Strong Moffatt, Troy, Tenn.; Van¬ 
derbilt University School of Medicine, Nashville, 
1910; formerly associated with the U. S. Public 
Health Service; veteran of World War I; died in 
the Obion County General Hospital, Union City, 
Feb. 11, aged 71, of emphysema and cor pulmonale. 


May 17, 195.5 

Rich, Riley Gffbert, David City, Neb.; CoUege of 
Physmians and Surgeon^ of Chicago. School 
Medicine of the University of Illinois, 1899. vet 
eran of World War I; served as health officer’ 
Feb. 13, aged 93, of leukemia. ’ 


Rock, John Lestrange ® Oglesby, III.; University of 
Illinois College of Medicine, Chicago, 1916; mem¬ 
ber of the Industrial Medical Association; president 
of the First National Bank of Oglesby; past-presi¬ 
dent of the La Salle County Medical Society; died 
in the Mayo Clinic, Rochester, Minn., Mari 18 
aged 67. 


Rudd, Anna Evans Corlies ® Durham, N. H.; 'Wom¬ 
an’s Medical College of Pennsylvania, Philadelphia, 
1904; died in Willoughby, Ohio, Feb. 21, aged 77. 

Savage, Harvey B., Denison, Texas; Hospital Col¬ 
lege of Medicine, Louisville, Ky., 1903; died in 
Sheman Jan. 26, aged 83. 

Scanlan, Thomas Joseph Daniel ® Lebanon, Pa.; 
Hahnemann Medical College and Hospital of 
Philadelphia, 1931; veteran of World War II; as¬ 
sociated with the Veterans Administration Hospital; 
service member of the American Medical Associa¬ 
tion; died Feb. 7, aged 54, of coronary occlusion. 

ShaiTer, Harry E., Sarasota, Fla.; Medical College 
of Ohio, Cincinnati, 1896; died March 3, aged % 
of cerebral thrombosis and arteriosclerosis. 

Stetson, Elbridge Gerry Allen ® Brunswick, Maine, 
Medical School of Maine, Portland, 1898; veteran of 
World War I; town health officer for many years; 
died March 3, aged 82, of cancer. 

Stevenson, Clyde Allison ® Camilla, Ga.; Atlanta 
School of Medicine, 1907; served as mayor of 
Camilla and member of the board of educab'on; 
associated with the Mitchell County Hospital; died 
Feb. 1, aged 73, of asphyxia in a fire which de- 
stroyed his home. 

Stover, Arthur Reece ® Holbrook, Ariz.; Missouri 
Medical College, St. Louis, 1893; member of® 
Arkansas Medical Society; served on the lacu b 
of the University of Arkansas School of Medicine 
in Little Rock, and the Chicago Medical School, 
died Feb. 9, aged 88. 

Sturdevant, Lazelle Brantly ® Surgeon, U. 
lie Health Service, retired, 

Nebraska College of Medicine, Omaha, 190^^ ' 
tired from tiie U. S. Public Health Service m ^ 
vember, 1946; veteran of World War I, 
tire staff of the U. S. Public Health Semce« 
pital, where he died Feb. 28, aged 78, 0 
pneumonia and Parkinson's syndrome. 
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Sphincterotomy on Patients wth Chronic Pan¬ 
creatitis.—At the meeting of the Society of Physi¬ 
cians in Vienna on Feb. 21, Dr. A. Fritsch reported 
a series of 45 sphincterotomies performed on pa¬ 
tients natli chronic pancreatitis. Of these, 34 pa¬ 
tients tolerated the operation well and had no 
postoperative complications; 32 were ree.\amined 
and 27 of them were without complaint, 3 had mild 
indigestion, and 2 had the same pain that led to 
operation. Calculi in the ampulla of Vater and 
spasm of the sphincter of Oddi should be demon¬ 
strated by cholangiography before sphincterotomy 
is advised. Primary closure of the bile-passage is 
generally preferred to T-drainage. In 15 patients a 
supraduodenal choledochoduodenostomy was per¬ 
formed in addition to sphincterotomy, since a rela¬ 
tive stenosis of the intrapancreah'c segment of the 
common bile duct had occurred. 

Prematurity and Infant Mortality.—At the same 
• meeting, Dr. H. Gross stated that the death rate 
of the normal born infant is 1.99% at the highest. 
To justify the separate grouping of the infants 
bom at term and the premature infants, he showed 
' a steep increase in the death rate with decreasing 
birthweight. In order to reduce the infant mor¬ 
tality, it is advisable to do everj'thing possible to 
keep the premature infant alive. For this purpose 
it is necessary to bring the existing equipment for 
t die rearing of the premature infant up to date, as 
has been done in the. countries noth a low infant 
mortality. Furthermore everything possible should 
be done to obtain an additional reduction in the 
infant death rate by establishing hospital nurseries 
under die direction of pediatricians. Broader use of 
infant welfare centers by mothers was also urged. 
Dr. H. Koelbl said that Ae cause for the increasing 
. mortality among premature infants is not the lack 
of love for the child or abortion but the heavy 
workload placed on women working on farms and 
in industry. __ 

Genital and Peritoneal Tuberculosis.—At the same 
meeting. Dr. H. Knaus stated that the operati%'e 
f treatment of patients svith genital and peritoneal 
■ tuberculosis requires on principle that the diseased 
oviducts be removed first. Characteristically the 
X-'tuberculosis is restricted to the ampullarv’ portion 
V of the ONuducts. Of 100 patients who were operated 
..on, 68 had a salpingitis, 64 had a tuberculosis peri- 

/ ^ Tlte items in these letters are contributed b> rojrular corre<:pondent5 
. in the sarions foreign countries. 


tonitis, 59 had pleuritis, 33 had pulmonarv- tuber¬ 
culosis, and 11 had tuberculosis of the endome¬ 
trium. Peritoneal tuberculosis is caused almost 
without exception by infection in the oviduct, 
which is first involved hematogenously. Removal 
of the diseased oviduct results in immediate cure. 
Patients with tuberculosis of the endometrium, 
which also occurs secondarily, are almost alw^a^'s 
cured after the extirpation of the tuberculosis oxi- 
ducts. Of the 100 patients operated on only one 
died. She died on the eighth postoperative day of 
ulcerative colitis after an overdose of antibiotics 
(3 Cm. of oxytetracycline intrax’^enously). The rest 
w'ere permanently cured within only a few w’eeks, 
although some of them had been ill for years and 
had been treated unsuccessfully with drugs. 

Carcinoma of the Uterine Cerx'ix.—At the meeting 
of the Society of Gynecologx' and Obstetrics in 
Februarj' in Vienna, Dr. H. Hogler said that the 
process of exposing and freeing the ureter during 
radical operations (Schauta-Amreich’s technique) 
has been rmjustly labeled as being especially diffi¬ 
cult. The procedure may, however, be simplified by 
considering the preoperative cystoscopic findings. 
Tlie speaker reported on a series of 274 patients 
w'ho were hospitalized from May, 1945, to the end 
of 1952 with carcinoma of the uterine cerxox. Of 
these, 219 w’ere subjected to radical hysterectomy 
(175 Schauta-Amreich and 44 Werdieim opera¬ 
tions), the rest were treated with radium. The per¬ 
centage of operable patients after irradiation ther¬ 
apy w^as 79.9. Permanent cures were obtained in 
70.3% of the patients who were treated with vaginal 
hysterectomy and 45.5% of those subjected to Wer- 
theims operation, or 65..37<i for both operations. Tlie 
primary death rate in the 219 patients operated on 
w'as 3.2%. Of the .55 patients who w'ere treated with 
radium, 13 were alive after five years. Complete 
cure was obtained in 56.9% of the patients. Vesi¬ 
coureteral or rectal fistulas did not develop in any of 
the patients. In a second series of 266 patients, 231 
W'ere subjected to the Schauta-Amreich operation 
and 35 to the Wertheim operation between Janu- 
ar>', 1953, and die end of 1957. In the same period 
45 patients were treated with irradiation. Tlie pri- 
marj' operadx'e death rate for both methods w’as 
2.3%. A ureteral fistula occurred in one patient, but 
this w'as spontaneously cured, with restitution of 
die renal function before the patient left the hos¬ 
pital. The speaker recommended radical vaginal 
hysterectomy for all patients with group 1 carci¬ 
noma of the uterine cerx'Lx. 
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Pelvic Exenteration.—Eight cases of peJvic exenter¬ 
ations (six total and two partial) for primary car¬ 
cinoma of the uterine cervix, vulva, rectum and 
anus, and the bladder, with local invasion and 
lymph node metastases were reported by Dr. Azael 
Leistner (Rcvista de meclicina e ciriirgia de Sdo 
Paido, December, 1957). Most of the patients had 
already had a total hysterectomy or vulvectomy or 
had had roentgen and radium therapy with poor re¬ 
sults. Dr. Leistner made seven temporary cutaneous 
ureterostomies (he does not adwse ureterosigmoid- 
ostomies because of such complications as stenosis, 
infection, and acidosis) and one ileocecal bladder 
which should be attempted if the malignancy is 
supposedly cured. The amount of whole blood used 
during the operation varied from 1,500 ml. (3 pt.) 
in one case to 3,800 ml. (6.5 pt.) in one case. In 
total exenterations the hypogasriic vessels are ligat¬ 
ed and resected. The perineal excision is as e.xten- 
sive as possible. In one jiatient die bladder was sus¬ 
pended and the abdominopelvic separation was 
made with a graft of fascia lata, with excellent re¬ 
sults. In another the pelvis was peritonealized by 
suturing die anterior parietal peritoneum to the pos¬ 
terior peritoneum. There were three deaths in the 
immediate postoperative period and three in the late 
postoperative period. One jjatient after six months 
was in poor condition and the remaining patient 
after tsvo months w^as u'ell and was expected to 
have a long surviva). Tlie unpromising results were 
probably due to the fact that in many cases the op¬ 
eration was performed for palliative reasons (pa¬ 
tients with urinary and fecal fistulas). 


DENMARK 

Reactions to Penicillin.—Since May, 1956, patients 
coming to the outpatient department of the Bis- 
pebjerg Hospital ha\'e been questioned routinely 
about earlier treatment widi penicillin. Of 8,954 
consecutive patients, 4,204 (46.9%) had a record of 
penicillin treatment. Of these, 221 had had side- 
effects which in 113 consisted of urticaria, and in 
40 of malaise. In 30 there had been a local reaction 
in tire form of paresthesia, furuncles, or edema of a 
limb; in 16 angioneurotic edema; and in 10 glossitis. 
Among die rarer reactions were arthralgia and ex¬ 
piratory dyspnea. In none rvas there any record of 
anaphylactic shock, exfoliative dermatitis, or pur¬ 
pura. Dr, Preben Foged ( Nordisk medicin, March 6, 
1958) used penicillinase in the treatment of such 
patients. 

Biopsies by General Practitioners.-In 1951 tire 
Danish National Cancer League offered financial 
support for the examination of biopsy specimens 
sent by general practitioners to any of the Leagues 
radium stations. Dr. J. V. Dahlerup (Ugeskrift for 




larger, Feb. 27,1958) reported that he examined 85 
such specimens, 11 from males and 74 from femak 
reflecting tire frequency with which the uterus ani 
breast raise problems of diagnosis, men a case did 
not call for immediate reference to a specialist or 
adm}ssion to hospital, the specimens (except those 
from the utenis which required no anesthaia) 
were excised under local anesthesia. In 2 of 32 
uterine specimens no abnormality could be" found* 
Of the remaining 30 specimens,- 4 showed card 
noma of the cervi.x, 20 cervical erosion, 2 cervicitis 
and 4 cervical polyps. All tire 18 breast specimen 
showed fibrosis or fibroadenomatosis. In a speci¬ 
men from a man, a seemingly innocent cutaneous 
wart proved to be malignant. In one man and dvo 
women the diagnosis rvas lipoma. Benign melanoma 
of the skin was diagnosed in one man and five 
women. In six patients malignant disease was di 
nosed at an early stage, tlranks to the biopsies. 


Traction for Lumbar Disk Hemiation.-Dr. J. \\ 
Hansen ( Ugeskrift for laager, Feb. 13,1958) evalu 
ated tire effects of traction and manipulation on 41 
patients with lumbar disk herniation verified bj 
myelography. In tire absence of complicafions, iC 
courses of traction were given on a traction board 
devised so as to almost eliminate friction with 
underlying structures. Wren traction had no effect, 
trial was made with manipulation witli tire “pelric 
twist.” In only sev^en patients could a subsequent 
operation be avoided, and for the improved condi¬ 
tion credit could not in every case be given to trac¬ 
tion or manipulation. In only two could any bene¬ 
ficial effect be observed in response to tire traction 
•^^'hiclr in three patients was followed by severe 
pain. In one of these an operation revealed ad- 
Iresions between the root and the herniated disk. In 
anotlrer tire root was stretched over a large hernia¬ 
tion. In the third an operation revealed a red and 
edematous root which was possibly damaged by the 
traction. Tire lumbar spine was manipulated in 'J 
patients, in only one of whom could a partial cure 
be claimed. Even in this patient some of the paw 
persisted, and he could not resume heary vor ■ 
Hansen concluded tlrat neither traction nor nrampu 
lation can have any effect on a herniated Juin a 
disk when it is large enough to yield a posi r 
myelogram, ^^dlen recovery coincides wta su 
treatment, tire tendency of tin's ailment to spo 
taneous recovery slioiild be borne in mind. 


Long-Term Treatment with Anticoa^Ianl®-" > 
patieirts who have had a myocardial in 
tinue for tire rest of tireir lives to take an i ' 
lants? A debate on this subject was repo 
Vorrtok medicin for March 6. Comparative^^^^ 

their 



rt tire use or anncungu^-, 
jponsors sriessed the immaturity of tneir - 
Dr. T. Hilden reported drat a group of 50 P 
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had been given bishydrox\'coumarin or some other 
anticoagulant while a group of 88 controls were 
given a placebo. In the first group there had been 
five deaths but no infarcts since this test was 
started in 1955. In the second group there had been 
14 deaths and 3 new infarcts. The patients had 
come for a checkup at intervals of one to four 
weeks. In only 2 of the 11 patients with hemorrhage 
was it necessary to discontinue the treatment. 
Dr. J. Clausen reported favorably on this treatment 
which he had given to 50 patients while a similar 
number had served as controls. As for the objection 
that anticoagulants promote hypochondriasis, he 
had found on the contrar>' that the medical super¬ 
vision had had a reassuring effect on his patients. 

Acta Anaesthesiologica Scandinavica.—In October, 
1957, the first number of Acta anaesthesiologica 
scandinauica was published under the auspices of 
the Universit)' of Arhus. Published in English, this 
latest in the series of Scandinavian Actas udll ap¬ 
pear as a quarterly and will be devoted to experi¬ 
mental and clinical research in anesthesiology. 

Treatment of Neuroses and Psychoses wth Mepro¬ 
bamate.—Dr. M. Hertz ( Ugeskrift for Iseger, March 
13, 1958) used double-blind placebo tests on 21 
patients with neuroses and 20 with severe psy¬ 
choses. He gave 200 to 2,000 mg. of meprobamate 
three times daily. The results of this treatment, as 
gauged by different reactions to it, showed it to be 
remarkably effective for the neuroses and, to a 
lesser extent, for the psychoses without provoking 
habituation. The usual dosage of 400 mg. three 
times a day would seem to be inadequate as 
judged by the results in 19 patients, mostly svith 
chronic psychosis, given this dose. 

FRANCE 

Luteal Activity and Vaginal Smears.—L. de Gennes 
and co-workers (La presse medicale 66:559, 1958) 
found that vaginal smears indicated the action of 
the luteal hormone on the vagina as shoum by an 
increase of the cell plication and patches of desqua¬ 
mation, by a diminution in cell comification, and 
eventually by a diminution in external basal cells; 
but none of these manifestations is specific. An 
isolated smear shoulng a plication index of eosino¬ 
phils of less than 40% with no patches of desqua- 
■ mation is proof of the absence of luteal action. On 
the contrary', an isolated smear showing a massive 
celt plication index greater than 65% and significant 
patches of desquamation is not always a sign of 
luteal activity. A series of smears made regularly 
throughout the menstrual cycle and showing (1) 
in the middle of the cycle an ovulatory' peak of 
eosinophils with pycnotic nuclei e.xceeding 50%, 
followed by a marked drop in cell comification; 
and (2) an increase on several smears, in the luteal 


phase, of the patches of desquamation and cell 
plication, as compared with the follicular phase, 
afford proof of luteal action. Vaginal smears-afford 
only slight evidence of luteal secretion. In patients 
wth parasitization or vaginal or cervical infection, 
no positive or negative evidence can be had from 
examination of an isolated smear. In this eventuality' 
negative findings should be disregarded, even 
though a series of smears were made throughout 
the menstrual cycle. If a series of smears shows a 
marked and persistent increase, in the luteal phase 
as compared wth the follicular phase of the same 
cycle, regarding the plication and the patches of 
desquamation, the estrogenic cur\'e being other\vise 
normal, the positive findings may' be considered 
valid. 

Arteriovenous Angiomas of the Brain.—J. E. PaiUas 
and co-workers (La presse medicale 66:525, 1958) 
said that although of congenital origin, arterio¬ 
venous angiomas of the brain are usually found only 
in adults. They were, how'ever, able to collect a 
series of 11 children w'ith such tumors, aged from 
4 to 15 years. The predominant and ty’pical mani¬ 
festations were suggestive of pure meningeal 
hemorrhage (1 case), intracerebral hematoma wdi 
a sudden onset (6 cases), and chronic focal epilepsy 
(4 cases). Cerebral angiography usually reveals 
the diagnosis. An electroencephalogram generally 
exhibits a focus of slow waves -combined with 
paro.xy'smal peaks. Of the 11 children, 3 were oper¬ 
ated on in coma. Tliese three and six others were 
cured by operation (seven with no sequelae). 

Tuberculous Bronchial Perforations.—A. Levi- 
Valensi and co-workers ( La presse medicale 66:563, 
1958) stated that intrabronchial perforation of 
mediastinal ly'mph nodes in adults was unknow-n 
until recently. In a series of 700 adult tuberculous 
patients in Algiers, aged 16 to 70 years, they found 
300 wth fistulas. Of these, 258 had pulmonary' 
tuberculosis; 13 had lymphomediastinal or pleural 
localizations; and 29 had hemoptysis v-ith no ap¬ 
parent cause. The percentage of perforations in the 
whole series was about 43 (46% in Europeans, and 
•38% in Mussulmans). The bronchoscopic aspect 
included punched-out perforations w'ith anthracotic 
secretions, small perforations, and cicatricial fistulas. 
The lesions w'ere imilateral in 83% of the patients. 
At 36 recent autopsies, 18 showed the presence of 
caseous adenopatiiies w'ith perforation into the 
bronchi in 12. 

Antihistaminics.—Louis Desliens (La presse medi¬ 
cale 66:562, 1958) demonstrated that cow's are 
very' susceptible to histamine products. A dose of 
25 mg. of histamine bi-hydrochlorate can kill a cow' 
weighing 500 kg. V3thin about 30 seconds of an 
intravenous injection, panting, hemal hy'perx'iscosity, 
and discoloration of the mucosa may be seen. Vith- 
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in a few minutes the viscosity and erythrocyte 
count can double. Epinephrine when injected after 
histamine slightly reduced the histaminic shock; 
when injected before giving the histamine it proved 
very effective. Ephedrine does not produce any 
appreciable effect. Cocaine and morphine, which 
cause marked hypertension in horses and cows, do 
not prevent tlie histaminic shock but render it 
shorter. Pilocarpine, physostigmine, and acetyl¬ 
choline, although increasing the viscosity, do not 
markedly aggravate the shock. Atropine does not 
modify it much. Magnesium hyposulfite does not 
afford much protection. A large injection of isotonic 
Locke’s solution or a hypertonic injection of sodium 
chloride, glycerine, and saccharose dilutes tlie blood 
and produces a hypoviscosity. The histamine that 
is introduced later does not induce tlie same hemo- 
concentration. Hexamethonium does not prevent 
histamine shock. Promethazine and chlorpromazine 
give excellent protection against shock. 


■OTTERS TAMA X. , 

J.A.M.A., May I7, jgjj 

suits: (1) an increase in the urinary clearance anH 
blood level of the 17-hydroxycorticoids in the 
course of treatment and during the lO-to-20-dav 
period after discontinuance of the treatment- (2) 1 
more or less complete depression of the u’riniv 
clearance of hychocortisone, this being consistent 
with the classical blocking of the ACTH secretion 
by metacortandracine and the ensuing rest period 
for tlie adrenal cortex; (3) the persistence for 10 to 
30 days of the urinary clearance of a notable 
amount of delta-l-cortisone; and (4) after the course 
of delta-l-cortisone, rapid reappearance of hydro¬ 
cortisone in the urine and return of a negative 
Thom’s test as early as the seventh day after inter¬ 
ruption of the treatment. A study of the urinary 
elimination of 17-hydroxycorticoids in 19 tuber¬ 
culous subjects showed that in all (except fpr two 
vatli hyposecretion) this clearance did not exceed 
the normal limits. In the patients being subjected 
to a delta-l-cortisone it was not possible to establish 


Hyperadrenocorticism with Alkalosis and Hypoka¬ 
lemia.—In La presse medicaJe (vol. 66, p. 437,1958) 
R. S. Mach and co-workers reported on two pa¬ 
tients who had pulmonary' carcinoma with bilateral 
adrenal metastases. 'Tliey presented no clinical man¬ 
ifestation of Cushing’s or Conn’s sy'ndrome but 
showed signs of a humoral hyperadrenocorticism 
vdth metabolic alkalosis, hypokalemia, hypochlo- 
remia, and hy'pernatremia. Tlie humoral disorders 
and die diabetes in one of the patients could be 
explained by the obsen'ation of an exaggerated 
secretion of 17-hydroxycorticosteroids. In the odier 


a relation of the quality of-'die therapeutic results 
obtained to the rate of urinary' elimination of the 
17-hydroxy'corticoids before, during, and after treat¬ 
ment, but in the two patients eliminating initially 
very little of the 17-hydroxy'corticoidS) tbe results 
proved particularly favorable. Tliese observations 
indicate that the action of corticoids in tuberculosis 
is essentially pliarmacodyoiamic. But the possibility 
of exerting a favorable opotherapeuttc acthity 
should not be rejected for those exceptiobal patients 
widi tuberculosis presenting an insufficiency in 
proteoglucidic corticoadrenal hormone. 


patient the finding of a lowered rate of urinary' and 
adrenal aldosterone indicated that the presence of 
electrolytic disorders from a metabolic alkalosis 
wdi hypokalemia, which is an essential element of 
Conn’s syndrome, does not necessarily depend on 
an exaggerated production of aldosterone. 

Hypertension in the African Negro.—In La presse 
meclicale (vol, 66, p. 439,1958) M. Sankale and co¬ 
workers stated diat arterial hypertension is not un¬ 
common in the African Negro. The hypertension 
was of renal origin in 20% of their series. Meno¬ 
pause was rarely associated with hypertension, 
which was rare in the poor classes and in the rural 
areas, but frequent in tire sedentary gourmand. 
Progressive hypertension was chai-acterized by 
cardiac insufficiency and occasionally myocardial 
infarction. Cerebral vascular accidents occurred 
especially in patients over 45. Tlie incidence of 
malignant hypertension was relatively high. This 
would appear as a secondary manifestation in 75% 
of these subjects. 

Urinary Clearance of tlie 17-Hydroxycorticoids.-In 
La presse medicale (vol. 66, p, 437,1958) H, War- 
embourg and co-workers stated tliat a two-month 
course of delta-l-cortisone in subjects with normal 
corticoadrenal function produced the following re- 


Respiratory Resuscitation.—In La presse medicale 
(vol. 66, p. 460, 1958) P. Mollaret and co-workers 
reported tliat cuirass respirators should be given a 
high place in tlie treatment of respiratory insuiS- 
ciency', even die first place in die chronic phase of 
poliomy'elitic respiratory paralyses, on die dual con¬ 
dition that the indications for its use be properly 
determined and die device correctly adapted, to 
adequate cuirass respirator must secure enoug 
pulmonary' ventilation. Only those which surroun 
bodi thorax and abdomen produce an effective ven 
tilation. Furdiermore the. electi'omotor niechanism 
must be sufficiently powerful to develop inside e 
cuirass important pressure gradients, Tlie dewe 
should be comfortable, which means that tlie cuin 
must be light and supple and must have sue 1 
shape as makes it possible for the patient 0 
its application throughout his 
must be strong, so that it can be used dai y. 
be easily repaired to minimize periods 0 no 
ability. 'The daily' duration of assistance w n 
cuirass is determined by the muscular S'., 
die patient as spirographically , .‘..fficienf 

respiratory recovery of the patient is no 
for him to get free from any ventilatory ass 
the cuirass respirator constitutes the bes 
which to return the patient to his home. 
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The Indian Council of Medical Research.~The In¬ 
dian Research Fund Association, established in 
1911, became the Indian Council of Medical Re¬ 
search in 1950. Under the National Malaria Control 
program, the Council is supporting studies on the 
mechanism of resistance of vector mosquitoes to 
DDT-and the results obtained so far augur well 
for the success of the program. The Council’s inves¬ 
tigations into the problem of filariasis have yielded 
knowledge which is serving as a sheet anchor in 
control operations against this disease. Leprosy is 
beginning to yield as a result of researches on the 
mode of spread of this disease. Special operations 
to relieve persons suffering from advanced stages 
of this disease have been devised. Research has 
been encouraged in the problem of disposal of in¬ 
dustrial wastes, particularly lac wastes. In addition 
to studies on smallpox and rabies, the Council has 
sponsored research on such viral diseases as Japa¬ 
nese B encephalitis and Russian spring-summer 
encephalitis. A countr>'-svide campaign of DDT 
delousing resulted in eliminating plague from most 
of the endemic foci. Visceral leishmaniasis was 
successfully combated both from the point of view 
of treatment of patients and of control of the sand 
fly vector. The rickettsial diseases were controlled 
to a large extent. Malnutrition is a major problem. 
Bengal gram has been found to be of great value 
in the treatment of children suffering from kwashi¬ 
orkor. 

Effect of Chloramphenicol on Leukocytes.—Srivas- 
tava and Zaidi {Journal of the Indian Medical 
Association, vol. 30, March 1, 1958) fed normal rats 
50 mg. of chloramphenicol per kilogram of body 
weight daily for six weeks. The animals developed 
diarrhea in the first two weeks, became emaciated, 
and lost much-hair. These disturbances disappeared 
after two weeks and the animals started to regain 
weight in spite of continued chloramphenicol feed¬ 
ing. The gastrointestinal symptoms seen in the first 
two weeks may have been due to the depression of 
normal bacterial flora of the intestine resulting in 
the growth of Streptococcus faecalis and monih'a. 
In’ die first rivo weeks, the rformal flora adapted to 
the new environment, thereby restoring normal 
gastrointestinal function. There was a transient 
lowering of the leukocyte count in the first two 
weeks, and this also returned to die original level. 
This was probably due to the state of stan'ation 
produced by the initial gastrointestinal disturb¬ 
ances rather than to any direct depressant action on 
the leukocytes. Splenectomy in normal rats was fol¬ 
lowed by leukocytosis in the first week, the count 
dien showed a gradual decrease although it re¬ 
mained higher than the original level up to the 
sixth week. Chloramphenicol feeding delayed the 
postsplenectomy peak by tivo weeks. This may have 


been due to a slight depression caused by die 
gastrointestinal disturbances or due to a temporari' 
depression of leukopoiesis. The eosmophib showed 
a gradual and sustained rise after splenectomy, the 
maximum value being reached by the sixth week. 
Chloramphenicol feeding did not affect the circulat¬ 
ing eosinophils of the eosinophil granulopoiesis in 
normal and splenectomized rats. 

All-India Nutrition Conference.—At the second All- 
India Nutrition Conference in February, the Minis¬ 
ter for Health said that the average Indian diet was 
composed largely of starch and was deficient in 
proteins, vitamins, and minerals. Malnutrition in 
the rural areas and among the poor can be elimi¬ 
nated only if the people are made to understand 
the importance of a proper diet and the proper use 
and preparing of the foods available. 

Dimorphous Polyneuritic Leprosy.-Cochrane and 
Khanolkar {Indian Journal of Medical Sciences, 
vol. 12, January', 1958) described five lepers seen 
in different clinics who complained of anesthesia 
and whose condition was diagnosed as polxmeuritic 
lepros}'. They all complained of numbness and 
showed no odier cutaneous manifestation. Biopsy 
specimens taken from subcutaneous nerv'es showed 
large numbers of Mycobacterium leprae. The his¬ 
tological structure was neither wholly tuberculoid 
nor wholly lepromatous in nature but suggestive of 
a dimorphous tj'pe of leprosy. The authors believe 
this dimorphous t>T)e is more widespread than was 
suspected. As in lepromatous and tuberculoid lep¬ 
rosy, so also in the dimorphous group there are 
clinical signs that manifest themselves not only as 
infiltrated lesions but also as macules and poly¬ 
neuritic signs. These polyneuritic manifestations 
occur also in the two main types of leprosy, al¬ 
though they are rare in the lepromatous variety. 
This may be due to the initial pure neural stage in 
lepromatous leprosy being so transient that it is 
hardly recognized. A close study of leprosy among 
the Mongolian races may reveal the existence of 
pol)^^!]!^^ lepromatous leprosy. The autliors sug¬ 
gest that the dimorphous, neuritic, or pohneuritic 
case is a clinical entit}’ and should be included in 
any detailed classification of leprosy. All clinical 
manifestations of leprosy (macular, infiltrated, or 
pohmeuritic) have a dimorphous phase. 

Serologic Tests for Syphilis.—C. W. Chacko and co¬ 
workers {Indian Journal of Dermatology and Ve¬ 
nereology, vol. 23, October-December, 1957) stated 
that of all tests made on the spinal fluid, only tlie 
serologic tests constitute specific proof of the pres¬ 
ence or absence of neurosy-philis. The Wassermann 
reaction when used as a routine test on the spinal 
fluid has certain limitations. It is not specific 
enough in the diagnosis of neurosjTihilis and it can¬ 
not be used for quantitative estimations. In the 
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Institute of Venereology, Madras Medical College, 
the VDRL tube precipitin test using the cardiolipin 
antigen was introduced as the routine test on spinal 
fluid in 1953. Tlie Kolmer modification of the Was- 
.sermann reaction using the cardiolipin antigen was 
introduced as an additional test. The autliors com¬ 
pared the results of the two techniques on 489 
specimens of spinal fluid collected from 49 patients 
with neurosyphilis and 440 with syphilis not affect¬ 
ing the nervous system. Cell counts and total pro¬ 
tein estimations were also made simultaneously. 
The results shov'ed that the two tests were com¬ 
parable as to sensitivity and specificity. They 
agreed qualitati\'ely in 95.6% of cases. Where the 


»li#rTJERS T A \f A 

J.A.M.A.,Ma)'I7,l9; 

land, 46 m Holland, 32 in Great' Britain, 4 j 
France, 1 m Sweden, and 1 in the United Stnt 
Commenting on these figures in Tidsshihfor l 
norske Isegeforening for Feb. 1 , Dr. J Haffner 
former- President of the Nonvegian Medical L 
ciation, points out that by 1960-1961 these stud J 
will be coming to Norway at the rate of 50 a vei 
looking for internships, but by then the supply ( 
such appointments may be less than the nee^d'{( 
them, and Norway may wake up to a serious sui 
plus, even a surfeit, of physicians, for by then son’ 
125 will be turned out yearly by the two Nonvegia 
universities. ® 


two tests agreed in their results, they correlated . Ornithosis.-Dr. C. Lerche (Journal of the Osl 
well with the cell counts, protein estimations, and City Hospitals, vol. 8,1958) studied Qie prevalenc 
clinical findings. Vfliere they disagreed, there were of ornithosis antibodies among patients in' Os! 
no cases wdiere the ^^dRL test was reactive and the city hospitals. Between Aug. 1 1955 and May 

Kolmer test was not. In all of them the VDRL test 1957, 820 patients with a tentative’ diagnosis c 

was nonreactive and the Kolmer test reacth'e. Tlie viral pneumonia were e.xamined at the Institute c 
authors recommended that the VDRL test be used Bacteriology of Ullevaal Hospital. Among ther 

as the single routine test while the complement were 94 (11.5%) with a positive complement fiv 

fi.vation test using cardiolipin agent be performed tion test of a titer of 1:30 or more for omithosi! 

only as an additional test in teaching institutions None of them presented evidence of Ijunphogrami 

and reference laboratories. loma \'enereum, and all but one had a negativ 

serologic test for s>'philis. Seven patients were unde 


NORWAY 


the age of 9, and nine were between 10 and If 
The four oldest were over 60. Tlie patients couli 


Rehabilitation.—Dr. Gudmund Harlem (Nordisk 
medicin, Feb. 6,1958) made a house-to-house study 
of two school districts with a total population of 
1,865, only 5 of whom could not be found. Of the 
1,860 e.xamined 220 ( 12 %) were suffering from ail¬ 
ments that from the strictly medical point of view 
were partially crippling, yet 128 of these were able 
to do full-time work. A scrutiny of the circum¬ 
stances governing each of these cases showed that 
the unskilled worker fared worse than the skilled 
worker presumably because the latter was more 
adaptable. Furthermore the worker living in a 
community with ample differentiation of employ¬ 
ment fared better than the worker more geographi- 


be classed in three groups, in the first of whidi f 
had high fever, malaise, headache, severe cougl 
noth scanty sputum, and pain in the chest. The 21 
patients in tlie second group had been ailing fo 
several months before admission to hospital for ai 
influenza-like illness whose protracted course ha: 
led to the discovers' of radiologically demonstrahii 
pulmonary infiltrations. The 55 patients in the te 
group were more heterogeneous, and tlie cliniciani 
in charge of tliem had challenged tlie diagnosis ol 
ornitliosis in spite of the positive serologic findings 
Between Nov. 1, 1956, and June 1, 1957, compk 
ment fixation tests of 416 blood donors showed 
positive reactions. 


cally isolated from Ins fellow-beings. In the light xhyroto.vicosis.-Drs. K. Bie and G. Omland 

of tliese and similar observations, Harlem stressed reported a seife 

the importance of a rehabilitation mentality which thyroto.xicosis of whom Ih 

goes far beyond tlie strictly medical aspect of the operated on and 24 received medical treat- 

problem in each case. He found that 13 of 25 pa- About 25% of these patients were male, 

tients with heart disease, 12 of 23 with tuberculosis, youngest was 4 years old and the oldest \yas 

13 of 15 with lumbago or sciatica, and 10 of 15 gg cases preoperative treatment w® 

with asthma or bronchitis were already fully em- for 9 days was followed by subtotal W 

ployed, but in only 4 of 10 with arthrosis of a single roidectomy, tlie patients being discharged ol 

ioint could this claim be made. after admission. Under medical Veatment on}, 

average stay in hospital was 24 <iays-There ^ 

Training Abroad for Medical Students.-The short- postoperative deatlis, but in five pafients tn 
age of facilities for medical training at tire univer- paralysis of the recurrOTt laryngeal , g. 

sities of Oslo and Bergen led in 1956 and 1957 to whom recovered. There yvere four in 

a veritable exodus of medical students to foreign toxicosis persisted and eight in ! pjon; 

schools. By die end of 1957 as many as 226 were Three developed tetany and five j re¬ 
studying in Germany, 66 in Austria, 64 in Switzer- follow-up examinations it appeare 
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suits of the operation could be claimed in 91%. The 
success of operative treatment depends largely on 
the skill and experience of the surgeon. Operative 
complications,are rare in hospitals specializing in 
this field as compared xrith other hospitals. 


PERU 

Isoniazid in Advanced Tuberculosis.—In the treat¬ 
ment of advanced pulmonarx’ tuberculosis, isoniazid 
alone may be as effective as in combination uath 
either aminosalicylic acid or streptomycin accord¬ 
ing to Dr. F. Vargas Jimenez (Andes de la faculfad 
de medicina, vol. 40, 1957). He gave 5 or 10 mg. of 
isoniazid per kilogram of body weight daily for 9 
to 21 months to 4.3 patients with moderate to far 
advanced pulmonar}' tuberculosis. None of the pa¬ 
tients had had any previous treatment and no other 
drug was used. AU but three patients were male, 
and the ages of 34 ranged from 15 to 29 years. 
Thirt)' of the patients had had sxTnptoms for more 
than six months prior to starting treatment. Twent>'- 
three had single cavities, 16 multiple caxaties, and 4 
no caxaties. In 8 at least one lobe was destroyed, 
and extrapulmonary tuberculosis was present in 14. 
Follow-up studies of 34 about two years after treat¬ 
ment was started showed that 28% had become 
noninfective and in 24 the cavities had closed. Sig¬ 
nificant radiologic improvement was observed in 
32. Of the 15 patients xvith moderately advanced 
tuberculosis, all showed substantial radiologic im¬ 
provement, 13 showed .bacteriological conversion, 
and 11 closure of the cavities at the end of the sec¬ 
ond year of observation. Of the remaining 19 pa¬ 
tients, all xrith far advanced lesions, 17 showed 
favorable radiologic response, 15 showed bacteri¬ 
ological conversion, and 11 closure of the cavities. 
Serious side-effects attributable to the prolonged 
administration of isoniazid occurred in only one 
patient who developed a peripheral neuritis. Al¬ 
though recover}" followed drug withdrawal, a se¬ 
vere relapse of his tuberculosis occurred. 

Diagnostic Value of Pyelonephritis Cells.—As a 
consequence of Sterheimer and Malbin’s report 
about the finding of “granular motilit}’” or pyelone¬ 
phritis cells in tihe urine of patients suffering from 
pyelonephritis. Dr. O. E. Talledo (Anales de la 
factdtad de medicina, same issue) conducted a 
study in which cells of this type were found in 25 of 
26 patients suffering from pyelonephritis alone; in 
23 of 26 xrith pyelonephritis associated xvith some 
other diseases of the Iddney or the urinary tract; 
and in 7 of 8 witli prox'ed renal tuberculosis xxith 
probable pyelonephritis. Further investigations 
failed to demonstrate “granular motility cells” in 
any of 10 miscellaneous patients xxuth diverse condi¬ 
tions other than pyelonephritis knoxxn to invoK’e 
the kidney either primarily or secondarily. These 


cells xx’ere also consistently absent from the urine of 
35 subjects with no evidence of urinarx’ tract infec¬ 
tion. The author found the presence of “granular 
motih'ty cells” to be nearly as useful as culture of 
the urine for diagnosing pyelonephritis. Escherichia 
coli xx'as the organism most frequently found in cul¬ 
tures, as it accounted for 50% of those that xx-ere 
positive. Next in frequency xx-ere Paracolon organ¬ 
isms in 27.2%, and Proteus organisms and micro¬ 
cocci in 15.1%. The author concluded that a close 
relationship e.xists betxx-een the finding of pyelone¬ 
phritis cells in the urinarx' sediment and the diag¬ 
nosis of pyelonephritis by cultures of the urine. 

Chloramphenicol in Bartonellosis.—Opinions re¬ 
garding the treatment of bartonellosis hax'e varied 
but in the last five years there has been groxxing 
agreement that therapy should be directed not only 
against die bartonellosis but also against the sal¬ 
monellosis that complicates most of the cases of the 
disease. In most fatal cases death xx'as caused by 
the complicating salmonellosis rather than the bar¬ 
tonellosis. This xx’as the reason for any beneficial 
effect of penicillin given to patients xx’itli bartonello¬ 
sis. Vfith .the advent of the broad-spectrum anti¬ 
biotics it xvas beliex'ed tliat an effectix-e treatment 
for bartonellosis as xvell as for salmonellosis had 
been provided. Of these, chloramphenicol xvas con¬ 
sidered by most observers to be ^e best. Dr, Man¬ 
uel Cuadra (same journal), however, called atten¬ 
tion to the fact that this antibiotic usually has been 
given late in the course of the acute phase of the 
disease xxben salmonellosis had aheady become es¬ 
tablished and that little xvas knoxxm about xx'hether 
chloramphenicol xx-as as effectix’e xx’hen given earh'er 
xvhen the patients’ blood rex^ealed Bartonella onix". 
The author gax'e chloramphenicol to four patients 
xx-ith bartonellosis during the initial inx"asix'e stage 
of the disease. Blood cultures rex-ealed Bartonella 
but no Salmonella. The drug prox'ed to be of defi¬ 
nite x-alue in the four patients. SxTnptoms xvere re- 
hex-ed and the blood cultures became negatix'e 
xvithin 24 to 48 hours. It xx"as particularly note- 
xvorthy that ex"en the hemolysis xvas completely 
arrested in xiexv of the fact that in pafa'ents treated 
xxith the same drug but at later periods there xvas 
no improx-ement in the anemia. Chloramphenicol 
also prex’ented the development of the usual ver¬ 
rucous lesions. Relapse occurred in only one pa¬ 
tient, but this xx'as promptly controlled by a furtlier 
course of chloramphenicol. 

Blood Groups in Peruvian Indians.—In the same 
journal issue, C. Rexnafarge reported that he e.x- , 
amined blood samples from 800 Indians of the 
central Peruxian Andes and found that 81% of the 
entire series belonged in group 0. This finding 
agreed xxith the reports of other inx-estigators. It 
xx-as noteworthy that subgroup xx-as found in 
2.75% of the subjects, since absence of the blood 
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agglutinogen A" has been considered as one of the 
antliropological characteristics of the Mongoloid 
race to which the American aborigines are thought 
to belong. The interpretation of this finding remains 
conjectural, but the clue might lie in the fact tliat 
the race is not absolutely pure. All but one of 
the subjects were Rh-positive. Tliis explains why 
eiythroblastosis fetalis is never seen among Andean 
people. As to the MNSs system, investigated in 500 
of these subjects, 43.2% belonged to group M; 
11.8% to group N; and 45.0% to combination MN. 

Chronic Benign Neutropenia.—Chronic benign neu¬ 
tropenia was first described by Fanconi in 1941. It 
is characterized by a marked, chronic, selective 
drop in the neutrophil count resulting in leukope¬ 
nia, normal bone marrow, decreased resi.stance to 


ETTERS TA,r, 

lin 0.9 Cm. per 100 cc beta-globulin 1.2 Gm wi 
100 cc., and gamma-globulin 1.9 Gm uer 
The albumin-globulin ratio was 0.68. uLedWnn^ 
cell count was 3,400,000 and the leukocyte Int 
6,000, wiUi 1% neutrophils, 6% eosinophils 41 
monocytes, 65% lymphocytes, and 2% Turk’ cells 
The sedimentation rate was 32 mm. and the hemo 
globin level 9.6 Gm. per 100 cc. A biopsy specimen 
of bone marrow revealed hyperplasia of the mye¬ 
loid series, with a predominance of myelocytes, a 
diminution in the elements of the erythrocyte seri^ 
a notable increase in eosinophils, and a normai 
appearance of the remaining bone marrow cells. 
Biopsy specimens from a cervical lymph node 
showed a nonspecific chronic lymphadenih's. 


infections without significant impairment of die 
general health, unresponsiveness to the usual meas¬ 
ures used in die treatment of granulocytopenia, and 
spontaneous cure. Less than 20 cases have been re¬ 
ported, mostly by European u'orkers. It may be 
confused with malignant neutropenia, granulocyto¬ 
penia, and chronic familial neutropenia, Tlie first 
two of diese is characterized by a severe leukopenia 
(3,000 or less) and bone marrow which shows 
arrest of the blastic myeloid series. In chronic 
familial neutropenia, adenopathies and typical gran¬ 
ulations in the leukocytes are observed. Cyclic 
neutropenia is diagnosed by the ajrpearance of 
granulocytes in the blood. Infectious mononucleosis 
may be associated with leukoiienia widi a relative 
lymphocytosis in some patients, but these lympho¬ 
cytes display distinct features, and other aspects 
are very characteristic so diere should be little con¬ 
fusion with this disease. Eosinopenia is a bad prog¬ 
nostic sign in chronic benign neuh'Oiienia. The 
cause is unknonm. The evidence points to a shorter 
life-span rather than an arrest in the maturation of 
the neutrophils. No treatment has been found of 
benefit although splenectomy has been tiled. 

• A further case was reported by Dr. Hugo Cedron 
(Pafologia clinica, vol. 2, September-Decembei', 
1957) in a G-year-old girl who entered the hospital 
in August, 1957. Six montlis prior to admission an 
abscess formed on the posterior aspect of her- thigh 
widi symptoms of general infection, and desyiite 
intense antibiotic tlierapy it required 20 days to 
heal. Shortly after this, abscesses formed in die 
neck, upper eyelid, and other regions. All of them 
yielded only to prolonged treatment with anti¬ 
biotics, Pustules also formed in the mouth and were 
accompanied by fever and general distress. When 
they healed, bronchitis with fever, cough, and pro¬ 
fuse nocturnal sweating occurred. This process fol¬ 
lowed a relapsing course with ultimate recovery, 
but furunculosis and pyoderma recurred. On ad¬ 
mission a roentgenogram of the chest showed evi¬ 
dence of bronchopneumonia. Serum electrophoresis 
revealed albumin 2.7 Gm. per 100 cc., alpha-globu- 


UNITED KINGDOM 

Factors Influencing Deposition of Lipid on Aorta,- 
A chance observation by Rutstein and co-workers 
(Lancet 1:945, 1958) led to the study of factors 
affecting lipid deposition in tissue cultures of cells 
from the human aorta. In studying the effect of 
steroids on sodium and potassium exchange in 
human heart cells in tissue culture it was found 
that cells exposed to cholesterol for eight days took 
up tins substance, which could be demonstrated 
histochemically. With tissue cultures of cells from 
the human aorta it was observed that the addition 
of cholesterol in alcohol resulted in deposition of 
the lipid in die cells, the amount being proportional 
to. the cholesterol added. At a concentration of 1 
mg. per 100 ml., little intracellular cholesterol was 
deposited. Deposition occurred at a concentration 
of 3 mg. per 100 ml., u'idi an increase in tlie size 
of the cells, and at 5 mg. per 100 ml. tliere was a 
marked uptake, the cells being enormously in¬ 
creased in size. Similarly u'hen cholesterol bound 
to beta-lipoprotein was added to the culture me¬ 
dium, the amount of lipid deposited in the cells 
was proportional to the amount of cholestera 
added. The necessary concentration in this case 
was 50 to 70 mg. per 100 ml. The deposition oS 
cholesterol was reversible in five days hy repbemg 
the cholesterol-containing medium with the norma 
tissue-cultiire medium. It was also inhibUe ) 
the simultaneous addition of linolenic acid, m ‘ 
concentration of 1 mg. joer 100 mb, and 
by adding stearic acid in the same t 

This technique is being applied to the J 
possible mechanisms of atherosclerosis, oas ‘ 
abnormally high levels of lipid constituen s i 
serum. 


HO-Meningitis.-Aseptic meningitis ( nonp 
c poliomyelitis’') can be caused by o P 
elitis viruses and the group-B 
jes of aseptic meningitis due to EOrtU \ 
opathogenic human orphan) virus typo 
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been reported in the United States. Jamieson and 
co-workers (Lancet 1:581, 1958) described an out¬ 
break of aseptic meningitis in East Scotland due to 
ECHO virus type-O. Thirty-rtvo patients were hos¬ 
pitalized in Dundee with aseptic meningitis, and 
reports from general practitioners indicated that 
many more patients were being treated at home. 
The time between the onset of illness and hos¬ 
pitalization was four to si.\- days, the probable in¬ 
cubation period. The main clinical features were 
pyrexia, headache, vomiting, stiff neck, Kemig's 
sign, muscle pain, eye pain, abdominal pain, drow¬ 
siness, irritability, and giddiness. The onset was 
usually sudden, and a combination of pyrexia, 
headache, vomiting, and signs of meningeal irrita¬ 
tion was the most common presenting syndrome. 
Pain on moving the eyes was a definite feature in 
a few patients. 

Lumbar puncture was done on hospitalization 
and repeated at weekly interx’als. The spinal fluid 
was generally under reduced pressure, varied in 
appearance between turbid and clear, and varied 
in its cell content, some specimens approaching 
1,500 cells per cubic millimeter. The spinal fluid 
was usually normal by the 14th day. During the 
first four days there was an excess of polymorpho¬ 
nuclear cells. Later lymphocytes usually predomi¬ 
nated. The protein level was usually less than 100 
mg. per 100 ml. The white blood cell count was 
less Aan 10,000 in 18 patients and from 10,000 to 
15,000 per cubic millimeter in 10. A stool and a 
sample of blood were obtained from each patient 
Cytopathic agents were isolated from five stool 
specimens in monkey-kidney cells. Poliovirus was 
absent from the stools. Antiserum neutralized the 
prototype ECHO-9 (Hill) strain. Rising titers of 
antibody to ECHO virus t>'pe-9 were observed in 
the serum of 22 of the 24 patients examined. There 
was often a familial association betxveen the pa¬ 
tients or evidence from the case history of contact 
with the disease. The initial severity of the iUness 
was in contrast with the subsequently benign course 
in all the patients. 

Refusal of Medical Care on Religious Grounds.— 
A warning was given by a London judge to parents 
belonging to Jehovah’s Witnesses for failure to per¬ 
mit a blood transfusion to be given to their new¬ 
born baby. Refusal was on religious grounds. They 
were subsequently charged with the baby’s man¬ 
slaughter. The family physician in evidence said 
that he had advised blood transfusion but did not 
warn the parents that the child would die if it did 
not receive it. On account of this the judge dis¬ 
missed the case. He told die parents diat should a 
similar thing happen again diey might find them¬ 
selves guilty of manslaughter. The existing laiv is 
that it is an offense to cause unnecessary suffering 
to a child by wilful neglect and that if such ne¬ 


glect results in death the parent or guardian may 
be guilty of manslaughter. It is xvilful neglect to 
deny proper medical attention, even on religious 
grounds. 

Aphthous Ulcer.—Aphthous ulceration of the mouth 
is a common but intractable condition in Great 
Britain, affecting about a million persons. Hitherto 
treatment has been imsatisfactorj’. Truelove and 
Morris-Owen (Brit. M. 7.-1:603,1958) reported the 
satisfactory treatment of 52 such patients vuth tab¬ 
lets containing 2.5 mg. of hydrocortisone hemisuc- 
cinate. These tablets, with a special slowly disinte¬ 
grating lactose base, were placed in close proximity 
to the ulcerated area and allowed to dissolve slowly 
ox'er a period of about 45 minutes. Four tablets a 
day w'ere used. Pain was relieved by the time the 
tablet dissolved, and the ulcers healed vdthin 48 
hours. If treatment was started when the ulcer 
was small (1 to 2 mm. in diameter) the ulcer did 
not develop but remained small and disappeared 
within 24 hours. Of 43 patients xvith minor aphthous 
ulceration treated with these tablets, 42 responded 
rapidly; 22 with severe ulcers had mild recurrent 
attacks. 

Long-term Results of Vagotomy and Gastroenter¬ 
ostomy.—The long-term results of vagotomy com¬ 
bined with gastroenterostomy for the treatment of 
duodenal ulcer and a comparison of the results of 
this operation m’th gastrectomy were studied by 
Burge and Pick (Brit. M. ]. 1:613, 1958). A series 
of 301 patients operated on between seven and nine 
years earlier were followed up. The recurrence 
rate was 4.25%, which could be partly e.xplained 
by incomplete nerx^e section. This figure compared 
well with the reported rates of 2 to 6% after partial 
gastrectomy. From the point of view of nutritional 
state, anemia, weight maintenance, and ability to 
perform heavy work subsequently, combined va¬ 
gotomy and gastroenterostomy gave better results 
than gastrectomy. After gastrectomy the incidence 
of microcytic anemia increased with each passing 
year. After vagotomy and gastroenterostomy only 
2% of the patients investigated had a hemoglobin 
level below 85%; 30% of this group, however, had 
loose stools. ’The incidence of die postcibal dumping 
symptoms was 16% and of bilious regurgitation 13%, 
both figures comparing favorably with those found 
after gastrectomy. In another series of 100 patients 
the operative mortality was nil, compared with 2% 
for gastrectomy in ex'pert hands. 

Burge and Pick concluded that combined vagot¬ 
omy and gastroenterostomy is the operation of 
choice for either sex and at any age when surger>' 
is indicated for chronic duodenal ulcer. They be¬ 
lieved that some of the unsatisfactory results might 
be due to incomplete nen'e section, and they de- 
xnsed a method of testing for this during the opera¬ 
tion. This depends on recording the effects of va- 
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gal nerve stimulation on gastric motility. A large- 
bored cuffed rubber tube connected to a pressure 
recorder is passed through the mouth into the stom¬ 
ach, the esophagus is sealed off by blowing ui) tlie 
cuff, and the pyloric antrum is lightly clamped. 
After the stomach has been filled with water die 
vagus nerves in the neck or around the esophagus 
are stimulated u'ith platinum electrodes. With 
the vagus nerve fibers intact stimulation results iii 
gash'ic contractions and -in a rise in intragastric 
pressure. After complete section of the vagus fibers 
electrical sh'mulation ceases to cause a rise in the 
intragastric pressure. 

Staphylococci in a Surgical Ward.—The British 
Medical Journal of March 15 reports a severe out¬ 
break of staphylococcic infection in the summer of 
1956 on, a surgical ward at St. Bartholomew’s Hos¬ 
pital. Staphylococci of a single phage type caused 
31 infections in two months. The organisms were 
spread in part ijy a member of the surgical team 
nlio was a carrier, but there was also evidence of 
spread within the ward. Many staphylococci found 
in the air and on the bedclothes in the ward raised 
the question of the importance of air-borne transfer 
in the spread of infection within the ward, and of 
the value of evaluating the air and dust contamina¬ 
tion with staphylococci. In an eight-month survey 
17 (5.5%) of 311 patients admitted to a general 
surgical u'ard der'eloped stapli)'lococcic wound in¬ 
fection, pneumonia, urinary infection, or enteroco¬ 
litis while in the ward. Only one of the eight cases 
of wound infection was attributable to infection in 
the operating room. 

The reservoirs of staphylococci in nasal carriers, 
on inanimate objects, and in the air were examined 
regularly, and staphylococci from all these sources, 
and from patients’ wounds, were examined for bac¬ 
teriophage type; 186 different tN'pes of Staph, pyo¬ 
genes var. aureus were identified, but only 13 of 
these caused disease, and only 3 were responsible 
for disease in more than one patient. The air and 
dust sampling revealed nine occasions when staphy¬ 
lococci of a single phage type reached the level of 
0.1 particle per cubic foot of air. These were due to 
seven types of staphylococci. The three types tliat 
were present in the air in the greatest numbers 
failed to cause any manifest secondary infections. 
This, and the fact that so many types of staphylo¬ 
cocci caused no disease, suggested that some staphy¬ 
lococci were more virulent than others. Several of 
the staphylococcic disseminations could be attrib¬ 
uted to patients with infected lesions who were 
peculiarly apt to disperse organisms, such as those 
with an infected tracheotomy wound, infected urine 
in an- incontinent patient, or an infected wound 
requiring frequent redressing. Patients infected 
with tetracycline-resista»^s^phylococci were, when 
possible, nursed in a side-i^m- This limited the 
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spread of their infection. Ten patients (with fo,. 
types) were nursed in isolation, and only onem 
tient with a secondary case appeared in the wS 


Remuneration of Doctors and Dentists.-The Bov 
College of Surgeons of Edinburgh issued a memo 
.randum which stated that tlie National Healji 
Service has led to an impairment of professions 
dignity and deterioration in the doctor-patient re 
lationship. It complains that medicine has heei 
made a less attractive profession, with distinc 
trends toward a leveling mediocrity, and suggest® 
(1) upward adjustment of salaries in conforrait 
with the increased cost of living; (2) reasonabi 
allowances for professional expenses; (3) encoui 
agement of private enterprise in practice,-researd 
and training; (4) an increase in the establishment« 
surgical consultants; and (5) new hospital building 
and equipment. 

The supplement to the British Medical Jouriu 
of Marcli 15 stated 'that tlie e.xisting channels c 
negotiation are inadequate for settling disputes c 
major financial importance and recommended tba 
medical remuneration should be the subject of ai 
annual review and report by a standing commiffe 
appointed by the Prime Minister, whose terms o 
reference and composition should be agreed witlith 
profession. Once remuneration has been agreed, i 
should remain unchanged for a period of three years 


WORLD HEALTH ORGANIZATION 

Diseases in Retreat.—In the 10 years since tb( 
founding of the World Health Organizatior 
(WHO), intensified efforts have forced communi 
cable diseases into retreat over a wide front, h 
countries with well-developed public health sen 
ices, such diseases as diphtheria and whoopinj 
cough and, in some cases, ev^en tuberculosis ha« 
ceased to be important public health problems 
Great scourges of tropical and subtropical are® 
such as malaria and yaws have been attacked ug 
orously. Parallel with the retreat of the more com¬ 
monly known communicable diseases in countno 
with highly developed health administrations, ot 
er diseases, such poliomyelitis, cancer, and carcio- 
vascular and mental diseases have become mof 
serious. No sooner do certain diseases Ai 
succumbing to control methods than, 
the)'^. acquire a new lease on life through the a p 
tive ability of -either the organism 
disease or the vector tliat carries it. In 4 
called .on member states to join a i 

laria eradication campaign. At ‘ug 

eradication has been nearly achieved m P 
or territories, is under way in 51 otberS’^d^ 
been initiated-or planned in 16 more,‘ ji'. 
gregate population of 
73% of. the total population of countries 
laria is, or has recently been, a problem. 
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Yaws, a nonvenereal disease, is wide-spread in 
tropical areas. Mass campaigns have been launched 
in more than 20 countries and territories. By the 
end of 1958 it is estimated that half of the 200 mil¬ 
lion people living in areas where yaws is prevalent 
will have been e.xamined, and 25 million will have 
'■ received injections of long-acting penicillin, at a 
' cost of between 10 and 15 cents a person. Among 
those examined, the 15 million with the disease in 
an active form will have been reduced to about 
500,000. With the prospect that yaws may ultimate¬ 
ly be eradicated from rural areas of many countries, 
: the emphasis of WHO programs will shift to the at- 
tack on venereal syphilis in the urban areas. In the 
case of tuberculosis, prophylaxis has played an im- 

• portant part in the 10-year period. In WHO’s BCG 
.vaccination campaign, over 200 million young per- 

~ sons were tested and nearly 90 million vaccinated 
in 58 countries. Due to the discover)' of new anti¬ 
tuberculosis drugs, emphasis has shifted to ambu- 
latory chemotherapy and-chemoprophylaxis which 
allow sufferers to remain at home while undergoing 

- treatment. These methods are being tried in several 
. pilot projects. 

In the field of nutrition, much progress has been 
„ made in dealing witli protein deficiency, especially 
in the diet of young children after weaning, by de¬ 
veloping processed, protein-rich foods from local 
materials; particularly in countries where milk and 
milk products are not generally available. Accord¬ 
ing to the United Nations Demographic Yearbook, 
life expectancy has increased almost everywhere in 
the world. In the more developed countries, a new- 

- bom girl can expect to live 4 to 5 years longer now 
than 10 years ago, a newborn boy 3 or 4 years long¬ 
er; and in some of the countries undergoing rapid 
development, life expectaney at birtli has increased 

• up to 11 years for girls and 10 years for boys. 

- When WHO came into being it took over the 
' responsibihty for the administration of the existing 

international sanitary conventions but, since there 
was no uniformity and certain of the regulations 
were excessively striet, these conventions were re¬ 
placed by a single code, the “International Sanitary 
Regulations,” which came into force on Oet. 1,1952. 
; The new regulations are designed to give the great- 
' est protection against the spread of epidemic dis¬ 
ease with minimum interference with travel and 
, trade; 145 states and territories have accepted these 
regulations without reservations and 22 xvith reser- 

- vations that were found admissible by the World 
Health'Assembly. The epidemiological inteUigence 

- service, which warns of tlie occmrence an)where 
i’ of such quarantinable diseases as plague, cholera, 
■ yellow fever, smallpox, typhus, and relapsing fever 

has been greatly strengtliened and e.xpanded since 
' 1948. Daily bulletins are transmitted by short-wave 
' , radio from Geneva to all parts of the world so that 
not only public health authorities every\vhere, but 


also airports, ports, and ships at sea can pick them 
up. In addition, a printed weekly epidemiological 
record, including statistics on many important dis¬ 
eases, is given world-wide distribution by air mail 
from Geneva. 

Another service rendered to governments by 
MTIO was the publication of the “International 
Pharmacopoeia,” the first volume of which appeared 
simultaneously in English and French in 1951, and 
the second in 1955. Both are also published in Span¬ 
ish editions. The “International Pharmacopoeia” 
contains specifications for 400 pharmaceutical pre¬ 
parations which are recommended to' serve as a 
-basis for the establishment of national specifica¬ 
tions. In the field of biological standardization, 
WHO has established 50 new standards since 1948, 
ranging from diphtheria antitoxin to a whole series 
of antibiotics. In this work more than 100 labora¬ 
tories in different parts of the world have cooper¬ 
ated. 

With advancing industrialization, man increasing¬ 
ly modifies his environment and, in so doing, inevi¬ 
tably creates new health hazards. WHO is con¬ 
cerned to assist the countries undergoing rapid 
development to avoid making the mistakes of die 
first industrial revolution. The most striking ex¬ 
ample of man-made health hazards is the problem 
of radiation hazards and radioactive waste disposal 
which accompanies the growth of the peaceful uses 
of atomic energy. In 1955, an expert was appointed 
to the staff of WHO to advise the Director General 
on atomic energy in relation to healdi, and later that 
year WHO, in collaboration with the Government 
of Sweden and the Atomic Energy Commission of 
the United States, sponsored the first international 
training course for health physicists ever to be held. 
This was followed by another course in Belgium in 

1957, and in the United Kingdom and France in 

1958. The present program of WHO in this field in¬ 
cludes (1) training for three distinct categories of 
workers: specialists for protective work in atomic 
energy laboratories or plants (normally either phy¬ 
sicians or health physieists); public health admin¬ 
istrators who would be particularly interested in 
such questions as the disposal of radioactive waste 
and the siting of reactors; and medical users of 
radioisotopes; (2) collection and distribution of in¬ 
formation on the medical problems of atomic en- 
erg)' and on the medical uses of radioisotopes; (3) 
study of the health problems involved in the loca¬ 
tion of reactors and in tlie disposal of radioactive 
waste from factories, laboratories, and hospitals; (4) 
cooperation with tlie competent technical bodies on 
the standardization of radiation imits, codes of 
practice such as the recommendations of tlie Inter¬ 
national Commission on Radiological Protection, 
and the pharmaceutical specifications of metliods of 
preparing radioisotopes for medical use; and (5) 
coordination of research on the health aspects of 
radiation. 
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MEDICOLEGAL ABSTRACTS 

Malpractice: Breach of Contract to Perfono Ce¬ 
sarean Section.—Tins was an action for damages 
for a breach of tlie defendant osteopath’s agree¬ 
ment to deliver the plaintiff’s child by means of 
cesarean section. From a judgment in favor of the 
plaintiff, the defendant appealed to the Supreme 
Court of Michigan, 

The plaintiff, a 37-year-old woman, had become 
pregnant and was disturbed and apprehensive that 
she might not be able to carry the child to term. 
She had had two previous stillbirths and was con¬ 
vinced that she could not normally deliver. Conse¬ 
quently, when she and her husband consulted the 
defendant, an osteopathic physician and surgeon, 
they told him they “thought that a cesarean 02?era- 
tion would be absolutely necessary.” In fact, tire 
plaintiffs husband testified, “We demanded that 
Dr. Bunj'an perform a cesarean ojreration.” The 
doctor replied that he was not qualified to perform 
it but that he would see to it that Dr. Kesten (the 
operating phj'sician in the hospital) was available 
and tliat a cesarean would be performed. The 
plaintiff was as clear and positive on the subject 
as her husband. She said, “We told him n'e wanted 
it taken; he said I would labor for a while and 
that the other doctor would take—Dr. Kesten umuld 
take,” The plaintiff and her liusband discussed the 
cesarean at the time of each visit to the defend¬ 
ant’s office. The defendant himself testified, “I 
knew Mrs. Steward wanted a cesarean. I knew 
also of the possible problems in the delivery of 
this child.” In tlie latter part of June the defendant 
recommended that the jjlaintiff go to an ,\'-ray spe¬ 
cialist. The specialist reirorted that the baby was 
8 montlis in development and suggested obstetric 
consultation because of tlie plaijitiff’s age. Early 
in August more x-rays were taken, u'hich indicated 
that tlie plaintiff was only about two weeks from 
term. Obstetric considtation was again recom¬ 
mended, but none was had. On Sept. 4, labor 
pains were felt and the plaintiff went to tlie de¬ 
fendant’s office. She tliought she was more than a 
month overdue and she asked why die baby had 
not been taken at tlie right time. The defendant 
told tlie plaintiff and her husband not to woi'ry 
and to go back home. He testified that the baby 
was alive at tliat time. The next morning she re¬ 
turned to the hospital. No fetal heart tones were 
heard. Nothing was done for her until tlie early 
afternoon, and at about 10 p. m, that night she 
was delivered of a dead child. 

In the opinion of the court, there was no doubt 
that the defendant had contracted to perform a 
cesarean or to see that one was performed. The 
defendant, however, contended that damages for 
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grief and sorrow were too remote to suonnrf 
judgment. It is true iu the ordinary 
contrad said the court, that damages are 
coverable for disappointment, amounting to aliea^^ 
anguish, because of breach. Such damages are in 
the words of defendant’s requested charge ‘C 
remote.” But tliese are contracts entered into fo^ 
the accomplishment of a commercial purpose 
Pecuniary interests are paramount. When, con¬ 
tinued tile court, we have a contract concerned 
not with trade and commerce but with Me and 
death, not with profit but with elements of per¬ 
sonality, not with pecuniary aggrandizement kd 
witli matters of mental concern and sohdtude, 
then a breach of duty with respect to such con¬ 
tracts will inevitably and necessarily result in men¬ 
tal anguish, pain, and suffering. In such cases the 
parties may reasonably be said to have contracted 
with reference to the payment of damages therefor 
in event of breach. Far from being outside th 
contemplation of the parties they are an integral 
and inseparable part of it. In the case before us, 
asked the Supreme Court, can any reasonable per¬ 
son doubt tliat- mental pain and suffering were 
within the contemplation of tlie parties in tlie 
event the plaintiff were damaged by breach? Is 
any other contemplation, in fact, within the scope 
of the facts established upon trial? Here we have 
a couple, no longer young, who are convinced 
their their only chance for life is through the ce¬ 
sarean section. The demanded operation was not a 
trivial and subordinate aspect of tlieir agreement. 
It was of the essence tliereof, the sole reason for 
its being, the indispensable ingredient. There was 
not an iota of the commercial in tlieir contract 
Tragedy, they felt, would again visit them, were 
they not to have the safeguard of skillful surgeiv' 
rather than the uncontrolled processes of nature 
tliat liad proven doubly disastrous in the past. Me 
know now that the hour of delivery having come, 
and gone, without the intervention of die sur¬ 
geon’s skill, again tlie plaintiff felt the exquisite 
cruelty of hope destroyed and life denied. It 
not disputed tiiat the suffering existed. 

Finally, tlie defendant contended tliat the pM 
tiff did not show that tlie death of the baby was 

caused by his failure to have a cesarean section 

performed. First of all, said tlie court, e 
was justified in finding tliat tlie baby 
witii a strong fetal heart beat, on the , 

Sept. 4th, when the plaintiff and her husband w 
to the defendant’s office, expressing 
delivery “was not made at the regular ‘ 
jury also knew that the'mother’s full tem 
that tlie long wait was over and ^1^® a., 

livery at hand. The jury knew, in addiUon.^^ 

the plaintiff’s pains had commenced, tna^^^ 

persisted, and that within hours, in 
admitted to the hospital and delivered 
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child. They would be justified in finding, on these 
facts, tliat if the plaint had been sent to surgery' 
instead of back home on the morning of Sept. 4th 
her baby would have been delivered alive. There 
is, of course, no absolute certainty thereof. The 
knife might have slipped or the child might have 
died at any instant because of forces beyond our 
control, beyond, possibly, even our comprehension. 
But absolute certainty' we do not demand, said 
the Supreme Court, particularly where there can 
be no certainty' from the very' nature of the case. 
The jury's calculus does not demand certainties 
but only probabilities. As we observed, the court 
continued, the defendant misconceived the legal 
issue. The burden was not upon the plaintiff to 
show that the failure to operate “caused” the loss 
of the baby. The plaintiff’s burden was less. It 
was her burden to show to the jury mth reason¬ 
able certainty that if tlie defendant had caused 
the operation to be performed in accordance svith 
his agreement, the surgeon would then has'e de¬ 
livered, alive, the baby, whose strong and normal 
heart tones were so clearly' audible. In tlie opinion 
of the Supreme Court, tlie plaintiff bore this bur¬ 
den of proof. 

Accordingly the judgment in favor of the plain¬ 
tiff was affirmed. Steward v. Rtidner, 84 N.\^k (2) 
816 (Mich., 1957). 
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SOCIAL SECURITY AND THE UROLOGIST 
William J. Baker, M.D. 

I am not an e.vpert in economy. I am an economic 
coward; I have most of my' savings in Illinois farm 
land just so I can look at it. However, I believe that 
any country' worth lis'ing in is worth fighting for. I 
have a firm and loy'al belief that we have a great 
country'. I also have a fear that we are in the process 
of making some mistakes which have destroy'ed or 
weakened other countries. As a matter of fact, I, like 
most busy clinicians, felt that all phy'sicians should 
be included in the social security' coverage and 
ta.sed accordingly'. However, it has been learned 
that there are many reasons why phy'sicians and 
many other individual self-employ'ed people should 
not be a part of this socializing, compulsory tax 
scheme of a fast dev'eloping welfare state. 

Persons in nearly' all kinds of work are now cov¬ 
ered by social security'. Important e.xceptions are 
die railroads witli their oira retirement sy’Stems, 
employ'ment in most federal jobs covered by' tlie 
government’s own retirement plan, and self-employ¬ 
ment as in the case of a doctor of medicine. Em- 

President, American Urolojiical Association. 

Pead before the New York Urological Societ>‘, No\, 20, 1937. 


ploy'ees of state and local governments and non¬ 
profit organizations are covered by' the law only' if 
certain conditions are met. Inasmuch as. we are al¬ 
most the last segment of our population to as'oid 
this ta.x and all of its projected implications and 
inasmuch as we stiU have the right of free speech, 
let us talk about social security, its early history, 
what it has and has not accomplished in the past 
two decades, what it would mean to phy'sicians, and 
what it has done and might do to our national 
economy' in the future. 

We need to think about these facts of social se- 
ciuity because it has been a part of American life 
since 1935. It is big business. It is an ever-increasing 
compulsory' taxation. Cmrently 73 million workers 
are covered under social security', witli 10 million 
persons recei\'mg benefits. It is almost astonish¬ 
ing that there were only 3-5 million insured work¬ 
ers and 200,000 benefidaries in 1941. Moreover, 
maximurh monthly pay'ments have more than dou¬ 
bled since 1950. The taxes which workers and em¬ 
ployers pay into the fund, to the e.xtent that the 
taxes are not required for current wthdrawals, are 
spent by the government for its general needs, but 
tlie government gives the fund its I.O.U.’s in the 
form of government bonds. Somebody has to be 
ta.xed to produce cash for a government bond. In 
the fiscal year ending June 30, 1957, the fund’s 
receipts totaled 7,159 million dollars and its e.x- 
penditures 6,723 million dollars. The y'ear 1958 wll 
see one billion dollars more spent in benefits than 
will be collected by social security’ taxes. 

Wffiy' was a Social Security Act needed in the 
first place? Why should we prowde for that seg¬ 
ment of the population who wll not work or save? 
The answer is that, of this segment, a certain per¬ 
centage has never been fortunate enough to have a 
gainful occupation in order to save for retirement. 
Too, many workers were refared, due to age, when 
they were quite capable, mentally and physically, 
to continue work but had no funds to support 
themselves. 

Pre\’ious to the Social Security’ Act, we can all 
remember how workmen would be discharged 
just prior to their time for a pension, or tliey’ would 
reach retirement age and have no funds on which 
to subsist. Even now, many industrial and business 
concerns have compulsory' medical care programs 
by’ a full-time medical department in order to weed 
out tire physically unfit prematurely so tlrat the 
amount of pension or retirement money can be re¬ 
duced. The employee is not permitted to complete 
the time element of his contract. Let us repeat that 
the Social Security Act was written to protect any 
person who came to tlie end of his working days 
and had no savings or funds. 

The difference of opinion as to whether physi¬ 
cians should be covered under social security arises 
because physicians lack information, or are con¬ 
fused, or believe entirely’ in a welfare state. Too, 
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many young and middle-aged physicians, especially 
those with large families (all of tliem having 
worked wliile very young in college and medical 
school), are afraid that increasing taxation of all 
kinds and inflation will prevent them from ever 
saving enough for retirement, disability, or even 
educating their children. So, social security benefits 
look very attractive to them. In the face of sputniks 
and lovers of the welfare state, this group of phy¬ 
sicians have a potent argument. i 

In 1949, after due deliberation, the A. M. A. 
House of Delegates voiced active opposition to the 
comi)ulsory inclusion of physicians under the Social 
Sccurih' Act. Tliis opposition has been voiced re¬ 
peatedly ever since. However, in 1954, knowing 
that some doctors wanted to be included, the 
A. M. A. Board of Trustees expanded its position 
to remove any objection to the voluntary inclusion 
of physicians under social security. Only tliree 
states favor compulsory coverage (New York, Penn¬ 
sylvania, and Massachusetts). Organized medicine 
believes that compulsory inclusion of physicians 
under social securit)' will create a leveling process, 
which, when combined uatli ever-increasing taxes, 
will inevitably tend to destroy iridividuality and 
initiati^'e. If we, as a group, can show the people 
that we can do a better job of taking care of our- 
"“Ives dian can be done by delegating our respon- 
5ilities and opportunities to the government, then 
I have won a magnificent battle in the never- 
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Congress now would raise the base to $4,800 this 
year. There is nothing in the law that prohibits 
Congress from raising this figure each year. As a 
matter of fact, the $6,000 base has been mentioned 
in Congress for 1958, with a 6% rate of tax. Tlie 
present amended bill for social security has in¬ 
creased the base amount to be taxed to $6,000 and 
the rate of taxation to 6% to begin in 1958, but it 
also carries a rider that anybody who is enjopng 
benefits under the act will have all medical, dental, 
ocular, and hospital bills paid for by the govern¬ 
ment. This is alarming, and one can see tlie next 
step of complete socialized medicine. This rapid in¬ 
crease in base and rate of tax and fringe benefits 
by the politicians is alarming because of actuarial 
instability. It is more alarming from another point 
of view. This is a compulsory tax. It is an encroach¬ 
ment upon personal and private aflFairs. It sets the 
pattern of social insurance, which in other coun¬ 
tries has progressed from retirement payments to 
survivorship payments, then to permanent and total 
disability payments, then to temporary cash sick¬ 
ness benefits, and finally to national compulsory 
health insurance. It is clear, too, tliat greater fed¬ 
eral control and the placing of responsibility for an 
increasingly greater percentage of our people into 
tire hands of the government wilJ-”'’sult in flie loss 
of freedoms which can nev^’^ 
these reasons, the House of P ■f f the Amer¬ 
ican Medical Association on' » recom¬ 
mended tliat resolutions, wV oompulso"^ 
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do you get for what you pay? As of Decem¬ 
ber, 1952, retired Old Age Survivor Insurance bene- 
' ficiaries had received and would receive an av'erage 
of $24 in benefits for each 50 cents they had paid 
in taxes while tliey were working. The 1954 amend¬ 
ments increased that ratio to $30 in benefits for 
each 50 cents paid in ta.xes. The 1956 amendments 
will bring another sharp rise in tliis ratio. Many 
lawmakers of both major parties plan drives for 
another liberalization of social securit}' to keep pace 

■ with inflation. Proponents of large social securit)’ 
payments are not dismayed by the deficit now 

- existing in social securit)’ funds. They favor increas- 

- ing the base which is taxed. 

llfliat is the condition of the Social Securit)’ 
Trust Fund? The liabilities for current and future 
benefits are_ now estimated at over 361 bilhon 
dollars. After two devastating wars—one rather 
expensive one—and 20 years of the New Deal, we 

■ had managed to accumulate a gov’emment debt 
of over 280 billion dollars. In 20 years of social 

" security, the gov’emment ovv'ed in connecrion with 
social securit)’ alone over 360 million dollars, or 
more of a debt than we hav'e been able to build up 
in all other ways in the entire histoiy’ of our coun- 
b)'. However, less than 7% of this estimated lia- 
bilit)’ is theoretically backed by reserve funds. The 
so-called Old Age Surv’ivors Insurance "trust 
fund” contains approximately 21 billion dollars. 
These are in the form of United States government 
bonds. In other words, the fimd has in it 21 billion 
dollars vv’orth of government I. 0. U.’s. Most of 
the social securit)’ tax monies have been used to 
pay other government e.xpenses ov’er the past 20 
years. Furthermore, the interest and eventual re¬ 
tirement of the “trust fund” bonds vv'ill hav'e to 
. be paid out of general tax funds—mainly income 
; - tax funds. This is deficit financing and a dangerous 
national disease. 

Physicians and Social Security Benefits 

- Physicians w’ho are proponents of social securit)' 
emphasize the necessity for old age payments to 
doctors. The vast majority of self-employed physi¬ 
cians “die with their boots on.” They do not con¬ 
sider 65 or 72 as an automatic retirement age. 
About six of seven doctors in the 65-to-75-year age 
group are still in priv’ate practice. Over half of the 
physicians who do retire wait imtil after the age 
of 74. Thus, the average physician vv’ho vv’ould be 
; ■ forced into the Old Age Sundvors Insurance pro¬ 
gram would have to pay ta.xes until the age of 72, 
vviUiout receiving any benefits. Betvv’een the ages 
of 65 to 72 he could receive no benefits if he earned 
more than $1,200 a year. 

Dr. George Cahill of New York Git)’ writes that 
the Society for the Relief of Mfldow’s and Orphans 
of Medical Men, the Physicians Mutual Aid So- 


det)’, the Fund of the Count)’ Medical Societ)' of 
New York, and the Home for Elderly Physicians all 
protect New York Citv' doctors, their vv’idows, and 
their children quite adequately. According to Fred 
Slobe, M.D., of Chicago, Ill., only 43 doctors and 
vv’idovv's are current beneficiaries of the medical 
benev’olence fund of the Illinois State Medical So¬ 
ciety. 

Physicians who are inclined to' fav'or inclusion in 
the social securit)’ program use as their most power¬ 
ful argument to younger physicians the surv'iv’orship 
benefits of the program. Let us look at the real 
v’alue of these touted benefits. 

1. A vv'idow vv’ith no dependent children under 
18 receives no surv'ivorship benefits. She must wait 
until she is 62 years of age to get her reduced 
benefit of $81.40 monthly or until 65 years of age to 
get her full benefit of $108.50 monthly. 

2. A .widow vv-itli dependent children receiv'es 
surv’iv’orship benefits only until her youngest cliild 
reaches the age of 18. Thus, there is a so-called 
blackout period betw'een the time her youngest 
child reaches the age of 18 and the time she reaches 
the age of 62 or 65. For e.vample, a vv’oman whose 
youngest child was bom vv’hen she vv’as 30 years 
old vv'ould receive no benefits after the age of 48. 
The period of no social security income vv’ould 
be 14 years to age 62 apd 17 years to age 63. 

3. A vv'idow loses all her surv’ivorship benefits if 
she remarries. This situation and the cov’erage gap 
described above can be avoided in contractual 
agreements betvv’een an indiv’idual and an insurance 
company. 

4. Tire maximum survivorship benefit is $200 
monthly for a widow with two or more children 
under 18. A widow with only one child w’ould get 
$162.80 a month. Equal or greater benefits for a 
wife and children can be purchased through private 
insurance companies and at less cost than the 
amount of social securit)’ taxes. 

The current tax is on $4,200 for the self- 
employed. The tax on the self-employed in 1975 will 
be 6%%, or $267.75 a year. Any so-called bargain 
features of surviv’orship coverage must be viewed 
in the light of future tax increases and also 
tlie costs of priv'ate insurance. For example, a 
25-)’ear-old physician, for an e.xtra annual pre¬ 
mium of about $65. can obtain a family income 
clause in a $20,000 ordinary’ life insurance policy. 
This vv'ould pay his family $200 a month during 
the interv’al betvv’een his death and the 20th 
anniv’ersary of the policy. At that time the $20,000 
vv’ould be pa)’able to the widow’. 

The same protection can be obtained-by a 30- 
year-old physician for about $85 a year, by a physi¬ 
cian 35 years old for about $115 a year, and by a 
physician 40 years old for about $166 a year. A 
lO-year family-income clause would cost an e.xtra 
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annual premium of about $60 for a i^hysician at 
the age of^40 and $83 at the age of 45. Moreover, 
the extra annual premiums for family income ter¬ 
minate after a specified period of time of 10, 15, or 
20 years. Tlie above facts are very important to 
younger physicians who have been told tliat “You 
cannot buy cheaper life insurance than social se¬ 
curity,” They are told: “Everybody else is on the 
gravy train; why 'shouldn’t we hop on?” They are 
also told that “Those old fogies in the A. M. A. 
made their bundles when they could salt it away; 
now thej'’i'e the ones who are keeping us out of 
social security.” As far as I am concerned, these 
statements are not based on facts. 

We have heard repeatedly that when we join 
the social security club we get almost $37,000 of 
life insurance coverage. This fact is stressed time 
and time again. One should keep in mind that to 
qualify for this maximum family coverage with die 
least expense, one must first pay maximum social 
.security taxes for 18 months. The next day your 
wife must give birdi to twins and you must die. 
Even the shock of twins is unlikely to cause your 
sudden death, but let us pretend that it does. Your 
wndow and twins would be paid sur\4vors benefits 
of $200 a month for 18 years, or $36,920, Unfor¬ 
tunately, one must read the fine print. Your widow 
has to apply for the survivors benefits. She may 
be atti'active enough to remarry, but if she does, 
she becomes ineligible to receive benefits. If either 
child marries, he gets no benefits. As soon as your 
twins become 18 years old, all benefits to them and 
to your widow' stop. She gets nothing then until 
the age of 65, wdien she might become eligible to ^ 
receiN'e $81 a month. Most self-employed physicians 
earn at least $5,000 a year. Therefore, it is quite 
likely that you would have paid the maximum so¬ 
cial security ta.xes for the 18 months before you died 
and the twins arrived. You w'ould have paid $189 
for 1956 and half of 1957 under present rates and 
base. As a young physician you can buy much ' 
better guaranteed coverage for yonr family from 
private insurance companies. 

Furthermore, tlie young doctor’s chance of ever 
collecting retirement benefits from the government 
is very poor. He must survive to the age of 65. To 
collect maximum monthly retirement benefits, he 
and his wife must survive and both must be 65 
years of age or over. To collect any retirement 
benefits, he must earn less than $2,080.01 a year, 
at least until he reaches the age of 72. To collect 
maximum retirement benefits, he must earn less 
than $1,200 a year until the age of 72. 

^ How likely are you to survive to die age of 65? 

If you are 20 years old now, your chance of surviv- 
,mg to age 65 is' 61%. If you are 25, your chance 
of surviving to age 65 is 62%. If you are 30, your 
chance is 63%. If you are 35, your chance is 64%. 


May 17,1955 

If you are 40, the figure is 65%. If you are 45 votir 
chance of surviving to the age of 65 is 68%’ It is 
easy to deduce from these figures that about 83'' 
of all physicians, if included by law, would paj 
into social security. Since one in seven of us re. 
tire, the rest of us would be paying for the 2% who 
would ever benefit from these compulsory ta.ses. 

Is Social Security Really Insurance? 


The propaganda to enlarge the scope and pay¬ 
ments of social security is tremendous. The public 
reads tlie numerous booklets and is much impressed 
by the terms Retirement and Disability Insurance 
Payments, or Survivors Insurance Payments. Tie 
w'ord insurance has sold the idea of social security 
to thousands of people. Is social security really in¬ 
surance? In 1934, onl)' a year before the Social 
Security Act became law', tlie U. S. Supreme Court 
rebuked the 73rd Congress for trying to get out 
of the veteran’s insurance contracts issued in World 
War I. Mr. Justice Brandeis cited tlie doctrine that 
“the United States are as much bound by their con¬ 
tracts as are individuals.” 

In 19.37, tlie Attorney General, in defending tlie 
constitutionality of die Social Security Act before 
the Supreme Court, stated tliat social security 
benefits “are gratuities to be paid by the nadonai 
government directly to individuals. Tlie act creates 
no contractual obligation wadi respect to the pay¬ 
ment of benefits." The w'hole program was justified 
to the Supreme Court on die public charity- 
general w'elfare theory. And on that basis, the 
Court upheld the constitutionality of tire Social 
Security Act. How'ever, the social security adminis¬ 
tration reasons that the general public is fickle and 
soon forgets. All of their literature alludes to social 
security' as insurance, and tlie public believes this. 
Let me emphasize, over and over, that social 
security is not insurance. The “premiums’ e.Kacted 
are not voluntary; diey are compulsory'. Tire bene¬ 
fits are not stable. They are liable to go up ordosvn, 
w'henever the Congress w'ishes. The Social Secunty 
Act is also qualified by fine print which peope 
do not read or know about. The law’ compet e® 
ploy'ers and employ'ees and the self-employe to 
pay taxes. The law' guarantees nothing in retom- 
Why should the proponents of social security n® 
the American public to think of social ' 
as insurance? Can you tliink of a better way 
sell a paternalistic or socialistic scheme 
sory taxation to a traditionally , L. 

democratic people than to make its title an e 
inology in die peoples’ minds, tire same ® ^ 

ance, one of our oldest and most ' 

stable institutions? A 1956 booklet on 
cial Security” scatters die following insurance 
throughout its contents for the Amencan p 
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to read: becoming insured, old age insurance bene¬ 
fit, beneficiar}', spouse of an insured worker, and 
insured person. 

Inasmuch as social security is not a written con¬ 
tract with the individual and does not cover a 
specified risk, nor is the premium proportioned to 
the risk involved, social security is not insurance as 
we know it. In first place tbere are no specific 
guaranteed rates, nor are there any specific guar¬ 
anteed benefits, as both rates and benefits are de¬ 
pendent on legislation now and in tlie future. Nor 
do various persons pay a different premium in 
proportion to the risk involved as thej' do in life 
insurance. A young man in his 30s with several 
children pays the same amount for a period e.vtend- 
ing to age 65 as does the man now 60 with no 
children or dependents. 

Yet, the young man has several possibilities of 
benefits being paid to himself and/or to his de¬ 
pendents, whereas the older bachelor has only the 
chance of collecting an income for his lifetime 
commencing at age 65 and then only if he abides 
by certain rules in his retirement program. If both 
earn the ma.ximum of $4,200 annually, the young 
man’s widow has an opportunity of collecting S200 
per month until the oldest child reaches 18, and 
then upon her attaining age 65 she can collect for 
her lifetime $81.40 per montli. For this coverage 
the self-employed today pay 3%% of $4,200 or 
$141.75 per year. In the case of the insurance 
company it makes no difference \^'hether the in¬ 
sured retires or doesn’t retire; the benefits would 
be paid regardless of whether or not he had a wife 
and children or whetlier he left no dependents. 

The premium on insurance is a guaranteed 
premium, cannot be more, could possibly be less, is 
a specific contract beriveen tlie individual and the 
insurance company, and guarantees payment either 
at death or at age 65. The 3%% is merely the cur¬ 
rent tax being charged by the social security board 
and the tax being levied under tlie 1956 act, and 
the benefits are those currently authorized in the 
latest social security legislation, the benefits can 
go up or dowm, the rate can go up or dowm, and, 
of course, the likelihood is that it will go only one 
direction—up. 

Cost of Social Security 

^\Tien the gov'emment provides something to one 
group for less, then part of tlie cost must be paid by 
some other group. Obviously, succeeding genera¬ 
tions will have to pay tliis debt through higher so¬ 
cial security taxes or through higher income ta.xes. 
A very good reason for die easy expansion of die 
federal benefit system lies in the fact that the tax 
burden falls verj' lightly on the present generation 
of workers and voters. We have die unique situation 


of the present generation legislating one rate of 
taxation for diemselves today and a progressiv'ely 
higher rate of tax on the next generation to whom 
we look to pay our old age benefits. It does seem 
somewhat ridiculous and selfish to have the present 
generation of employed persons under 65 years of 
age, who constitute the majority of the voters to¬ 
day, voting larger and larger benefits for them¬ 
selves, irith any one individual and his employer, 
so far, having paid only 10% or less of die actual 
cost of the benefits he wall get ivhen he retires. The 
real cost of the scheme is deferred to the working 
population of the next generation in increased 
taxes of all kinds. One wonders whether this gen¬ 
eration’s desire to get a “secure old age” ivill keep 
us on friendly terms with tomorrow’s young. 

Our taxes are too high now. Social security in¬ 
clusion would mean more taxes. Furthermore, un¬ 
biased study indicates that social security ta.\es 
must be increased. Tliey will be increased faster 
than the advocates of social security will admit, 
because die “trust fund” is phony and not on a pay 
as you go basis. Tlie already promised “benefits’ 
and die politically expedient trend toward ever 
greater promises all add up to increased taxes in 
the too near future. 

For the first time since the Social Security Act 
was passed in 1935, the government fund is today 
pouring out more money in benefits than it is col¬ 
lecting in social security taxes. Today, 73 million 
workers are covered under the program. That means 
diat 9 out of 10 of us are either covered or eligible 
for coverage. This year, over 7,300 million dollars 
will be paid out by die fund in social security 
benefits. In 1941, by contrast, the first year that 
benefits were jiaid, the total paid out in benefits 
was 64 milhon dollars, an increase of over 7 billion 
dollars in 16 years. The reason diat die fund is pay¬ 
ing out so much more this year than was originally 
estimated is diat almost 700,000 women have taken 
advantage of the change in the law in 1956 to allow 
women to begin drairing benefits at die age of 62, 
and almost 400,000 self-employed farmers are now 
qualifying for benefits. Furdiennore, this past Au¬ 
gust, the fund started to pay benefits to the 275,000 
or more of permanently and totally disabled per¬ 
sons who had reached die age of 50. Over 10 mil¬ 
lion people are now drawing benefits from die 
security funds. 

The cost of administering the old-age, sunii’ors, 
and disability insurance program during the fiscal 
year ending June 30, 1957, appro.vimated $153,700,- 
000. The average number of persons employed in 
administering the program was 27,800 at a cost ap- 
pro.ximating 126 million dollars. Administratii’e costs 
amounted to 1.9% of tax collections and 2.3% of 
total benefits paid. Information is not available on 
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llie number or amount of unclaimed social security 
checks. In the early years of the program, these 
checks were turned over to the general accounting, 
office for disposition. Subsequentl)^• the Bureau of 
Old-Age and Survivors Insurance was authorized 
to cancel these checks after a reasonable time, and 
the Treasury Department was instructed to return 
the funds to the proper ti'ust fund. 

Tlie current session of Congress now has before 
it two identical bills ( H. R. 9 and 10). The Jenkins- 
Keogb Bill, a pension plan for self-employed in¬ 
dividuals, would allow self-emploj'ed persons an 
income ta.K deduction for limited amounts placed 
in a I'Ctirement fund. Similar legislation has been 
introduced in every session of Congress since 1951, 
but, unlike their predecessors, the present bills 
contain provisions generally acceptable to the life 
insurance industry. It is' generally conceded that 
these newcomers have a better chance for survival. 
The American Bar Association, American Dental 
Association, American Institute of Accountants, and 
other similar groups luu'e formed the American 
Thrift Assembly for Ten Million Self-employed to 
promote enactment of this legislation by Congress. 
Any self-employed individual under 50 years of 
age deducts 10% of his net eaniings up to $5,000 
for any one year. The ma.vimum deduction for a 
life time is $100,000. These monies would he put 
ill a restricted retirement fund under ti-ust or cus¬ 
todianship or in a restricted retirement policy 
issued by a life insurance company. There are 
many paragraphs to describe the distribution of 
these retirement funds and the retirement insur¬ 
ance policies. 

In summary, physicians as a group do not need 
social security. Too few ever retire. If the argument 
is used that from a humanitarian point of view we 
should be included, then we must admit that we 
believe in a total welfare state. The original pur¬ 
pose of the social security act has been lost, and 
the octopus of socialism is throttling us slowly but 
surely by its tremendous growth and extra taxation. 
Social security is not insurance and is not related 
to the principles of insurance in any way. Anyone 
in the same income group as physicians can buy 
much more insurance for family protection from 
private insurance companies than can be obtained 
from social security for the same amount of dollars 
contributed in the form of social security taxes. 
Social security, unlike insurance, has no cash value 
which can be used for financial emergencies. Peo¬ 
ple are sti-uggling everywhere for tlieir God-given 
right to govern their oW lives, make their own 
decisions, possess proper^ their own, work at 
a job of dieir own choosing, X^tain the major por- 
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tion of their wages, and to provide for their 
security^Physicians believe in this right of mankind 
T re right to provide for our own security will 
taxed out of existence if Congress forces the md. 
ical profession into social security. 
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Transplantation of Homologous Parathyroid Giandi 16 
mm., color, sound, showing time 18 minutes. Prepared in 
1957 by Julian A. Sterling, M.D., Plriladelpliia. ProcuraWe 
on loan ($3.00) or purchase ($100.00) from Ralph Lopatin 
Productions, 1920 Chestnut St., Philadelphia. 

This film is interesting because tlie problem i 
illustrates is a practical one, and the managementj 
successful, would be worthwhile. It is conhisinj 
however, because of the poor presentation of thi 
material. Further confusion is brought about by ihi 
statement tliat in two of the tliree cases presentet 
the patients remained euthyroid, while in two case; 
uncertainty remained as to tire success of the “take 
of tire graft and whetlrer or not it is viable. With i 
problem as challenging as this one is, the riewer i; 
eager to see clearly the technique and placemen! 
of the graft. But each time the technique mi 
demonsriated, tire picture was either too small 01 
out of focus. This presentation falls more into the 
realm of e.xperimental surgery tlran into that of a 
definitive approach to the subject of homologous 
grafting of thyroid and paratlrjToid glands. At this 
time, it cannot be recommended for such audiences 
as practicing physicians, students, and nurses. It 
can be recommended, however, to those interested 
in experimental surgery dealing with vascular anas¬ 
tomoses and gland transplarrts. 

You and Your Ears: 16 mm., color, sound, showing 
S minutes. Produced in 1956 by and procurable on 
rental from ^^^^lt Disney Productions, 2400 W. A am J 
Ave., Biu-balik, Calif. 

In this film, the cartoon character Jiminy Cricket 
.tells a clear story about tlie ears—their construction 
and how they function. -The role of the oucf- 
middle, and inner ear in relation to the funo ® 
of hearing is explained in detail. Also expaine 
is the part of the ears in helping the body waw 
tain its sense of balance. This 
tertaining film is an elementary outline 0 
tion on the ear. It is clever, colorful, and a ra 
and would be an excellent supplement to ^ 
this subject at the junior high school leve. 
also be useful for doctors who are reque 
speak to students of this age group. 
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Civilization, Race and Coronary Atheroma with 
Particular Reference to Its Incidence and Severity 
in Copperbelt Africans. J. Br'Hannah. Central Afri¬ 
can J. Med. 4-.1-5 (Jan.) 1958 [Salisbury]. 

In a brief historical review of coronary atheroma, 
Hannah points out that it is not peculiar to modem 
civilization. Examination of the preserved remains 
of ancient EgjTpb'ans has revealed that the number 
of sclerotic, partly calcified vessels was striking. 
Histologically, the arterial damage differed in no 
way from the degenerative arteriosclerosis of today 
and was frequently found in individuals who would 
not be called senile. Even if coronary atheroma is 
not new to civilization, in the western world it is 
becoming more frequent and more severe, especial¬ 
ly in the ascending period of life. There seems to 
be something in the pattern of 20th-century life or 
diet which is responsible. This assumption would 
be strengthened by finding coronary atheroma to. 
be much less frequent and much less severe in 
people who had not yet been drawn into the mael¬ 
strom of modern civilization. The Bantu peoples of 
central and soutliem Africa offer a fertile field for 
such a study. Many of them still live a primitive 
life, and others among them have only recently 
been absorbed into industrial civilization. 

The incidence and severity of coronary atheroma 
in copperbelt Africans is recorded from a series of 
cases at Nkana Mine Hospital, and the results are 
compared with those from a contemporary Euro¬ 
pean series. The Nkana Mine Hospital for Africans 
has 300 beds. The autopsy rate at this hospital is 
high, but between June, 1948, and September, 
1953, not a single death could be attributed to 
coronary disease. During the same period, at the 
European hospital of 40 beds, 23 deaths were 
caused by coronary thrombosis. In an attempt to 
correlate these findings with the incidence and 
severity of atlreroma in the 2 races, autopsies were 
conducted on 42 Africans and 22 Europeans who 
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died suddenly from all causes. Of the 42 Africans, 
.only 1 had severe coronary atheroma; the death of 
this patient was a typical coronar)' death udth 
anginal pain. Two Africans had moderate lesions, 
and 4 had mild ones. The remaining 35 showed 
not the slightest trace of coronary adieroma. It was 
interesting to compare the stretchable, smooth, gray- 
intima of the vessels of the Africans uuth the un¬ 
yielding, ocherous intima of specimens from like- 
aged Europeans. All the 22 Europeans had coronary' 
atheroma; even a youth of 15 y'ears had some mild 
lesions. Eight Europeans bad severe lesions, 6 of 
them dying of coronary disease. Six had moderate 
lesions, and the remaining 8 had mild lesions. Thus, 
only 16.6% of the Africans had coronary' atheroma 
compared with 100% of the Europeans. The author 
concludes that the copperbelt of Northern Rho¬ 
desia, where a highly susceptible race lives along¬ 
side another which is still prach'cally' immune, 
should be a promising place to investigate the 
causes of coronary’ atheroma. 

Alpha and Beta Lipoproteins and Serum Choles¬ 
terol Levels Follov’ine Administration of Unsat¬ 
urated Fatty Acids. T. D. Labecki, I. B. Bright, 
W. W. Lake and C. Thompson. Proc. Soc. Experi. 
Biol. & Med. 97:260-2a3 (Feb.) 1958 [Utica, N. Y.]. 

Twenty-five patients, 16 males and 9 females, 
ranging in age from 36 to 78 years, who had clinical 
evidence of myocardial infarction and who had 
been under continuous obseiv'ation for 4 to 5 years, 
were the subject of this study'. Controls were 20 
subjects, ranging in age from 10 to 44 y’ears, and 1 
child of 3 y'ears, wth' no demonstrable cardio¬ 
vascular disease. The e.xperimental subjects as well 
as the controls were encouraged to remain on a 
normal diet with no restriction of fat or cholesterol- 
containing food. Determinations were done month¬ 
ly on fasting serum from the controls and experi¬ 
mental subjects and on pooled serum from healthy 
blood donors. Each blood sample was analy'zed by 
a modified electrophoretic method for lipoprotein 
and protein fractions and by chemical anah'sis for 
cholesterol. The experimental subjects had been 
prewously studied while receiving an unrestricted 
diet and a lipotropic mixture. The same diet and 
lipotropic mixture were continued, but to them 
there was added 3 Gm. of safflower seed oil and 
4 mg. of py'ridoxine per day'. Maximum effects on 
fat metabolism had been achieved by the earlier 
regimen, and significant changes were considered 
to be due to the added safflower seed oil. 
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Major aberration in lipid metabolism, as evi¬ 
denced by greatly elevated, total serum cholesterol 
level, elevated fasting chylomicron index, or even 
frank h'pemia, had been demonstrated by otliers 
as predominant factors in premature and severe 
coronary atheromatosis. In the borderline cases, 
which comprise the majority of the clinical ma¬ 
terial studied here, one can apply only group cor¬ 
relation. Tlie present study confirmed tlie group 
correlation between clinically demonstrable coro¬ 
nary atherosclerosis and abnormally low alpha to 
beta lipoprotein ratio. Daily administration of 3 
Gm. of safflower seed oil and 4 mg. of pyrido.xine 
■for a period of up to 30 weeks, in addition to the 
previously administered lipotropes, resulted in a 
statistically significant increase of alpha to beta 
lipoprotein ratio starting at the 18th week. The 
ti-end continued for the 24-and-30-week periods in 
18 of 24 patients. Twenty' per cent of the patients 
showed lowered total serum cholesterol levels. The 
authors feel encouraged to i^roceed with the study 
over a longer period of time and with larger doses 
of safflower seed oil. The studies indicate that es¬ 
sential fatty acids do exert an unequivocal effect 
on serum lipids; in larger quantities they apparent¬ 
ly lower total serum cholesterol level. In moderate 
doses, which are practical from the standpoint of 
the patient, there is a consistent and pej-manent 
shift from beta to alpha lipoprotein. 

Nodular Goiter and Thyroid Cancer. R. Maass 
Escoto and S. Martinez. Rev. invest, clin. 9:211-219 
(April-Sept.) 1957 (In Spanish) [Mexico, D. F,]. 

The incidence of carcinoma of the thvroid in 
nodular goiter is high. One hundred forty-two pa¬ 
tients with nodular goiter were observed at the 
department of endocrinology of the Hospital de la 
Nutricion, of Mexico City, during a period of 10 
years. One hundred thirtj'-two patients were 
women, and 10 were men. Fifteen patients (13 
women and 2 men) had carcinoma of the thyroid. 
The goiter was uninodular in 13 patients and multi- 
nodulai- in 2. In 8 of the patients the tliyroid was 
enlarged (showing diffusion of the carcinoma). The 
average duration of progressive enlargement of 
the thyroid carcinoma was SV 2 years for tumors of 
an undifferentiated type and 8% years for tumors 
of a differentiated type. It was observed that the 
physical characters of the nodules and the coe - 
istence of hyperdiyroidism are of no value for a 
differential diagnosis between benign thyroid nod¬ 
ules and thyroid cancer. The test of thyroidal func¬ 
tion of the nodules, as shown by their capacity to 
concentrate iodide, still requires more experience 
for verification of its diagnostic value. Biopsy is die 
only procedure of value for the differential diag- 
. nosis between benign thyroid nodules and car¬ 
cinoma of the thyroid. The authors conclude that 
the presence of nodules in the thyroid region calls 
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for careful clinical examination and the faking gt 
a specimen for biopsy, the results of which J 
permit early diagnosis and early surgical trcatme 
of carcinoma of the thyroid before it prosre^ 
into an inoperable stage. ® 

The Relapse Problem in Tuberculosis of the Lunis. 
A Study Based on Material from a Sanatorium 
over a Period of 10 Years. S. B0yum. Acta tuberc 
scandinav. 35:1-38 (No. 1) 1958 (In English) [Code ' 
ha gen]. ^ 

Of 1,712 patients with destructive pulmom 
tuberculosis who were discharged from the Lys' 
Sanatorium in Sogn, Norway, between |an. 1,19. 
and Jan. 1, 1956, 439 were patients with rel'aps 
This latter group consisted of patients who pi 
viously had received either conservative or acti 
treatment at the Lyster Sanatorium or at anotl 
hospital for active tuberculosis of the lungs (nc 
destructive or destructive), who were discharg 
from the sairatoj-ium or the hospital syTOptom fi 
and who had had relapses for which they we 
re-treated at the Lyster sanatorium. Relapse 
defined as roentgenologic progression of the d 
ease, with or without cavity, or as die presence 
Mycobacterium tuberculosis alone \ritliout roei 
genologic progression. That a patient is sjouptc 
free on discharge means that there are no signs 
roentgenologic progression or cavity, die disea 
being stationai-y or receding, and diat no signs 
Myco. tuberculosis have been found during t 
last 2 or 3 months before the patient’s discharj 
Of the 439 patients vrith relapses, 163 (37.1%) we 
treated at the Lyster Sanatorium in the first half 
the 10-year period, and 276 (62.9%) were treated 
the second half of this period. The patients wi 
relapses thus constituted a steadily increasing pc 
tion of the patients writh desti-uctive tuberculos 
Of the 439 patients with relapses, 276 (63.4%) we 
men, and 161 (36.6%) were women, and of the tot 
of 1,712 patients discharged, 1,027 (60%) were me 
and 685 (40%) were women. These data sugge 
that there has been a somewhat greater tendeni 
to relapse among men than among women. 1 * 
predominated especially among the patients o\ 

25 years of age. , 

It was not possible to decide whether here 1 
had any influence on the tendency to relapse, 
though the largest -group among tire 439 pa 
with relapses were the 158 (S67c) between le f 
of 30 and 39 years, the conclusion cannot be 0 
that this age group has a pronounced ten enc) 
relapse. Since more men than women had r ‘P 
it must be taken into account tliat great p ) 
and psycliic strain is often connected wr r 
particularly in men. No definite 
tween age and tendency to relapse . U 

by this study. Most cases of ® idir 

patients who had returned to work afte 
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charge; most of them were manual workers, and 
more than 23% did heasy work. Most of the pa¬ 
tients wth relapses were in a worse position finan¬ 
cially than healthy people who were fit to work in 
the same stratum of society'. It is reasonable to be¬ 
lieve that both economic conditions and physical 
strain e.\'erted an infl;uence on the tendency to re¬ 
lapse. 

Of the 439 patients with relapses, 127 (28.9%) 
received conservative treatment; 221 (50.4%) were 
treated by pneumotliofa.\-, 39 (13.4%) by thoraco¬ 
plasty, 4 (0.9%) by resection, and 28 (6.4%) by otlier 
methods. These data suggest tliat there is less 
tendency to relapse with permanent collapse than 
with temporary collapse and conserv'ative therapy. 
Of the 439 patients, 365 (83.1%) had roentgenologic 
progression of tlieir disease, including a few with 
specific bronchial processes, and in 74 (16.9%) My'co. 
tuberculosis had reappeared in the absence of roent¬ 
genologic progression. In patients with relapse after 
conservative treatment, progression occurred on 
the same side in more than 50%. The result of pneu- 
mothora.x treatment depends greatly on whether 
the lung is free or adherent. After partly free pneu¬ 
mothorax (i. e., in the presence of remaining in¬ 
operable adhesions so that the lung has adhered 
again after having been free for some time), there 
were 5 times as many relapses on the same side as 
on the other side. Before the treatment was com¬ 
pleted, however, there were far more cases vwth 
progression on the other side than on the same 
side. The treatment seemed, therefore, to be effec¬ 
tive only as long as it lasted. In patients with 
thoracoplasty there were decidedly more cases of 
progression 'on the side that was not operated on. 
The number of patients subjected to resection was 
too small to permit conclusions, but most of the 
relapses occurred on the side operated on. All re¬ 
lapses after resection occurred within 1 year after 
the operation, and 83.1% of all relapses after thoro- 
coplast)' occurred within the first 5 years after the 
operation. It has not been possible to draw definite 
conclusions as to the effect of chemotherapy, since 
combined chemotherapy has been used extensively 
only in recent years, and the time of follow-up has 
been too short. It is certain, however, tlrat among 
the discharged patients more have become symp¬ 
tom free than was the case before the institution 
of this method of treatment. 

Chloroquine Treatment of 16 Patients with Active 
Rlieumatoid Arthritis. P. Erlendsson. Bibl. Ireger 
150:3-79 (No. 1) 1938 (In Danish) [Copenhagen]. 

Sixteen patients (3 men and 13 women) with 
clinically diagnosed active rheumatoid arthritis 
were treated from 15 days to 15 months wth chloro¬ 
quine diphosphate in doses ranging from 450 to 130 
mg. daily. The patients’ average age was about 55 
years; the average duration of the disease was 


about 14 years. The disease was mildly active in 2 
cases, moderately active in 3, and liighly active in 
11. After an average of 23 days’ treatment, clinical 
improvement was noted in 10 out of 13 patients (1 
patient was excluded from the evaluation because 
of too short obsen'ation time). Treatment was dis¬ 
continued in the 5 unimproved- patients, all with 
side-effects of various kinds. On the second evalua¬ 
tion, after an average of 75 days’ treatment, im¬ 
provement was found to be maintained in 9 pa¬ 
tients; 1 patient had been eliminated due to an 
accident. In 6 improved patients the treatment was 
discontinued later on account of side-effects, and 
15 months after the start all treatment was termi¬ 
nated for several reasons, xwth subsequent regres¬ 
sion in all but 1 patient. Detailed report of the cases 
is included. 

Influenza A (Asian) 1957: Clinical and Epidemiolog¬ 
ical Features in a General Practice, J. Frj'. Brit. 
M. J. 1:259-261 (Feb. 1) 1958 [London]. 

This paper reports the effects of the recent in¬ 
fluenza A epidemic on a south London suburban 
practice during the period from September to No¬ 
vember, 1957. “Flu” tends to be rather a lax and 
facile label given to many short-term infections of 
the respirator}' tract of indefinite etiology. It is 
almost certainly an inaccuracy when applied dur¬ 
ing interepidemic periods but is probably accurate 
when an epidemic is raging, especially when t}’pical 
cases randomly selected are proved serologically 
to show evidence of recent infection wth the virus 
of influenza A. (This was so in this epidemic.) Even 
so, it is probable that there was some inflation of 
numbers by including some patients with seasonal 
respirator}' infections, but this was more than com¬ 
pensated for by the omission of those witli influenza 
who did not seek medical attention. The 930 pa¬ 
tients xwth influenza A seen during the epidemic 
represented an incidence of 17% in the practice, 
but it is estimated that at least 25% of the popula¬ 
tion at risk were affected. Highest rates of 30 and 
36%, respectively, were recorded in children, aged 
5 to 10 years, and in teen-agers. The clinical features 
were those common to all influenza epidemics—a 
sudden onset, marked prostration and fever, respira¬ 
tor}' tract symptoms, and a slow and prolonged 
convalescence. There was a low rate of complica¬ 
tions—only 4%; acute chest infections accounted 
for 3% and middle-ear infections for 1%. All these 
infections were mild and cleared up under treat¬ 
ment xwth antibiotics. No patient required admis¬ 
sion to hospital, and no patient died from the effects 
of influenza. The epidemic produced a fivefold rise 
in tlie volume of work in the practice. 

Comparisons wth previous epidemics showed 
marked differences in age distribution and rates of 
complications. It is probable that each influenza 
epidemic has a pattern and character of its own. 
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with a var 3 ,ang extent of spread, age distribution, . 
virulence, and complication rate, Witli the present 
epidemic it has been considered unlikely that “sec¬ 
ond \yaves” wll occur. Vaccines have a limited 
practical place in prevention. The present epi¬ 
demic has been mild but extremely widespread. 
It is estimated tliat some 10 to 15 million persons 
were infected in this epidemic and ’ tliat around 
5,000 persons have died from the direct or indirect 
effects of influenza, giving a rate of 1 death for 
2,000 to 3,000 cases of influenza. 

The Clinical Patterns of Small-Bowel Tumors: A 
Study of 32 Cases. J. F. Patterson, A. D. Callow 
and A. Ettinger. Ann. Int. Med. 48:123-138 (Jan.) 
1958 [Lancaster, Pa.]. 

Reviewing die records of patients with tumors of • 
the small intestine, the authors found that die cor¬ 
rect diagnosis was rarely made or suspected at die 
time of die initial examination. They have appraised 
the symptoms, signs, and laboratory findings of 
these patients to determine the indications for and 
the accuracy of roentgenologic studies, as well as 
the indications for diagnostic celiotomy. The 32 
patients in this study were examined in die Pratt 
Diagnostic Clinic or the New England Center 
Hospital and proved to have, at operation or 
autopsy, a primary tumor of the small intestine 
which had caused symptoms or signs. Cases were 
excluded where the tumor was an incidental find¬ 
ing at operation or autopsj^ or where the jirimaiy 
site was die ampulla of Vater or organs odier than 
the small intestine. 

Most patients had a pattern of either obstruction, 
with attacks of crampy abdominal pain, or blood 

ss, characterized by intermittent severe bleeding 
in those with benign tumors and by anemia and 
occult blood in the stools in those with malignant 
tumors. Roentgenologic studies showed the tumor 
in' 18 of the 29 cases studied with contrast mediums 
and led to the diagnosis in 2 otiier cases by disclos¬ 
ing evidence of obstruction. Three of the 9 tumors 
which were not seen by the roentgenologist were 
located mosdy extraluminally and probably could 


ivcvjew or v^ase ot Acquired Pul 
monary Toxoplasmosis. E. Espersen. Ugesk hm 
120:18-23 (Jan. 2) 1958 (In Danish) [Copenhagel 


The congenital form of toxoplasmosis is trans¬ 
mitted from the mother (in whom' the disease can 
be established serologically but usually not clin¬ 
ically) through the placenta to the fetus. This con¬ 
dition in infants and children is characterized bv 
encephalomyelitis, , the most important s^TOptoms 
of which are internal hydrocephalus, cerebral cal¬ 
cifications, chorioretinitis, general convulsions, or 
local or psychic defects. The main sjTnptoms of 
acquired toxoplasmosis are fever, interstitial pneu¬ 
monia, exantliem, inflammation of bunph nodes, 
encephalitis, and chorioretinitis. Clinical diagnosis 
of toxoplasmosis is established either by direct 
demonstration of Toxoplasma organisms or serolog¬ 
ically. Diagnosis can be made by the intracutane- 
ous test with toxoplasmin, an extract of Toxoplasma. 
The manner of infection is uncertain. While con¬ 
genital toxoplasmosis and clinically manifest 
acquired toxoplasmosis are rare diseases, the sub- 
clinical form of acquired toxoplasmosis seems to 
occur often. Congenital toxoplasmosis often causes 
deatli, and grave cerebral defects can be found in 
the survivors. Except for some acute severe forms, 
the prognosis in acquired toxoplasmosis is good, 
especially in the nodular form. No specific thera¬ 
peutic agent against the disease is knowi. In the 
case of one of the autlior s patients, a man aged 
33 years, infiltration of both lungs was establiskd 
in 1951. Aggravation of the pulmonary sjmptoms 
followed, with rpentgenologic progression. On ad¬ 
mission in 1956, tire patient’s general condition was 
affected, and tliere were infiltrative processes and 
cystic cavities in die upper tsvo-tliirds of bodi 
lungs. After exclusion of other pulmonary diseases 
witli similar sjinptoms, biopsy of a nodular speci¬ 
men suggested toxoplasmosis. The diagnosis was 
confirmed by a sti'ongly positive seroreaction. Sev¬ 
eral series of treatment witli sulfadiazine a.nd mepa- 
crine resulted in clinical improvement, wifli M 
the serologic titer. In pulmonary diseases of nn‘ 
certain etiology, seroreaction for foxoplastnosis is 
advised. 


not have been seen. Another 3 would have been 
visible if roentgenolgic studies of the small intestine 
had been requested. The final 3 were overlooked by 
the roentgenologist. Twenty-nine patients were 
treated surgically, and metastases (local or distant) 
were found in 15. Three patients who had adeno¬ 
carcinoma of the jejunum survived for more than 5 
years, while 7 of 8 patients who had sarcoma are 
either living or survived more than 5 years. It is 
apparent that eaiiy diagnosis of tumors of the 
small intestine requires a clinician alert to the 
clinical patterns and\a roentgenologist aware of 
the roentgenologic abWmalities which may be 
produced by these tumor^ 


Steroid Witlidi*awal Syndrome. 0. Arlotti. 
med. 48:4143-4148 (Dec. 8) 1957 (In Italian) [Turin, 
Italy]. 

The author describes functional disorders causf^ 
by withdrawal of steroids in 2 patients, 
tient, 50 years old, with lipid nephrosis, 
a course of prednisone in daily doses ot = 
administered for 10 days. The therapy was i 
tinned because of increased • edema, me < 
arterial blood pressure, and azotemia. jj. 

later a second course of prednisone jjj 

tilted for a period of 30 days. As a resul, 
increased, edema partly subsided, and urm y 
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tein level deereased. The day after withdrawal of 
prednisone the patient complained of general weak¬ 
ness, headache, anore.xia, pain in muscles, increased 
body temperature, and an.intense diuresis. The 
sjTnptoms subsided at the onset of the third course 
of prednisone and corticotropin (ACTH) adminis¬ 
tered for 1 month. At the end of this course the 
withdrawal symptoms were less intense, and poly¬ 
uria disappeared. At the termination of the 4th 
course with prednisone and corticotropin, the same 
s\'mptoms reappeared. They were still less intense 
than before and subsided within a month. 

Another patient, 47 years old, with purpura, has 
received 4 courses of prednisone and long-acting 
corticotropin. After witlidrawal, at the end of the 
first 30 daj's of therapy, a few mild sjmriptoms (weak¬ 
ness and headache) appeared; they subsided within 
20 days. After termination of the second course of 
prednisone and corticotropin the withdrawal s\Tnp- 
toms were more pronounced, consisting of fever, 
nausea, vomiting, weakness, and melancholia. These 
symptoms disappeared dnring the third course of 
the prednisone-corticotropin therapy. The day after 
termination of this course the withdrawal symptoms 
reappeared; drey were even more pronounced than 
before and included a marked polyuria (5 liters of 
urine during 24 hours). The symptoms subsided 
partly with the administration of corticotropin and 
potassium chloride. 

The author believes that this withdrawal s>m- 
drome is a manifestation of the adrenal insufficiency 
caused by the steroid therapy and of otlier aspects 
of the exogenous hyperhormonism, such as reduced 
secretion of the antidiuretic hormone and e.xcessive 
elimination of potassium. This s}Tidrome can .be 
prevented from the onset of the steroid therapy by 
combining cortisone or prednisone with small doses 
of prolonged-action corticotropin and potassium. 
Treatment of this syndrome consists in reinstituting 
steroid therapy in small doses, in rehydration meas¬ 
ures, and in correction of electrolytic imbalances. 

SURGERY 

The Treatment of Electrical Burns. I. F. K. Muir. 
Brit. J. Plast. Surg. 10:292-299 (Jan.) 1958 [Edin¬ 
burgh]. 

Of 33 patients who were treated at a center for 
plastic surgery, 27 had 36 electric burns caused by 
domestic electricit}' supply, which is usually 220 to 
250 volts A.C., while 6 patients had injuries caused 
by high-tension currents of from 11,000 to 66,000 
volts A.C. These injuries were actual contact bums. 
Injuries caused by flashing or arcing were not in¬ 
cluded. Burns sustained on the hot elements of 
electric heaters or stoves also were e.xcluded, for 
these are usually pure heat bums, showing none of 
the features of true electric bums. The majoritj' of 


burns involved the hand, but the general argu¬ 
ments presented apply to electric bums in other 
parts of the body. Shortly after the injur}"^ the elec- 
tricall)' burned skin is white and is surrounded by 
a red margin. In the absence of surgical interfer¬ 
ence there is' no extension of the area of skin 
necrosis, but progressive necrosis does sometimes 
occur in electric burns treated by surgical excision 
and the application of a free graft. The graft takes 
well in some cases, but in other cases tissue pre¬ 
viously thought to be viable sloughs, and tendons, 
joints, or bones become e.xposed. This course has 
followed 10 of 20 bums treated by excision and 
free grafting. It has been stated that this sequence 
occurs because operation has been performed too 
early and that, if operation is delayed, the necrosis 
will have progressed to its limit, the viable tissue 
can be differentiated from the nonviable, and a free 
graft can be applied. More detailed examination 
of the records, however, does not support tliis 
assumption. 

Attention is called to the difference in response 
of electric burns treated by excision and^H^ting 
and those treated by excision and the aj^^ption 
of a pedicled flap. During the period und^review 
there was no special bias in favor of flaps as op¬ 
posed to free grafts. A free graft was always used 
when the bed appeared viable and suitable. Flaps, 
on the other hand, were used when important 
structures, such as tendons or joints, were exposed 
by the dissection or were left covered only by a 
layer of tissue of dubious vitality which looked 
unsuitable as a bed for a graft. The “flap” group 
represented, on the whole, burns that were worse 
than the “free-graft” group. The author believes 
that the follounng description will e.xplain the su¬ 
periority of the results obtained in bums treated 
by e.xcision and repair by flap over those treated 
by e.xcision and free grafting. Local progressive 
necrosis is not the direct and inevitable result of 
the electric injury but is due to bacterial infection 
of tissue which is viable but whose powers of re¬ 
sistance to infection have been depressed by the 
action of the electric current, and this tissue be¬ 
comes exposed to infection by its own inability to 
support a graft. A pedicled flap, however, bearing 
its own blood supply, can close the wound and pro¬ 
tect this abnormal tissue from bacterial infection. 

The lesion described so far is a local necrosis in 
continuih' of tissue directly influenced by the elec¬ 
tric current, but tliere occurs another of necro¬ 
sis, an ischemic gangrene, due to thrombosis of the 
main digital vessels, which results in death of tissue 
not itself injured by the current. These 2 tx-pes of 
necrosis should be differendated. In domestic sup¬ 
ply bums, infection may cause local necrosis, but 
main vessel thrombosis is uncommon. In high- 
tension injuries, however, the current passes read¬ 
ily and for great distances along the main vessels, 
and necrosis due to vascular thrombosis is common 
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and may dominate the clinical picture. In the 6 
patients with high-tension burns, 14 limbs were 
affected, and in 7 of these vascular thrombosis de¬ 
veloped, which resulted in the loss of limbs in 3, 
loss of digits in 3, and loss of the skin only of digits 
in the remaining 1. In injuries of the limb with 
main vessel thrombosis, the siu-geon has no choice 
but to wait until a line of demarcation has been 
established, and the subsequent surgical ti-eatment 
will be determined by the extent of the vascular 
gangrene and the position and size of the electric 
burn. As in the less severe injuries, closure of the 
wound is necessary to.prevent infection and further 
necrosis, and radical excision followed by im¬ 
mediate closure of the wound offers a good pros¬ 
pect of success. 

Common Iliac Artery' Aneurysm in a Boy Six Years 
of Age. W. E. Fenn and J. E. Musgrove. Ann. Surg. 
147:109-111 (Jan.) 1958 [Philadelphia]. 

Routine physical examination of a 6-year-old boy 
revealed, just below and to die left of the um¬ 
bilicus, a round, nontender, e.xpansile mass, the size 
of a golf ball. There was a definite systolic thrill 
over the mass, and on auscultation a loud systolic 
bruit could be beard with transmission into Scarpa’s 
triangle. Roentgenograms of the abdomen showed 
a ground-glass density outlined by a fine rim of 
calcium in the region of the abdominal mass. An 
aortogram was performed by injecting 20 cc. of 
70% Urokon into the aorta. This gave an excellent 
picture of the actual size and location of the 
aneurysm. Prior to the operation, a segment of 
superficial femoral artery was obtained from the 
vessel bank in preparation for excision of the 
aneurysm and graft replacement. The abdomen 
was entered through a long, left-sided, rectus 
muscle retracting incision. There was an aneurysm 
the size of a large hen’s egg lying on die antero¬ 
lateral aspect of the common iliac artery on die 
left. The peritoneum along the colic gutter on die 
left was divided and the sigmoid colon rolled 
medially to expose the external iliac and internal 
iliac vessels as well as the distal portion of the ab¬ 
dominal aorta, Penrose drains were placed about 
die common iliac artery on the right, the common 
iliac artery above the aneurysm on the left, and 
the internal and external iliac arteries on the left. 
The aneurysm had its point of origin on die com¬ 
mon iliac artery approximately 2 cm. below the 
bifurcation of the aorta. The aneerysm was dis¬ 
sected from the surrounding areolar tissue by sharp 
and blunt dissection. 

The wall of the aneurysm contained plaques of 
calcium. After aspirating the blood from the 
aneurysm and inspecting the orifices of die com¬ 
mon* iliac and the external and internal iliac ar¬ 
teries, there was quite a good channel in the pos¬ 
terior wall of die aneurysm, and it was tliought 
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feasible to excise the greater portion of th 
aneurysm and use die aneurysmal wall to repair 
the arterial defect. The distance between theorice 
of the common iliac artery above and the internal 
and external iliac vessels below was appro.iimatelv 
2.5 cm. This distance was too great to bridge if the 
aneurysm was excised unless a graft was used, ft 
was deemed wiser to leave the patient’s norma! 
tissues to carry on the continuity of the vascuk 
ti-ee. Tlierefore, the greater portion of the wall of 
the aneurysmal sac was excised, and by careful 
suturing of the proximal and distal portion of the 
aneurysmal sac, there was obtained what appeared 
to be a satisfactory orifice, both above and hehw, 
and the intervening portion of the sac was closed 
with a running mattress suture. When the distal 
clamps were removed from the iliac vessels, there 
was little bleeding from the suture line. The pro.si- 
mal clamp was then gently removed, and only I 
small suture had to be inserted along the suture 
line. With tlie clamps removed, the reconstructed 
vessel pulsated adequately. The patient had a sat¬ 
isfactory postoperative convalescence. 


A Critical Evaluation of Anticoagulant Therapy in 
Peripheral Venous Thrombosis and Pulmonat)' 
Embolism. W, W. Coon, J. W. Mackenzie and P. E. 
Hodgson. Surg. Gynec. & Obst. 106:129-136 (Feb) 
1958 [Chicago], 


Since 1946 all anticoagulant therapy at the Uni¬ 
versity' of Michigan Hospital has been under the 
supervision of a team composed of representatives 
from the departments of medicine and surgery. A 
continuity' in treatment policy has been maintained. 
All records of anticoagulant treatment from 1916 
through 1955 on patients iritli acute deep venous 
thrombosis or pulmonary embolism were analyzed. 
The records of 511 patients were separated into 2 
main groups on the basis of whether, at tlie time 
of initiation of treatment, tlie patient had leg vein 
thrombosis alone or had had a pulmonary embolus; 
it was expected that the latter group would have a 
higher complication rate and thus deserve specu 
consideration. Bodi major groups were then su ■ 
divided into those treated widiout compHcatioa 
and those in whom a thromboembolic complies son 
developed during or after the administration o 
anticoagulants. Heparin was the only agent gne 
to 10 patients. Sixty-five per cent of the remaiffl o 
501 patients received heparin until ® 
effect had been achieved widi the orally a 
tered protlirombinopenic drugs. There was no 
nificant difference in complication rate betwee 
175 patients who did not receive 
treatment and tlie 326 patients who did. J 
patients, 205 received bishydroxycoumann 
marol) and 265 phenyhndandione (Indonj. 
others received a variety of prothrombi p 
agents of the coumarin and indandione series. 
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WTiat has anticoagulant tlierapy accomplished 
in the "prevention of deatlis from pulmonarj’ em- 
" bohsm? This question cannot be ans^vered with 
' > statistical accuracy because of the difficulties in the 
clinical diagnosis of pulmonary embolism and be- 
' cause the accuracy of postmortem diagnosis varies 
r - wdth the care rvith which autopsy is performed. 

■ The audiors estimate that only 1 patient in 8 with 
' '■ fatal or potentially fatal pulmonary emboli received 
■> anticoagulant therapy. Secondly, anticoagulant 
; therapy (or any other known form of treatment) 
\ ■ did not prevent all deaths from pulmonan,' em¬ 
bolism. The “potentially fatal” pulmonarj' emboli, 
those emboli that would have resulted in fatality 
had anticoagulants not been used, have been cal- 

- culated from the percentage of fatal emboli occur- 
' . ring in CosgrilFs compilation of American cases of 
. venous thrombosis and embolism in which con- 

sers'ative treatment only was received. The num¬ 
ber of fatal pulmonarjf emboli at the authors’ hos- 
pital were obtained from a revdew of the autopsy 
reports for a similar 10-year period, 1945 to 1954, 
during which time a mean autopsy rate of 68 . 6 % 
was obtained. Although the results of any therapy 
in the prevention of death from pulmonarj' em- 
■■ holism are dismal,‘tlie authors believe that anti- 
' coagulants prevented death in 7 of every'’ 10 pa- 
", tients whose venous thrombosis or nonfatal pul- 
monary embolus was recognized and treated when 
compared with the expected mortality attending 

- the use of consen'ative measures alone. Anticoag¬ 
ulants are of additional value in reducing morbidity 
during the early course of the disease. Their influ- 

, ence on postphlebitic sequelae is being assessed in 
a long-term follow-up on the patients comprising 
this report. In patients in whom a clinical diagnosis 
of venous thrombosis or pulmonary' embolism can 
be established, anticoagulant therapy can effect a 
significant reduction in morbidity and mortality. 

The Use of L-Triiodothyronine as a Pituitary De- 
J pressant in the Management of Thyroid Cancer. 

C. G. Thomas Jr. Surg. Gynec. & Obst. 106:137-144 
" (Feb.) 1958 [Chicago]. 

r In the e\-perience of the author the suppression 
-' of pituitary thyrotropic hormone has been a logical 
approach to the control of inoperable thyroid can- 
cer. This has usually been accomplished through 
.the administration of desiccated thj'roid, th)Toxin, 
. ‘ and more recently, L-triiodothyronine. In order to 
^ ,• study tire efficacy of L-triiodothyronine as a pituitary 
depressant and its effect on human thjToid cancer, 
patients with thyroid cancer were appraised for 
type, extent, and functional activity of their neo- 
plasm; their metabohc status was determined by 
. clinical evaluation in conjunction with determina- 
tion of serum protein-bound iodine and uptake of 
radioiodine (I”'). L-triiodothyronine was then ad- 
'y ministered by mouth in divided doses, beginning 


at 25 meg. twice daily, with increasing increments 
at l-to-2-week inters’als until tolerance or a level 
of 200 to 300 meg. daily'. This dosage was continued 
for periods e.vtending from 6 weeks to 1 y'ear or 
more. Periodic determinations of the serum protein- 
bound iodine reflecting the endogenous output of 
thy'Toid hormone were procured during the course 
of the study'. These findings were correlated w'ith 
gross changes in the primary' or metastatic neo¬ 
plasm and, when possible, svith uptake of radio¬ 
iodine. 

In patients w'ith an operable lesion, thyroidec¬ 
tomy' was performed after an appropriate interv'al 
and both normal thyroid and neoplasm appraised 
for morphologic changes. Metabolic actiwty' of the 
normal, nodular, and cancerous thyroid was also 
appraised by determining the incorporation of 
radiophosphorus (P^') administered intravenously' 
24 hours before surgery' as sodium hy’pophosphate. 
At the time of operation, biopsy specimens of 
tumor, normal thyroid, and adjacent sternocleido¬ 
mastoid muscle were w'eighed to 0.10 mg., baked 
at 125 C for 24 hours, and their radioactiv'ity per 
unit weight determined. Thyrotropic hormone sup¬ 
pression was evaluated indirectly' by appraisal of 
serum protein-bound iodine levels, I uptake, in¬ 
corporation of P into the thyroid, and morphologic 
changes in the thyroid. 

Ten patients w'ith thyroid cancer in various stages 
of disease, i. e., localized to thyroid or svith ly'mph 
node, pulmonary', and bony metastases, were suit¬ 
able for study'. The response of these patients to 
L-triiodothyronine is recorded. Tlie author con¬ 
cludes that the administration of L-triiodotlryronine 
is a simple and effective means of depressing the 
output of thyrotropic hormone by the anterior 
pituitary as measured by the loss of function and 
atrophy of the normal thyroid gland. It is superior 
to other thyroid hormones in this regard, because 
its biochemical characteristics permit a quantitative 
measurement of endogenous thyroid hormone out¬ 
put and, by inference, thyroid inhibition. In tlie 
treatment of patients with thyroid cancer by tlie 
administration of exogenous thyroid hormone, the 
use of L-triiodotliyronine permits a more accurate 
and quantitative measurement of pituitary gland 
suppression. The response of thyroid cancer seems 
similar to that observ'ed svhen other means of pitui¬ 
tary' inhibition are employed. 

Surgery of Major Arterial Aneury'sms. T. O. Murphy. 
Nortliwest Med. 57:183-188 (Feb.) 1958 [Seattle]. 

The author reports on 108 patients, between the 
ages of 16 and 84 y'ears, irith 114 arterial aneury'sms 
for which they were operated on behveen Decem¬ 
ber, 1954, and January', 1958. Six patients had 
multiple aneury'sms. Ninety aneurysms were of the 
abdominal aorta, of xvhich 44 required resection 
at the bifurcation. Tliirteen were of the thoracic 
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aorta, and 11 were of the peripheral vessels. Ninety- 
six of tlie patients with arterial aneurysms were * 
operated on electively. In 18 patients the aneu¬ 
rysm had ruptured, necessitating emergency inter¬ 
vention. There were 14 deaths and only 4 success¬ 
ful repairs in these 18 patients. In the 96 patients 
subjected to elective operation for aneurysm, there 
were onlj' 10 deaths, and 8 of these were in pa¬ 
tients with a thoracic aneurysm. In 6 patients there 
was failure of the arterial prostliesis, due to either 
immediate or late rupture of the graft or to sec¬ 
ondary thrombosis. Five of these patients were 
again operated on, with 4 of tlie secondary at¬ 
tempts being successful in reestablishment of ar¬ 
terial continuity. 

In repair of tl)e 114 arterial ai^eurysms, 49 com¬ 
pressed pol>'vinyI sponge prostheses, 28 arterial 
homografts, 21 nylon prostheses, and 5 saphenous 
vein autografts were used. In 11 instances arterial 
continuity was reestablished without use of a graft. 
Choice of device to be used in arterial replacement 
depends much on the materials at hand as well as 
on famiharity of the surgeon with die various 
' agents. Where the graft must withstand a high de¬ 
gree of flexion and foreshortening (axillary, cervical, 
and poirliteal areas), the saphenous vein autograft 
is felt to be the only one suitable. The procedure 
was successful in 78% of the 114 aneurysms op¬ 
erated on and in 87% of the 96 patients subjected 
to an elective procedure. Recovery of the patient 
after major arterial surgery was dramatic, even in 
tire highest age groups, with the average hospital 
stay being only 10 days. It is felt that, if blood loss 
.is kept at a minimum and the anesthesia is rvell 
controlled, the procedure may be undertaken elec¬ 
tively with a minimum of risk. 

Treatment of Cervical Syndrome by Means of 
Traction of the Cervical Spine. A. Wildervanck. 
Nederl. tijdsclir. geneesk. 102:5-8 (Jan. 4) 1958 (In 
Dutch) [Amsterdam]. 

The view that tire cervical syndrome is due to 
mechanical irritation of the cervical nerve roots 
has been more widely accepted in recent years. 
The author reviews observations on 143 patients 
who were treated by traction of the vertebral 
column after other treatments had failed. These 
patients had had the cervical syndrome from 3 
months to several years. Those in whom tlae ex¬ 
istence of hypertension, heart disease, or otlier 
serious internal disorders had been verified by a 
thorough physical examination were excluded from 
the traction therapy. Treatment consisted in ap¬ 
plying traction to the head with the aid of Gh's- 
son s sling and with' a 15-kg. weight once every 
day for 15 minutes in the vertical direction and 
with the patient sitting down. The patient was 
urged to be as relaxed as possible. While some of 
the patients (14%) were free from complaints after 


4 treatments, the average number of treatmenis 
given was 9. Eighty (56%) of the patients were com¬ 
pletely treed from their complaints, and 22 (m 
were greatly improved. There was little or no re¬ 
sponse in the remaining 41 patients (29%). Recur- 
rence within 1 or 2 years was rare. 


Morphologic Findings in Fatal Postoperative Tlipc 
toxic Crisis and the Problem of Status Tli)Tnic( 
lymphaticus, K. Keminger and J. Piribauer. Arc! 
klin. Chir. 286:351-367 (No. 4) 1957 (In Qermat 
[Berlin]. 


Morphologic studies were made on 6 patieni 
with toxic diffuse goiter, who died as the result c 
a postoperative thyrotoxic crisis. All had a sever 
form of toxic goiter, a colloid struma, and had hee 
completely or partially resistant to preoperaliv 
iodine therapy. They were thin and h)pop]asti 
and had a narrow aorta, a large thymus, and a mor 
or less severe hyperplasia of the lymphatic a| 
paratus. On the basis of clinical obsers'ations an 
morphologic findings, the authors believe that tli 
following hypothesis may e.xplain the nature of Ih 
thyTOtoxic crisis that develops after thyToidectom; 
It is a severe disturbance of the neurohormoDE 
equilibrium, which is extremely'^ unstable in pa 
tients with diffuse toxic goiter. The adrenal coder 
which is overloaded as die result of the high rat 
of metabolism involved in hypertliyToidism, be 
comes exhausted, and the stress (Selye) produce! 
by tlie trauma of tlie operation Ifeads to compiet 
failure. Furthermore, as the result of tlie suddei 
thyroxin deficiency resulting from tlie resection o 
the goiter, hyperthyiu.xinemia is rapidly replace! 
by ]iypofliy'ro.xinemia, and this loss of thyroxin h 
an extremely unfavorable effect on tlie organisn 
that had become accustomed to an excess of % 
roxin. However, the fatal outcome is probably tnj 
result of the sudden flooding of the organism wu 
epinephrine. The epinephrine effect probably take 
tlie following course: 1. The stimulus exerted o: 
the hypophysis results in increased output of cor 
ticotropin (ACTH). 2. The exhausted adrenal code' 
collapses as the result of die increased stimub or 
by'’ corticotropin. 3. Intoxication of the organisn 
that is hypersensitive to epinephrine as the resu 
of hyperthyroidism results in heart failure ro 

auricular fibrillation. . 

The diymus and .the lymphatic tissues are pr 
ably the site of a counter-regulatory 
organism in the presence of severe toxic g 
brought on by die increased secretion o ) 
tropic hormone, on the one hand, and by a 
cortical insufficiency, on the other hand, t is p ^ 
able tiiat die organism will attempt, althoug ‘ 
inadequate degree, to neutralize the 
hormone of the hypophysis. This 
why so far it has been impossible to em 
an increase of thyrotropic hormone m i 
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Only in e.xtremely advanced cases of diffuse to.xic 
goiter, which might be designated as “decom¬ 
pensated,” there might occur renewed activation 
of the involuted th\Tnus. The authors accept this 
e.xplanation on the basis of their onto obserx'ations 
on 3 cases. In 1 patient there developed in the 
course of so-called sexogenic dwarfism, which in 
all previously reported cases was aceompanied b}' 
early involution of the thymus after the develop¬ 
ment of diffuse to.xie goiter, a hx^jerplasia of the 
tlnmus (a so-called persistent thjTnus). In 2 other 
patients a so-called persistent thxTnus caused death 
only after operation for diffuse toxic goiter, but not 
in an earlier operation for aeute appendicitis. The 
autliors believe that for this reason it might be more 
correct to speak of hv^perplasia of the th>mius rather 
than of persistent tfijonus. It appears tliat h\T>er- 
plasia of the tli^nnus and hyperplasia of the Ijnn- 
phatic apparatus are the characteristics of a consti¬ 
tutional tj'pe, possibly geograpliically limited, and 
it appears probable that the extremely se\'ere and 
usually fatal toxic diffuse goiter develops onh' in 
this constitutional tx'pe. 

Clinical E.xperience with 31 Consecutive Cases of 
Surgical Inten'ention for the Control of Bleeding 
from the Upper Gastrointestinal Tract. J. M. Parker. 
New England J. Med. 258:417-421 (Feb. 27) 1958 
[Boston]. 

Behveen 1942 and 1957, the author performed 
31 gastric resections for the control of major, per¬ 
sistent, or recurrent hemorrhages in 26 men and 5 
women behveen the ages of 39 and 88 years; 26 
patients were over 50 years of age. Eighteen pa¬ 
tients had a duodenal ulcer, 6 had a gastric ulcer, 
and 2 had a jejunal ulcer; 5 patients had gastritis. 
There were 2- deaths. One patient operated on for 
a large posterior-wall duodenal ulcer with focal 
pancreatitis developing about the penetrating 
crater, complicated by septicemia due to infection 
with Clostridium welchii, died on the 24th post¬ 
operative day. Another patient operated on for a 
jejunal ulcer died of septicemia due to infection 
with Proteus vulgaris on the 6th postoperative day. 
The first 2 patients with gastritis, who had been 
subjected to resection of 75% of the stomach, re¬ 
quired reoperation and devascularization of the 
gastric remnant for recurrent massive hemorrhage. 
Evisceration secondary to cardiac decompensation 
and pulmonary edema occurred in 1 of the last 3 
patients with gastritis treated by resection of 80% 
of the stomach and devascularization; the condi¬ 
tion required resutoe, and the patient recovered. 
Neither death nor complications occurred in the 6 
patients operated on for gastric ulcer. 

Combined medical and surgical management is 
considered of major importance. Diagnosis of the 
cause of the hemorrhage rested primarily on his¬ 
tory, on physical examination, on specific negative 


laboratorx' tests to rule out blood d\'scrasias, bleed¬ 
ing varices, and uremia, and on .x-ray examination 
of the upper gastrointestinal tract unless the pa¬ 
tients condition prohibited this procedure. The 
definitive indications for emergency resection, 
which was carried out in all but 7 patients by the 
end of the first 48 hours after the onset of bleeding 
or the time of arrival at the hospital, were the 
volume and persistence of hemorrhage requiring 
intensive and continuous blood replacement. The 
average amount of whole blood required by the 
patients with duodenal ulcer was 3,900 ce., that 
required by the patients \rfth gastric ulcer was 
4,500 cc., and that required bj' those with jejunal 
ulcer was 3,750 cc. Tire average blood replacement 
for the first 2 patients unth gastritis was 15,750 cc., 
and that for the last 3 patients was 4,830 cc. 

The Results of Total Gastric Resection in Cancer 
of the Stomach. K. Nakayama. Chirurg 29:1-3 (Jan.) 
1958 (In German) [Berlin]. 

Total gastrectomy was performed on 404 patients 
oh account of carcinoma of the stomach and on IS 
patients with ulcers of the stomach suspected of 
being carcinomatous. The surgical death rate was 
3.3%, which was considerably less tlian that in 
other reports on total gastric resection. The author 
believes that this is due chiefly to the use of sup¬ 
porting sutures. MTien a direct esophagoduodenal 
anastomosis was carried out, supporting sutures 
were applied betwe'en the capsule of the pancreas 
and the crus of the diaphragm before the anasto¬ 
mosis was completed. In case of an esophagojeju- 
nostomy, supporting sutures were applied between 
the posterior wall of the jejunum and the crura of 
tlie diaplmagm. Furthermore, when the anastomo¬ 
sis was carried out by an intrathoracic approach, 
the supporting sutures were placed between the 
mediastinal pleura and the loop of the small in¬ 
testine utilized in the anastomosis. Previous to the 
use of these supporting sutures the death rate from 
total gastric resection at the author’s clinic had 
been 14.8%. 

Tire following techniques of total gastric resec¬ 
tion were used: (1) direet esophagoduodenostomy; 
(2) intercalation of a loop of ffie jejunum between 
the esophagus and the duodenal stump; (3) esoph- 
agojejunostomy with an end-to-side anastomosis 
according to Braun. The author’s predecessor. Pro¬ 
fessor Seo, introduced a metliod of intercalation 
and designated it a “physiological” total gastric re¬ 
section, because the transplanted loop takes over the 
function of the stomach and the food always passes 
through the duodenum. The autlior himself found 
that the transplantation of a loop of the jejunum 
behveen the esophagus and the duodenal stump is 
the best method for total gastric resection. A partic¬ 
ular advantage of tins method is that postoperati\-e 
anemia is less likely in the first 3 j-ears after the 
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operation than it is with methods of resection that 
dispense witli tlie intercalation. To be sure, patients 
that survive longer than 3 years generally have a 
hyperchromic anemia regardless of what surgical 
method has been used. It appears that the results 
of the intra-abdominal anastomosis are superior to 
the abdominothoracic one, but this is explained 
chiefly by the fact that the intrathoracic method is 
used only in the advanced cases of cancer. A gen¬ 
eral compai-ison of the results of the 3 aforemen¬ 
tioned methods revealed little difference, because 
the result seems to depend chiefly on tlie degree of 
malignancy and the degree of infilti-ation of the 
gastric carcinoma rather than on the technique of 
the operation. 

The i^ostoperative survival was better wlien re¬ 
section of the tail of the pancreas and splenectomy 
were added than it was with simple total gastrec¬ 
tomy. The regional lymph nodes were removed in 
the more extensive operation. Although the' sur¬ 
gical mortalit)'^ was comparatively low when in¬ 
volved neighboring organs were removed together 
with the stomach, the late results were poor; and 
this can be said of total gastric resection in general. 
Partial gastric resection in which a portion of the 
stomach is left intact protects the patient against 
serious malnutrition and anemia. In patients in 
whom the carcinoma is located high up or near the 
cardia, the author removes only this portion of the 
stomach. He hopes that earlier diagnosis of gastilc 
carcinoma will reduce the need of total resection 
of the stomach. 

Comparison of Complications Following Intestinal 
Surgery After Oral and Parenteral Preoperative 
Antibiotic Preparation. D. F. Phillips, W. H. Bear¬ 
ing and J. M. Waugh. Surg. G>mec. & Obst. 106; 
145-152 (Feb.) 1958 [Chicago]. 

The incidence of postoperative complications in 
a consecutive unselected series of 261 patients who 
had various types of intestinal operations after 
parenteral administration of penicillin, streptomy¬ 
cin, and dihydrostreptomycin only is compared with 
that in a series of 24S patients wJio underwent 
various intestinal operations after oral administra¬ 
tion of members of the tetracycline group of anti¬ 
biotics. The incidence of postoperative complica¬ 
tions differed little (5.3%) between the 2 groups, 
and there was no significant difference in the mor¬ 
tality rate. Preoperative preparation of the intes¬ 
tinal tract with orally administered tetracycline 
drugs produced no fewer complications in those 
patients whose intestinal surgery did not involve 
an intraperitoneal intestinal anastomosis than did 
simple parenteral administration of penicillin, strep¬ 
tomycin, and dihydrostreptomycin the evening be¬ 
fore surgery was to be performed and subsequent 
to operation. However, preparation of the intestine 
with tetracycline drugs given by mouth, when 
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intraperitoneal intestinal anastomosis was included 
m the operation, resulted in fewer complications 
than did preparation with parenterally adminis¬ 
tered penicillin, streptomycin, and dibydrostrento- 
mycin. ^ 


Primary Cancer of the Liver: General Study | C 
Jauregui. An. cir. 22:220-237 (July-Sept.) 1957'/in 
Spanish) [Rosario, Argentina]. ' " ^ ^ 

Primary carcinoma of the liver is rare, whereas 
metastases to the liver from cancer in other struc¬ 
tures is frequent. The main causal factors in pri¬ 
mary carcinoma of the liver are an hereditary 
predisposition or cirrhosis of the liver. Nutritional 
deficiencies, local infection, inflammation, and para¬ 
sitosis may act as aggravating factors. The disease 
may be of a nodular, massive, diffuse, or cirrhotic 
clinical form and of the hepatocellular, cholangio- 
cellular, or cholangiohepatic liistological varieties 
Abdominal pain, gastrointestinal disorders, and 
jaundice are the most frequent, although not char¬ 
acteristic, symptoms. There are great hepatomegaly, 
with hard nodular induration of the liver, hemor¬ 
rhagic ascites, splenomegaly, edema of the legs, 
and moderate anemia. Tlie tests for function of the 
liver show dysfunction only late in tlie course of 
the disease. Aletastases are intrahepatic in 80% of 
tlie cases and to distant structures in 50% of the 
cases. The regional lyrniph nodes, the lungs, and the 
portal venous system are the structures most fre¬ 
quently involved by tlie metastases. The disease 
follows a rapid course with fever, jaundice, liver 
insufficiency, delirium, and stupor; this deepens into 
coma in the advanced stage. A clinical diagnosis is 
suggested by the presence of a rapidly growing 
tumor in the liver. Roentgenography, splenoportog- 
rapliy, detennination of cancer cells.in the ascitic 
fluid, lajiaroscopy, puncture biopsy, and explorative 
laparotomy are of value both for the diagnosis of 
cancer and for a differential diagnosis between 
primary cancer and metastatic cancer of the liver. 
Biopsy of a specimen obtained by puncture, either 
with aspiration of material or with the Vin Sylver- 
man needle, is a dangerous procedure. It may go e 
false results, since the material obtained for biojW) 
may have been taken from a region not involve 
by carcinoma. Exploratory laparotomy permits ta 
ing of a biopsy specimen and predicting the possi 
bilities of success of a surgical intervention for 
patient as indicated by die character of the ca 
cinomatous lesion (whether circumscribed or ( 
fuse) and the degree of involvement of cer* 
groups of lymph nodes. 

Primary carcinoma of the liver is an acu e 
ease. Most of die patients do not survive or 
than 6 months after appearance of 
Partial resection of the carcinomatous esio 
better, lobectomy of the left or right lo ^ ° 
liver is indicated, provided tliat (1) the 
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solitary and not diffuse, (2) the regional IvTOph 
nodes and the hili are not involved, and (3) the 
functions of the liver are reasonably normal. The 
progress of singery and of anesthesiology and the 
use of antibiotics offer a period of survival to these 
patients which, according to the literature, amounts 
to more than 5 years postoperatively in more than 
half of the patients who have had the operation. 
Five cases are reported in which the diagnosis of 
primaiy' carcinoma of tire liver was made by either 
puncture biopsy or biopsy during exploratory' 
laparotomy. 

Surgical Experiences in the Treatment of Aneurysms 
of the Tlioracic Aorta. F. H. Ellis Jr., J. W. Kirklin 
and A. J. Bruwer. Surg. Gwec. & Obst. 106:179-192 
(Feb.) 195S [Chicago]. 

The poor prognosis of untreated thoracic aneu¬ 
rysms justifies surgical intervention. The authors 
reriew the problem in the perspective of experi¬ 
ences gained in tire management of 20 patients with 
thoracic aortic aneurysm. These patients underwent 
surgical e.xploration at the Mayo Clinic in the 3-year 
period from 1954 through 1956. There were 18 
male patients and 2 female. Their ages ranged 
from 5 to 71 years. Almost rivo-thirds of the patients 
were in the 6th, 7th, and 8th decades of life. Ar¬ 
teriosclerotic aneurysms were'the ones most com¬ 
monly encountered. Others were sy'philitic, trau¬ 
matic, congenital, mycotic, and dissecting in na¬ 
ture. In the 20 patients 15 of the aneurysms were 
resected; 10 of the patients survived resection, the 
mortality rate being 33.3%. Grafts were employed 
in all but 1 patient, in whom lateral excision and 
aortorrhaphy were performed. Homologous aortic 
grafts were employed in 12 patients and poh'vinyl 
formal (Ivalon) grafts in 2. 

Hj'pothermia was used in most cases as a means 
of avoiding ischemia of the spinal cord during cross 
clamping of tire aorta. Hj'pothermia is not wthout 
dangers. Ventricular fibrillation is a well-know'n 
complication, particularly in older patients mth 
arteriosclerosis. Although the average body tem¬ 
perature achieved in the patients operated on by 
this method was less than 86 F (30 C), a safer level 
would be 89.5 F (32 C). This should allow up to 
an hour of aortic occlusion with minimal danger of 
spinal cord ischemia. Weakness of the legs de¬ 
veloped in 1 patient who underwent aortic occlu¬ 
sion for 90 minutes. Another complicating feature 
of operations carried out under hs'pothermia is the 
temporary bleeding tendency. Replacement of 
blood often amounting to several liters is essential. 
Prompt and adequate rewarming is important and 
may be facilitated by irrigating the thoracic cax'itj' 
wth large quantities of warm saline solution prior 
to closure of the thorax. Since there is a time limit, 
blood flow should be reestablished as soon as pos¬ 
sible. This can be expedited in many instances by 


opening the aneurj'sm, remowng the clot and ex¬ 
cess tissue, and suturing the graft in place before 
completely remowng the sac. 

Considerations in the Treatment of Amebic Abscess 
of the Liver in Pondichery: Report of 45 Cases in 
Patients Operated on. M. Guillemeteau. Bordeaux 
chir. pp. 220-225 (Oct.) 1957 (In French) [Bordeaux, 
France]. 

The author reports on 45 patients operated on 
for amebic abscess of the liver at the French 
Colonial Hospital in Pondichery', on the Bay’ of 
Bengal, in French India. On admission to the hos¬ 
pital, the patients had amebic dy'sentery’, pain in 
the epigastric region, fever, hyperleukocy’tosis, and 
a swelling in tlie left paramesial region. Needle 
biopsy of specimens obtained from the livers of 44 
patients confirmed the diagnosis. The right lobe of 
the liver was the site of the abscess in 36 patients 
and the left lobe in 9; 2 patients had recurrences 
of the abscess 18 and 13 y'ears, respectively, after a 
previous operation. Pleural complications occurred 
in 4 patients, peritoneal complications occurred in 
3, and a secondary' postoperative hemorrhage oc¬ 
curred in 1. Four patients died, representing an 
operative mortality' rate of 9%; 2 of the deaths 
occurred in patients with peritoneal complications, 
1 in the patient with secondary' hemorrhage, and 1 
in a woman who recently had given birth to a child 
and who died of acute hepab'c insufficiency'. Forty- 
one patients recovered, and 6 of these required a 
repeated intervention. Of these 6, 2 had pleurot- 
omies, 2 were reoperated on because of retention 
of pus after removal of the drain, 1 was reoperated 
on for chondritis of the rib cage, and 1 was reop¬ 
erated on for a “liepatic chamber” which had to be 
decorticated by remoWng the sclerous shell xrith 
the curet. The 35 patients who recovered without 
repeated surgical interx'ention had prolonged 
suppurations, w'hich made prolonged drainage nec¬ 
essary' and were frequently associated with rein¬ 
fection. All the patients were given postoperative 
treatment \rith antiamebic and antianemic agents; 
they were also given wtamins and a diet rich in 
proteins, but despite this method of management, 
hospitalization was of long duration and convales¬ 
cence was slow. 

These obserx’ations suggest that the classic rules 
for the surgical treatment of hepatic abscess are 
still valid. Preoperative and postoperative treat¬ 
ment with drugs is essential. An e.xploratory' biopsy 
always should be made to confirm the clinical diag¬ 
nosis of an abscess. As soon as die diagnosis is 
established, the evacuation of the abscess cavity' 
should be performed without any further delay 
and should be followed by drainage. Provided that 
these rules are observed, die risk associated with 
the surgical intervention is not grave, and rapid 
recovery' may result. 
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NEUROLOGY & PSYCHIATRY 

Diagnosis of Cerebral Schistosomiasis. J. F. Ham- 
marstein. A. M. A. Arch. Neurol, & Psychiat. 79: 
132-135 (Feb.) 1958 [Chicago], 

Cerebral schistosomiasis may produce a variety 
of neurological symptoms, such as headache, lan¬ 
guage dysfunction, paralysis, and Jacksonian or 
grand mal seizures. Tlierefore, a patient presenting 
such sjmiptoms, who has resided in an endemic 
area even years before, should be studied for pos¬ 
sible cerebral schistosomiasis. The search for ova 
in the feces is a difficult and time-consuming pro¬ 
cedure. This report demonstrates the efficiency of 
biopsy of a rectal specimen in the diagnosis of 
schistosomiasis. The 12 patients on whom this 
report is based were hospitalized at 2 Veterans 
Administration hospitals. All had schistosomiasis 
japonica, and all had been in the Philippine Islands. 
From 3 to 10 years had elapsed between the time of 
exposure and the diagnosis. Only 2 patients had a 
definite history of acute schistosomiasis while in the 
endemic area. Four of the 12 patients had seizures, 
2 had focal seizures alone, 1 had generalized grand 
mal and focal seizures, and 1 had psychomotor at¬ 
tacks. In 3 the diagnosis was first established by a 
craniotomy. A positive Wassermann reaction in the 
spinal fluid with a negative Wassermann reaction 
in tlie blood was present in 2 patients. Whereas 
eosinophilia was present in most of the 12 patients, 
hepatomegaly, splenomegaly and abnormal results 
of liver function tests were observed in only a few of 
them. In tliis connection the author points out tliat, 
whereas hepatic and splenic damages are frequent 
in long-term residents of endemic areas, this is not 
tlie case in short-term residents. Stool examinations 
were positive in only 2 of the 12 patients, despite 
numerous studies. In contrast, the biopsy of a rectal 
specimen was positive in all but 1 patient. 

Epidemic Infection with Coxsackie Virus Group 
B, Type 5; I. Clinical and Epidemiologic Aspects. 
H. Rubin, P. H. Lehan. I. L. Doto and others. New 
England J. Med. 258:255-263 (Feb. 6) 1958 [Boston]. 

Aseptic meningitis has been shown to be due to 
varied conditions, including mumps, leptospirae, 
poliomyelitic viruses, Coxsackie viruses, and most 
recently ECHO viruses. The cardinal manifesta¬ 
tions of the syndrome are stiff neck, fever, head¬ 
ache, and pleocytosis of the spinal fluid, with a 
predominance of l}Tnphocytes. Coxsackie viruses of 
group B, types 1 to 4, have been reported earlier 
as the etiological agents in epidemics of aseptic 
riieningitis This report describes the clinical and 
epidemiologic features of an outbreak tliat the 
authors believe to be the first epidemic of aseptic 
meningitis attributed to Coxsackie virus group B, 
type 5. Tlie epidemic occurred during the summer 
of 1956 in Cerro Gordo County, Iowa, which has a 
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population of 46,000. The outbreak centered in 
Mason City, the county seat, with a population of 
approximately 33,000. The general sanitation of t|,e 
community is good. 

This study was carried out during the 2 weeks 
after the peak of the outbreak, at a time when 
the number of new cases occurring in the com¬ 
munity was decreasing. A total of 63 hospitalized 
and 52 nonhospitalized patients were studied. 
The outstanding characteristic of this illness was 
the broad clinical spectrum, ranging from minor 
symptoms to the syndrome of aseptic meningitis 
requiring hospitalization. Children were most fre¬ 
quently affected, especially those 5 to 9 years of 
age. Two-thirds of all patients were under the age 
of 20. The virus recovery rate was high from stools 
and throat washings. The virus was also isolated 
from the cerebrospinal fluid in 2 cases. Multiple 
isolations of the virus were obtained within families 
in both patients who were clinically ill and their 
family contacts. The evidence indicates that, once 
the virus is introduced into the family, it infects 
everyone in the family. The most likely mode of 
virus transmission was tliought to be a person-to- 
person contact, either by the fecal-oral route or by 
the respiratory route. 

Outbreak of Aseptic Meningitis with Exanthem. 
J, F. Galpine, T. Clayton, J. Ardley and N. ‘ 
Baster. Brit. M. J. 1:319-321 (Feb. 8) 1958 [London], 

The autliors report, on 29 male and 22 female 
patients, behveen the ages of 15 months' and 36 
years, with aseptic meningitis, associated in 19 with 
a rash, who were admitted to hospital in Coventry, 
England, during the last 4 montlis of the year 
1956. Twenty-three cases of the disease in these 
patients were familial, being derived from 9 fam¬ 
ilies. Study of consecutive illnesses in several fam¬ 
ilies suggested an incubation period of 5 or 6 days. 
Twenty-seven of tlie 51 patients were children, 
between the ages of 5 and 14 years. The rash was 
erythematous in 17 patients, mixed erythematous. 
and petechial in 1, and solely petechial in 1. Tiic 
erythema consisted of small pink discrete 
or maculopapules resembling tliose of rubella, 
always invaded the face, to which it was limited m 
9 poatients, often affecting the cheeks only. Speci 
mens of feces from 27 patients were examined, w 
in those of 19 patients a virus related to Etn 
virus, type 9, was isolated; diis resembled tlie ex 
perience in a number of other outbreaks 0 asep 
meningitis, associated with a rash, which occu 
in various parts of England and on the ^ 
continent. Eighteen of these 19 
significant rise of antibody titer to ECH . 
tyqie 9, during their illness. If the rash can e 
as evidence of viremia, vit may indicate 1 
central nervous system is infected by way 
blood stream. The illness was benign an 
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occasionally acute enough to cause temporary anx¬ 
iety. Encephalitic signs were absent. S\Tnptomatic 
treatment only was given except for 1 patient, with 
one of the more-severe cases, who received chloram¬ 
phenicol. Recovery was rapid and complete. 

The Megalencephalic Phase of Infantile Amaurotic 
Familial Idiocy: Cephalometric and Pneumoen- 
cephalographic Studies: S. M. Aronson, A. Lewitan, 
A. i\I. Rahiner and others. A. M. A. Arch. Neurol. & 
Psychiat. 79:151-163 (Feb.) 1958 [Chicago]. 

While no specific therapeutic agents have been 
introduced to retard the ine.xorable progress of 
amaurotic familial idiocy (Tay-Sachs disease), ad¬ 
junct measures, such as antibiotics, have led in 
recent years to a protracted clinical course of this 
uniformly fatal infantile disorder. Thus, whereas 
medical textbooks of- a few decades past mentioned 
an average life span of somewhat less than 18 
months, the 50 children in the presently reported 
series survived to an average age of 28 months. 
The present report presents a segment of a compre¬ 
hensive study of 50 patients with infantile amaurotic 
familial idiocy and is specifically concerned noth 
serial cephalometric and pneumoencephalographic 
obser\'ations on 15 of tliese children. The findings 
were compared with the autopsy data of 20 cases of 
this series. In many of the children, the duration of 
life was significantly prolonged, culminating in 
massive megalencephaly, a feature not sufficiently 
acknowledged in the past. This was evident in a 
markedly increased head circumference as well as 
an increase in brain mass, visualized roentgeno- 
graphically and at autopsy. Morphologic studies 
helped to clarify the paradox of an enormous in¬ 
crease in brain weights in the presence of progres¬ 
sive neuronal degeneration. It was observed that 
the late megalencephaly was the result of a re¬ 
active glial overcompensation and hj'pcrplasia. 

GYNECOLOGY & OBSTETRICS 

The Outlook for Future Pregnancies in Women 
Immunized to Rh. E. L. Potter. Am. J. Obst. & 
G\mec. 75:348-356 (Feb.) 1958 [St. Louis]. 

The outlook for a successful pregnancy in a 
woman immunized to Rh is never hopeless, and 
the outcome of a subsequent pregnancy can never 
be predicted with certainty. An analysis of the his¬ 
tories of 241 women delivered of 302 infants at the 
Chicago Lying-in Hospital after they became im¬ 
munized shows tliat tiie outcome of any given 
pregnancy is related to the outcome of the preg¬ 
nancy immediately preceding it. After the birth of 
a surwnng erytlrroblastotic infant, the next child 
sumved approximately 50% of the time. After the 
birth of a child who died, the next child survived 
207 o of the time. After a stillbirth, the surHval was 


only 10%. With the current improvement in treat¬ 
ment, a somewhat larger percentage of infants 
should survive in the future. 

Women who have had stillborn erythroblastotic 
infants have had more total pregnancies after im¬ 
munization than those whose erytlrroblastotic in¬ 
fants were bom alive; before immunization they 
had about the same number. Those who had a 
surviving erythroblastotic infant born at the Chi¬ 
cago Lying-in Hospital had an average of 1.9 preg¬ 
nancies before immunization and 1.8 subsequently. 
Those with an infant who died had an average of 
1.8 pregnancies before immunization and 2.3 after 
immunization. Those wth a stillborn infant had 2.1 
pregnancies before immunization and 2.6 subse¬ 
quently. The first group averaged 2.7 total survirang 
infants, 1.0 not surviving; the second group aver¬ 
aged 1.6 surviving infants, 2.5 not surruring; the 
third group averaged 1.7 surviving infants, 3.0 not 
surviving. The variabilit)’ in the outcome of preg¬ 
nancy in which immunization is present must be 
taken into account in the attempt to evaluate any 
method of prevention or treatment of erythroblas¬ 
tosis. 

Uterine Synechias: Clinical Observations on 20 
Cases. P. Sirbu, A. Coman and E. Ve.xler. Gynec. 
et obst. 56:521-528 (No. 5) 1957 (In French) [Paris]. 

Tlie 20 patients with intrauterine adliesions, 
which the authors refer to as uterine sjmechias, were 
observ’ed in the consulting service for sterilitj' at a 
gynecologic and obstetric center in Bucharest from 
1954 to 1956. Fifteen of these women complained 
of sterility and 5 of recurrent abortions. The pa¬ 
tients with uterine synechias accounted for 3.75% 
of all the cases of sterility observed during the 
period in question. Fourteen of the 20 patients had 
5)716011135 of variable extension in the corpus uteri, 
some being total and others partial, and they were 
located eitlier in the center or laterally in the uterine 
cavity. Two patients had isolated cervficoisthmic 
synechias, and in 4 patients cervicoisthmic svmechias 
were associated with svaiechias in the corpus uteri. 
These intrauterine adhesions seem to develop mostly 
from curettage used after abortion or deliver)'. This 
seems to indicate that, in addition to trauma and 
infection, the puerperal state of the uterus plai's 
an important role in their etiology. 

The uterine synechias are an important factor not 
only in sterilit)' and habitual abortion but also in 
menstrual disturbances, such as h)'pomenorrhea, 
oligomenorrhea, and amenorrhea. The diagnosis 
can be made with tlie aid of the history, hyster- 
ometr)', and hysterosalpingography. Roentgenologic 
examination is indispensable, instrumental exam¬ 
ination alone being insufficient. The temperature 
curve and vaginal smears are important tests for 
the study of ovarian function in patients with uterine 
s\-nechias. Biopsy of the endometrium reveals dis- 
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turbances in the susceptibility of the uterine mucous 
membrane. In addition to pictures of uniform endo¬ 
metrial hypoplasia, these patients frequently show 
endometrial zones in the almost normal esti'ogeno- 
progesterogenic phase next to hypoplastic endo¬ 
metrial regions with insufficient development of the 
vascular system. With regard to the treatment of 
these intrauterine adhesions, the authors are of the 
opinion that only the total synechias which have ex¬ 
isted for several years are benefited by immediate 
surgical intervention. In the presence of more recent 
and less extensive intrauterine adhesions, they try 
minor vaginal interventions before a major opera¬ 
tion by the abdominal route. With this tlierapeutic 
apjjroacb, tbej^ have obtained lasting improvement 
in the menstrual function in 13 of 20 patients. Three 
of these patients subsequently were able to carry 
pregnancies to term and had normal infants. 

Severe Exacerbation of Cancer of the Breast After 
Oophorectomy and Adrenalectomy: Report of Four 
Cases. R. E. Wilson, A. G. Jessiman and F. D. 
Moore. New England J. Med. 258:312-317 (Feb. 13) 
1958 [Boston]. 

Four women, aged 62, 45, 44, and 49 years, re¬ 
spectively, witli cancer of the breast, underwent 
radical mastectomj'. Only 1 of the 4 patients had 
passed through her menopause; tlie other 3 were 
premenopausal at the time of the operation. A,xil- 
lary lymph nodes were free of tumor in 3 patients. 
Ten Ijm-iph nodes were involved in 1 patient who 
received postoperative x-ray therapy to the axillary, 
supraclavicular, and mediastinal areas. Extensive 
osteolytic lesions involving the pelvis,. spine, and 
long bones occurred in all 4 patients within 9 
months to 7 years after the surgical intervention, 
and bilateral ovariectomy was performed. 

The 62-year-old patient was in a state of rela¬ 
tively stable balance behveen her tumor and its 
endocrinological environment. The small quantities 
of postmenopausal esti’ogens being produced by 
the ovaries and adrenal glands may have been hold¬ 
ing pituitary activity in abeyance. Bilateral ovariec¬ 
tomy performed in this stable state was followed 
by marked worsening of the disease. Ovariectomy 
may have remo\'’ed the small quantity of estrogen 
present, and a postoperative, relatively small rise 
in the level of urinary esti-ogens measured after 
acid zinc hydrolysis may have probably been at¬ 
tributable to increased adrenal estrogen output. It 
may be postulated that the rise in the urinary 
estrogen level was sufficient to dnVe the tumor into 
a state of activity. Hypophysectomy xvas performed, 
and it produced a clear but temporary stop in the 
progress of the disease; this could be explained 
either as a result of reduced stimulation of the 
adrenal gland and, therefore, a diminished estrogen 
output or by diminished stimulation of the tumor 
by pituitary factoxs. 


Findings were similar in the 45-year-old patient 
m whom a clear and sudden worsening of tlie 
disease took place after the ovariectomy. With bone 
metastases appearing right after the patient had 
passed through a normal menopause, it was pos¬ 
sible that her ovarian estrogen production, although 
low, was serving more to suppress adrenal estrogen 
production or pituitary activity than it was to stim¬ 
ulate her tumor. In the 44-year-old patient ovariec¬ 
tomy was followed by excellent subjective and 
objective improvement for 9 months, suggesting 
' the presence of an estrogen-stimulated tumor. When 
symptoms began to worsen, a bilateral adrenalec¬ 
tomy was performed. This, however, accelerated 
the tumor growth, and the administration of corfr 
sone failed to stop it. The e.vplanation for this 
acceleration may be that cortisone was being con- 
vei ted to estrogen. The finding of raised urinary 
excretion of estrogens -in this patient indicated 
that biologically significant quantities of estrogenic 
compounds either were being secreted or were 
being converted from other steroids. The factor of 
possible adrenal remainders as a source of estrogen 
secretion was ruled out by their absence at autopsy, 
Complex observations of urinary calcium excretion 
in this patient suggested that changes in the unin¬ 
volved skeleton, or the balance between bone de¬ 
struction and osteoblastic metastases, may mask the 
underlying progression of the process. 

While the tumors in these 3 patients were quite 
definitely estrogen-stimulated, the 4th patient (the 
49-year-oId woman) may have had a true direct 
pituitary stimulation. It was believed that ovariec¬ 
tomy had made this patient’s disease progress 
rapidly' by releasing the pituitary gland horn 
estrogen inhibition. In an attempt to stop the tumor 
growtli, massive doses of cortisone were given, 
and then hypophysectomy' was performed; how¬ 
ever, the urinary' calcium excretion continued to 
rise to levels as high as 1,030 mg. per day, and the 
patient died within 1 month after tlie hypophy 
sectomy. The probability' that the acceleratei 
growth of metastatic breast cancer in these 4 pa' 
tients has been due to the release of pituitary actii 
ity, previously' held in check by estrogens, has been 
considered. Women in the menopausal period are 
most vulnerable to exacerbations of their disease as 
a result of ovariectomy' or adrenalectomy. 


Current Aspects of Cesarean Section and 
Mortality. J. E. Hall, S. G. Kohl and H. R. c me 
Am. J. Obst. & Gynec. 75:387-395 (Feb.) m 
Louis]. 

The data for tliis study were 
hospitals, most of which are affiliated wit 
schools. These data were gathered under im 
specified conditions and constitute a 
ciently large and recent to yield 
tion. There was a total of 85,556 single 
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' of which .3,816 were by cesarean section, an inci- 
’ dence of 4.46%. There were 1,597 secondar>" and 

■ 2,219 .primary operations. The gross perinatal mor- 

- tality in the primary group was 9%; it was 2.9% in 

■ the repeat group. Eliminating deaths prior to labor, 
7 these figures are corrected to 6.3 and 2.5% respec¬ 
tively. Tlie perinatal mortality in mature infants, 

' corrected by eliminating deaths prior to labor, was 
2.5% in the primarj' group and 0.9% in the repeat 
■'cesarean sections. The tj^ie of anesthesia is not an 
■' important factor in the cause of perinatal mortality'. 
' ■ In the uncomplicated elective repeat cesarean sec- 
tion, the perinatal loss was not affected by per¬ 
formance of the section prior to rather than at 
the onset of labor. 

*■. Although there has been a broadening of tlie in- 

• dicab'ons for cesarean section in recent years, the 
, incidence has not changed appreciably. The inci- 

dence at any particular institution must be appraised 

• separately for primary and repeat cesarean sections, 
for it may well be higher in an institution com- 

- tmitted to the pohcy of “once a cesarean, always a 

- cesarean.” This method of delivery does not guar¬ 
antee a normal live baby. There is a considerable 

. perinatal loss, often due to the complication tliat 
,.. is the indication for the cesarean section. However, 
.. there is at least a 1% perinatal loss in the uncom- 
. .plicated elective repeat section. This raises the 
, question whethef there would be more selection of 
. previous cesarean patients for elective vaginal de- 
, liver)'.. It is almost impossible to foretell which 
cesarean scars will rupture, and if rupture does 
occur, there is a 10% perinatal loss. This high per¬ 
inatal mortality seems to point to the advisabilit)' of 
J preventing the catastrophe of rupture of the uterus 
yby performing routine repeat cesarean sections. 
However, it was found that all the perinatal loss 

■ occurred in tlie 36th to 37th week of gestation, 
• which is much earlier than most workers would 

do an elective routine repeat cesarean section. This 

- aspect of cesarean section should receive more study. 
' Rupture of a previous cesarean section scar may 

- - follow either classic or low-flap types, however, the 
: rupture of a previous classic scar is much more 

serious for the life of the fetus, since all the 
perinatal loss in this series was in such cases. Each 
case must be individualized to detennine which 

- •' rnethod of dehvery is most likely to assure a live 
•- baby and an undamaged mother. 

: PEDIATRICS 

Observations on Tuberculosis Caused by Intra¬ 
muscular Inoculation in Children. H. Habel. Ztschr. 
.■Tuberk. 110:156-162 (No. 3 & 4) 1957 (In German) 
, [Leipzig]. 

-The author observed 9 children, ranging in age 
,*,‘from 3 months to 8 years, who contracted tuber- 
jy culosis apparently as a result of intramuscular in¬ 


jections of virulent tubercle bacilli. These children 
had received injections, mostly of penicillin, with 
the same syringe, although the cannula presumably 
had been changed. All the children had been hos¬ 
pitalized during the same period of 4 months, in 
the same department, in the same hospital, so that 
there was an uninterrupted chain of contacts. 
Tuberculous abscesses developed in the gluteus 
and quadriceps femoris muscles, and the regional 
lymph nodes in the inguinal region likewise be¬ 
came abscessed in most cases. The primary' tuber¬ 
culous complex that had developed in this manner 
became disseminated in 1 patient in the form of 
a miliary tuberculosis in the lungs, in another pa¬ 
tient in the form of a Ij'mphadenitis of the cervical 
Ij'mph nodes, and in still another as an extensive 
gravitation abscess in the small pelw. Tubercle 
bacilli could be demonstrated in the pus of the 
abscess in 7 children; in 1 of these the bacilli were 
identified as the human tyqje by 2 diEerent labora¬ 
tories. In another child histological studies demon¬ 
strated tuberculous granulation tissue, and in the 
last child the diagnosis was based on the results 
of treatment, on the history', and on the clinical 
picture. 

One of the children had been treated wth BCG 
vaccine shortly after birth. In this child a primary 
focus developed 3 months after the inoculation 
of tubercle bacilli, which was removed by extirpa¬ 
tion. No involvement of the lymph nodes devel¬ 
oped, either because of the BCG vaccination or 
because the tuberculous focus had been extirpated. 
Dystrophy and a greatly impaired general condition 
were particularly noticeable in the y'oung children • 
of this group. Treatment consisted in the admin¬ 
istration of isom'azid and the local instillation of 
streptomycin. Healing of the abscess ^\'ith cicatriza¬ 
tion required from 4 to 6 weeks, but in the patient 
with gravitation abscess 9 months were required. 
Complete phy'sical recovery required several 
months in practically aU the patients. It is em¬ 
phasized that for intramuscular or subcutaneous 
injections it is never permissible to use the same 
sy'iinge in several patients wthout sterilization, be¬ 
cause even if the cannula is changed, ery'throcytes 
as weU as pathogenic organisms may become 
lodged in the neck of the syringe and tlius are 
passed on to the next patient. 

The Rising Incidence of Scur\'y in Infants: A Chal¬ 
lenge to the Physician and the Commum'ty. W. S. 
Mflielen, D. Fraser, E. C. Robertson and H. Tom- 
czak. Canad. M. A. J. 78:177-181 (Feb. 1) 1958 
[Toronto]. 

A decided rise in the incidence of infantile 
scurvy' has been noted in the Toronto area and in 
Winnipeg. The authors summarize the clinical 
findings, feeding histories, and errors in diagnosis 
associated wth the treatment of 79 patients on 
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the wards of the Hospital for Sick CJHidren, To¬ 
ronto, during the 5-)^ear period 1951-1955. In re- 
viewdng the admissions for scurvy to this hospital 
during the past 26 years, it was observed tliat tlie 
average annual incidence was 7 cases until 1953; 
then in 1954 there were 46 cases and in 1955 there 
were 25. Nearly 90% of the 79 patients were be¬ 
tween 6 and 12 months of age. In a few the symp¬ 
toms had appeared a few da)'s before admission, 
but, on the average, they had been present for 
3 weeks and were increasing in se\'erity. Abnormal 
irritability was noticed, especially when the diaper 
was changed. More than half of the infants lay in 
the tj'pical “frog position,” which often suggested a 
diagnosis of paralysis. A hemorrhagic tendency 
was present in 50%. Although this most commonly 
occurred as hematomata around the teeth causing 
swollen blue gums, some infants had petechiae, 
hematuria, and other more serious hemorrhages. 
The majority of the patients were anemic, some 
severely so. Stepping of the costocliondral junctions 
(Barlows sign) was present in practically every 
patient. In only 1 case was clinically detectable 
rickets associated witli the scur\w. , 

In most of the cases, the diagnosis was readily 
made. In some, the diagnosis was not established 
until tlie clinical response to treatment had been 
obsen^ed. In a few, other diagnoses were origi¬ 
nally considered, such as poliomyelitis, neuritis, 
acute rheumatism, congenital dislocation of tlie hip, 
leukemia, anemia, spinal cord tumor, rickets, osteo¬ 
myelitis, and muscular dystrophy. Discussing the 
recent increase in infantile scurv')', the authors con¬ 
clude tliat, despite parental claims to the contrar)', 
an inadequate intake of vitamin C v'as, in every 
case, the cause of the scurvy. The present-day de¬ 
cline in die use of orange juice in infant feeding 
is tliought to be correlated with tlie recent rise in 
the incidence of scurv)'. The modem policy of 
recommending multiple ^dtamin preparations may 
be less reliable in the prevention of scurv'y tlian 
was the custom of including orange juice in the 
infant's diet. Experimental evidence is presented 
which disposes of tlie frequently expressed belief 
diat the antiscorbutic effect of orange juice is 
destroyed by boiling. Recommendations for the 
tlierapy of acute scurvy are presented, and an 
educational program is suggested to aid in tlie 
elimination of this readily preventable disease. 


DERMATOLOGY 

Cryptococcosis; Case with Unusual Skin Lesions 
and Favorable Response to Amphotericin B Ther¬ 
apy. R. G. Crounse and A. B. Lemer. A. M. A. 
Arch. Dermat. 77:210-215 (Feb.) 1958 [Chicago]. 

The patient was a 62-year-old man, who was seen 
in the dermatology outpatient clinic of the Grace- 
New Haven Community Hospital in July, 1956, 
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w^i the chief complaint of chronic skin 
Except for the skin, physical findings were noniia! 
Behind each ear there was a triangular ulceration 
approximately 5 sq. cm. in area, which had a clean 
punched-out border, a smooth granulating base 
and little surroundings inflammation. Similai 
lesions, although smaller, were noted over the right 
elbow and right pectoral region. On the foreheat 
and extending upward over the anterior part of ft; 
scalp, there was an irregularly outlined, nontendcr, 
infiltrated, shiny erythematous plaque, several cen 
timeters in diameter, Hiere were several circulai 
erythematous papules, noth rolled borders anc 
crusted depressed centers, on the face, neck, anc 
left arm. All lesions were essentially asTOptomatit 
except for a burning sensation associated with the 
postauricular ulcerations. Tissue sections for bi 
opsies taken from S different sites revealed an en¬ 
capsulated, yeast-like organism in the dermis anc 
the epidermis, Mycological studies, including direci 
wet preparations and cultures on Sabouraud’s me 
diums, showed a similar organism. Inoculab'or 
into white Swiss mice proved its pathogenicity. The 
use of special mediums, fermentation, and carbon- 
assimilation reactions confirmed the identificalio!i 
of Crxqatococcus neoformans. Urine and sputim 
cultures also were positive for the organism, but 
tests of blood and spinal fluid were negative. 

The patient was treated with a new antifungal 
agent. Amphotericin B. The initial oral administra¬ 
tion of tliis agent had no visible therapeutic effect 
on the sb'n lesions. Later when Amphotericin B 
was given in the form of intravenous infusions, the 
skin lesions improved, and urine and sputum be¬ 
came free of organisrns. However, when treatment 
was discontinued, relapses occurred. At the time 
of the uTiting of this paper, the patient bad no 
active lesions and was on maintenance therapy 
witl) Amphotericin B. 


Recent Developments in Surgical Skin Planing- 
S. Ayres III, J. Walter Wilson and R. Luikart H 
California Med. 88:127-132 (Feb.) 1958 
Francisco], 

The use of steel-wire brushes has been sirtualSj 
abandoned in surgical skin planing. Two 
abrading disks have proved to be r 

safest is a metallic disk, the periphery of w * 
covered Math securely embedded, sharp-po 
diamond or ruby chips. These jeweled ffaise 
capable of cutting to any reasonable y®? , 

only in an adequately frozen area. ess- 
disk witli a serrated cutting edge has atso 
found useful. The results of e-vperiments oe 
comparative effects of refrigerants on am 
human skin indicate that human fac^ 
tolerate considerable freezing with e > 
or dicblorotetrafluoroethan (Freon 1 ' , 
mixtures containing large proportions o 
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colder dichlorodifluoromethane (Freone 12) may be 
undesirable. Refreezing an area of the skin in order 
to perform a more adequate planing is not con- 
.sidered hazardous. The authors list clinical land¬ 
marks that indicate tlie depth of planing, that can 
sen-e as a guide to the operator, and that can be 
correlated with microscopic findings. Refreezing 
may be necessary at a depth below' 2 mm. 

In addition to acne pits and w'rinkling, multiple 
actinic (senile) keratoses are an important indica¬ 
tion for planing. Planing provides a nonscarring 
method for the tieatment of existing keratoses, as 
w’ell as a proirhylaxis against sldn cancer by re¬ 
placing the sun-damaged, precancerous epidermis 
with new' epidermal cells derived from the cutane¬ 
ous adnexa (pilosebaceous and sweat gland units), 
The regeneration of the skin after planing has 3 
components: epidemial, adnexal, and dermal. The 
cells of die epidermis and the adnex'a are equipo- 
tential. A know'ledge of the anatomy of the acne 
pit enables the operator to decide which pits can 
be benefited by planing and w'hich should be 
excised befoie planing. It is the practice of the 
authors to lemove, either by elliptical excision and 
suturing or by a punch, pits obviously too deep for 
safe remox'al by planing. This is done 3 or more 
weeks before planing, and any suture marks re¬ 
sulting can then be planed along w'ith the pits. 
Evidence is cited to show' that planing of the face 
is not absolutely contraindicated in a person with 
keloidal diathesis. One of the authois performed 
face planings on 3 patients w'ith pitted acne scars 
who had tx'pical keloids elsewhere on the body 
(presteinal area and arms). In each case a small 
test area w'as first planed on the face; then, no 
untow'ard reaction having occuned in 6 weeks, the 
full face was planed. All 3 patients had an entirely 
satisfactory course. 

UROLOGY 

An Analysis of Five Hundred Percutaneous Renal 
Biopsies. R. M. Kark, R. C. Muehreke, V. E. Poliak 
' and others. A. M. A. Arch. Int. Med. 101:439-451 
(Feb.) 1958 [Chicago]. 

' The authors report symptoms or complications 
’ which appeared during or after tlie securing of ma- 
> terial for 500 percutaneous renal biopsies. The e.x- 
, cisions w'ere performed on 368 patients with diffuse 
' renal disease who w’ere considered able to undergo 
■, the procedure w'ithout danger and in w'hom a clear 
' diagnosis had not been established previously. Defi- 
nite sj'mptoms or signs of complications were ob- 
served during or after the taking of 49 biopsy speci- 
j- mens (9.8%). There w’ere no deaths, and no patient 
■'■required an operation. Anuria w'as not obseiwed. 


The only serious complication was perirenal hema¬ 
toma, which was seen in 3 patients and which was 
treated conserx'atix'ely. Renal colic occurred in 14 
patients, and 3 had prolonged hematuria. These 2 
complications xvere readily controlled w'ith simple 
measures. Renal tissue xvas obtained in 465 (93%) 
of the 500 biopsies; the tissue xvas adequate for 
pathological diagnosis in 401 biopsies (80%). The 
usefulness of the procedure far outw'eighs the asso¬ 
ciated morbidit}', and one may now' consider tliat 
the percutaneous method of obtaining a renal 
biopsy specimen with the patient in the prone 
position is a practical method which can be gen¬ 
erally applied to the care of patients. Details of 
modifications in technique xvhich hax'e prox'ed use¬ 
ful are given. 

Exfoliative Cytology of Urinary Sediments: A Re¬ 
view of 2,829 Cases, N. C. Foot, G. N. Papanicolaou, 
N. D. Holmquist and J. F. Seybolt. Cancer 11:127- 
1.37 (Jan.-Feb.) 1958 [Philadelphia]. 

The efficacy of cytological examination of urinary 
sediments in the detection of carcinoma of the 
genitourinary tract was studied in 2,829 cases, 
which W'ere grouped according to the final clinical 
diagnoses under (1) bladder, ureters, and renal 
pelx'es, (2) kidney, and (3) prostate. The greatest 
accuracy of cytological reports w’as achieved for 
tumors of those structures that are lined xvith 
transitional epithelium (bladder, ureters, and renal 
pelves). In 212 cases, 61.7% were correctly inter¬ 
preted as positix'e on examination of the smears. 
A relatively low degree of accuracy w'as attained 
in the patients with renal tumors; 8.3% of the 
cancer-bearing patients furnished urinarj' speci¬ 
mens leading to correct positive reports. The high 
proportion of false-negative cj'tological reports is 
felt to be attributable in large measure to the fact 
that (1) parenchymal tumors of tlie kidney do not 
exfoliate into the urinarx' passages until late in tlie 
dex'elopment of the neoplasm and that (2) most of 
the specimens consisted of urine collected from the 
bladder. The autliors beliex'e that retrograde cath¬ 
eterization of tlie upper portions of the urinarx' tract 
xx'ould presumably hax’e yielded better results. 

Fifteen per cent of patients harboring carcinoma 
of the prostate xx’ere cx'tologically positive. This 
demonstrates that a sample of urine is not the speci¬ 
men of choice in detecting cancer of the prostate. 
Although only fexv specimens of fluid obtained by 
prostatic massage xvere submitted to the cj'tological 
laboratorx' in this series, it xx’ould appear from the 
results obtained by other inx'estigators that this 
xx’ould be a more appropriate tx'pe of specimen for 
study. False-positive reports xvere rendered in 1.2, 
1.0, and 1.0% of each of the 3 groups of cases 
respectively. Correct negative reports were issued 
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on 90,8, 92.5, and 89.37 d respectively. Confusion in 
C}'to}ogicaI interpretation was found to be caused 
in a few instances by such nonmahgnant conditions 
as renal calculus and chronic cystitis. The value of 
e.xamining repeated specimens cannot be disputed, 
but in 60% of the over-all cases, correct cytological 
interpretations were rendered on the £rst specimen 
submitted. In the group of vesical carcinomas alone, 
this percentage of initial positive reports was 77.5%. 

Incontinent Epispadias: Reconstruction of Bladder 
Sphincter by Musculofacial Slings (Report of 3 
Cases). M. Mukherji. Indian J. Surg. 19:393-400 
(Dec.) 1957 (In English) [Madras, India], 

The autlior reports on 3 Hindu boys, aged 13, 
10, and 16 years, respectively, with epispadias com¬ 
plicated with incontinence of urine. They were 
operated on by reconstruction of the sphincter of 
tlie bladder, Millin s sling operation for stress in¬ 
continence being used as a pattern. A transverse 
curved incision was made from one anterosu- 
perior iliac spine to the other, the center of the 
curve reaching an inch from the upper margin of 
the epispadias. A medium-sized catheter was intro¬ 
duced into the bladder and was fi,\'ed to the pre¬ 
puce. Two strips of fasciomuscular slings were 
prepared from the e.\'posed and cleaned aponeurotic 
layers of the abdominal wall and passed through 
the middle of the rectus abdominis muscle of the 
respective sides. A strong silk suture was intro¬ 
duced into the tip of each sling witli the aid of an 
aneurysm needle; the slings then were passed across 
tlie posterior aspect of the neck of the bladder to 
the opposite side. Then the fascial portions of the 
slings were encircled round the neck of die bladder 
and sutured onto diem respective bases, making a 
tight ring round the neck of the bladder. It is not 
advisable to dissect the neck of the bladder dior- 
oughly, because then the slings have a tendency 
to curl upwards onto the base of die bladder. It is 
best to make 2 holes across the posterior aspect of 
the neck of the bladder in between the adhesions 
of the neck with the anterior rectal wall. The op¬ 
eration was completed by suturing the margins of 
the gap in the aponeurotic layer of the abdominal 
wall. 

The urine was drained through the catheter for 
10 days, and the stiches were removed after 8 or 
10 days. The condol on the bladder neck devel¬ 
oped slowly and in gradually increasing capacity. 
In the course of 2 or 3 months the patients were 
able to hold the urine for hours. The operation for 
correction of the epispadias was performed about 1 
month after the reconstruction of die sphincter.- 
The patients were followed from 6 months to 
years after the operation, and all 3 obtained a com¬ 
plete cure. 


OPHTHALMOLOGY 


^aroomc juuuuKor luar- 

drase) m Glaucoma. A, Posner. Am I 
45:225-227 (Feb.) 1958 [Chicago], ^ 


Cardrase (6-ethoxybenzothiazoIe-2-suifonajnide) 

a new potent carbonic anhydrase inhiir, was 
given to 20 patients' with various types of giau. 
coma. Twelve patients had chronic open-angle 
glaucoma, 3 had chronic noncongestive angle-clo¬ 
sure glaucoma, 1 had secondary glaucoma caused 
by peripheral anterior synechias secondary to sur¬ 
gical intervention for angle-closure glaucoma, 2 had 
secondary glaucoma caused by essential atrophy 
of die iris and by posterior dislocation of the lens, 
respectively, 1 had a pigmentary’ glaucoma, and 

1 had congenital glaucoma in a microphthakic 
eye complicated by operation for cataract. Eight of 
the 20 patients had been treated previously with 
acetazolamide (Diamox), so tliat a comparison 
between the 2 drugs as to effectiveness could be 
made. The dosage of Cardrase varied from 31 mg. 
given 2 or 4 times a day through 62.5 mg. given 

2 or 4 times a day to 125 mg. given 2 times a day. 

In general, 1 tablet (125 mg.) of Cardrase ap¬ 
peared to be equivalent to 1 tablet (250 mg.) of 
acetazolamide. Cardrase was generally well toler¬ 
ated. Treatment widi Cardrase had to be discon¬ 
tinued in only 2 patients because of side-effects, 
especially nausea and weakness. Both patients had 
been unable to tolerate even minute doses of aceta¬ 
zolamide (62.5 mg.). Cardrase is effective in low¬ 
ering ocular tension in glaucoma; it proved to he 
bvrice as potent and equally as well tolerated as 
acetazolamide. Cardrase may be administered 
orally in dosages of 62.5 to 125 mg. 2 to 4 times 
daily. , 


Final Results of Extraction by Magnet of 193 Iiitra 
ocular Foreign Bodies. H. Sdienk and U. ^ 
Nemetz. Klin. Monatsbl. Auge'nh. 132:71-77 (No. 
1958 (In German) [Stuttgart, Germany]. 

If iron splinters are lodged in the anterior pi' 
tion of tire eye, removal by electromagnet gea 
erally presents no problem, but extraction of 
foreign bodies from the posterior portion of 
eyeball may prove difficult. Two techniques 
been in use for removal of foreign bodies from ^ 
posterior portion of the eymball, Hirschbergsn ^ 
uses tire small hand magnet and Haabs " * 
resorts to the giant magnet. Hirschberg, afte*' w 
ing a radial scleral incision, extracted the or c 
bodv from the vitreous with tire hand 
After Haab in 1892 had introduced the of . 
• giant magnet, the foreign body was ^ 
drawn by magnet into the anterior cham 
then was extracted by incision. 
which of these 2 methods is better a\ 
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divided. The case material of the first eye clinic 
of the University of Vienna provided an oppor¬ 
tunity to compare these 2 methods of e.vtraction. 
Before 1945 extraction of intraocular foreign bodies 
had generally been done svith the aid of the giant 
magnet by way of the anterior chamber of the eye. 
After 1945, however, the foreign body was gen¬ 
erally extracted by the diascleral route wth the 
aid of the hand magnet. Of a total of 193 intra¬ 
ocular foreign bodies, 88 were e.xtracted \vith the 
giant magnet and 105 by means of the diascleral 
route with the hand magnet. 

In smrveying the total number of cases, it was 
found that both methods of e.xtraction produce 
favorable results. However, as regards postoper¬ 
ative inflammation as well as the incidence of trau¬ 
matic cataracts, the method of e.xtraction through 
the anterior chamber seems to be less favorable 
than the diascleral e.xtraction. Although some ob- 
sers'ers reported a relatively higher incidence of 
retinal detachment after diascleral extracb'on w'th 
the magnet, the authors did not notice this. In 
their ex-perience, detachment of the retina xvas no 
more frequent after diascleral extraction than after 
extraction ■ by way of the anterior chamber. For 
this reason, the authors intend to give preference 
to the diascleral extraction in the removal of intra¬ 
ocular foreign bodies. They prefer extraction by 
way of the anterior chamber only in patients in 
whom the anterior portion of the eyeball has been 
severely injured, the lens has been penetrated, and 
the cih'ar>' body has probably been damaged, be¬ 
cause then the method may avoid further damage 
to the eye. 

OTOLARYNGOLOGY 

An Explanation of the Pathogenesis, Physiology, 
and Therapy of Meniere’s Disease. M. Murray and 
W. R. Stewart. A. M. A. Arch. Otolarjmg. 67:1^-196 
(Feb.) 1958 [Chicago]. 

Over a period of years the authors have sub¬ 
scribed to and utilized the concept of focal infec¬ 
tion in Meniere’s disease as advanced by earlier 
investigators. They give the follovung explanation: 
1. EndoUmiphatic hydrops is the result of changes in 
the water-holding capacity of the colloidal struc¬ 
tures due to toxins or organismic invasion, specific¬ 
ally infected foci. 2. Tlie infected foci predominate 
within the structures of and around the teeth and/or 
sinuses, but other areas of infection (tonsils, tongue, 
adenoids, gallbladder, etc.) may be causative in 
some cases. -3. Young’s xvork supports the focal in¬ 
fection theor}^ by presenting an anatomic framew'ork 
showing hanphatic pathways upon which orgam'sms 
and/or toxins could travel. 4. Routine sinus x-raj’s 
and diagno^ic irrigations often fail to show^ infec¬ 
tion when such is present. 5. Infected foci are not 
necessarily removed by routine teeth e.xtractions 
and/or Caldw'ell-Luc procedures. 6. Bite problems 


often introduce a variable associated with the tem- 
peromandibular joint, complicating the true sjanp- 
toms of Meniere’s disease and necessitating 
establishment of normal dental ocelusal planes. 
7. Removal of infected foci attacks the cause of 
labjTinthine hydrops and, as such, must be con¬ 
sidered superior to the s}mptomatic therapeutic 
approaches. 

Metastasis from Glomus Jugulare Tiunors: Discus¬ 
sion of Nomenclatm-e and Therapy. H. Rosenwasser, 
A. M. A. Arch. Otolarjmg. 67:197-2a3 (Feb.) 1958 
[Chicago], 

The author inquires into 3 of the imsolved prob¬ 
lems of glomus jugulare tumors. First, he inquires 
whedier these tumors are benign or whether they 
form metastases. He presents the histories of 2 
patients to show that these tumors metastasized 
to the thoracic spine and to the ribs. The incidence 
of metastasis from glomus jugulare tumors wdll be 
determined in the future, as the awareness of the 
possibility of metastasis stimulates the search for 
metastic foci. The second problem discussed is that 
of nomenclature. VTien the author and Otani first 
studied one of these tumors they used the term 
“carotid-body-like tumor” because of tlie strikingly 
identical morphologx' xvith known carotid-body 
hunors in the neck, but they w'ere aware that this 
is not an ideal term. They explain why tliey regard 
Winship’s term “glomus jugulare tumor” as a good 
one. They also comment on the following terms: 
nonchromaffin paraganglioma, chemodectoma, re- 
ceptoma (from chemoreceptor organ), glomerocy- 
tomas, and tjmpanic-body tumors. 

As regards the third problem, the tlierapy, die - 
author expresses the opinion that a rational therapy 
can be recommended if one attempts to classify die 
stages in w’hich one sees these tumors. Many ob- 
serx'ers have been impressed widi the relative ease 
in coping wdth these tumors when they are small 
and confined to the middle ear. Rational therapy in 
these instances would be elevation of the drum 
and complete ablation before the hearing is seri¬ 
ously impaired and before local invasion of the 
adjacent structures takes place. In the instances in 
which the tumor has eroded the hanpanic mem¬ 
brane and the mastoid bone, and secondary' infec¬ 
tion has taken place, often presenting the picture of 
middle-ear suppuration, a radical mastoidectomy 
is indicated. If it is possible to remox'e all the tumor, 
the audior witholds irradiation, but if it is doubtful 
that all the tumor is resectable, he follow's it with 
irradiation, preferably radioactive cobalt (CO®”) 
therapy. Late in the course of the disease, when 
there is obxuous extensive involvement of the mas¬ 
toid and tlie petrous bone and intracranial involve¬ 
ment, the patient’s, interests will be seiwed best bx- 
resorting to irradiation rather than to extensive 
mutilating surgery. 
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The Development of Stapes Surgery After Five 
Years; Mobilization-Fenestra Ovalis. S. Rosen. 
A. M. A. Arch. Otolarjmg. 67:129-141 (Feb.) 1958 
[Chicago]. 

The author describes and evaluates the 3 tech¬ 
niques he has developed for the improvement of 
hearing in deafness due to otosclerosis. The first 
method is the mobilization of the stapedial neck, 
the “indirect” method; the second is the direct 
mobilization of the' footplate of the stapes; and 
the third is the opening through the oval win¬ 
dow. The results of the fenestra ovalis technique 
are described in detail. A statistical analysis of 254 
alphabetically consecutive cases (surnames be¬ 
ginning with A to E), including all cases from the 
most to the least suitable, revealed tliat 77% of 
patients subjected to stapes surgery one or more 
times by any or all of the above techniques ob¬ 
tained significant improvement to various levels of 
hearing. 
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hyperfibremia. Sensitivity tests for antitetanic serum 
and penicillin yielded positive results. Antibioh' 
therapy, therefore, was discontinued. The padeDt’ 
temperature dropped to 57 C (98.6 F) within 24 
hours, the edema disappeared within several days 
and spontaneous recovery occurred. These observa! 
tions show that antitetanic serum therapy and peni¬ 
cillin therapy sometimes provoke manifestation o! 
an allergic type which may assume unusual and 
misleading aspects. 

Five Years of Research and Clinical Experience on 
Para-amiriosalicylic Acid Hydrazide. G. Orestano. 
Minerva med, 48;4091-4097 (Dec. 5) 1957 (In' 
Italian) [Turin, ItaJ}']. 

Experimental studies with p-aminosalicylic acid 
hydrazide were performed in vitro and in wvo (in 
guinea pigs) to evaluate its chemotherapeutic anti¬ 
tuberculous properties. The action of p-aminosali- 
cylic acid hydrazide in vitro on human strain of 


THERAPEUTICS 

Cerebral Cardiac and Pulmonary Accidents As¬ 
cribed to the Combined Action of Serum Ther¬ 
apy and Penicillin. J. Turiaf, P. Marland, J. Tabart 
and F. Dureau. Semaine hop. Paris. 34:277-279 
(Jan. 28) 195S (In Frencli) [Paris]. 

A 57-year-oId woman was admitted to the hos¬ 
pital for an infective wound of the left leg sustained 
in an accident 8 days before. She was treated with 
an injection of 3,000 units of antitetanic serum 
and daily received an intramuscular injection of 1 
million units of penicillin combined with 1 Gm. of 
streptomycin. The total dose of penicillin admin¬ 
istered exceeded 10 million units. There was rapid 
clearing of the wound, and cicatrization started, but 
7 days after the institution of the treatment the 
patient’s temperature rose to 39 G (102.2 F), and it 
varied between 38 and 39 C (100.4 and 102.2 F) for 
6 daj^s. Myalgia and arthralgia were present. The 
patient was almost comatose, with disorientation 
and loss of memory. In the lower extremities there 
was a white, soft, painless edema. Headaclie, 
meningeal signs, and neurological foci were absent. 
There was no loss of pupillary reflexes. The ocular 
fundus was free from edema and other changes. 
A chest roentgenogram showed a vaguely rounded 
opacity in the lower lobe of the left lung near the 
apex of the heart, but this pulmonary infiltration 
was clinically silent, without pleural effusion in the 
adjacent area. Arterial hypotension and a disturb¬ 
ance of conduction, as shown by the electrocardio¬ 
gram, with an isolated prolongation of the P-R in¬ 
terval to 0.24 second, revealed that die heart was 
affected. There was microscopic hematuria. The 
blood count revealed a hyperleukocytosis without 
associated eosinophilia. There was total hyper- 
globulinemia with hypergammaglobulinemia and 


Mycobacterium tuberculosis showed a pronounced 
growth-inhibiting property. P-aminosalicylic acid 
hydrazide and isonicotinic acid hydrazide were 
given to 2 equal groups of 5 rabbits; each drug was 
given separately in an equal daily dosage of 25 lUg. 
per kilogram during the first 50 days and of M 
mg. per kilogram each day afterxvards. The form"' 
drug produced a markedly lower degree of toxid 
than the latter. All animals of the group which ( 
ceived isonicotinic acid hydrazide died within- 
experimental days; at autopsy degenerative lesit 
in the liver and kicbeys were found. Of the gr^ 
which received p-aminosalicylic acid hydrazu 
only 1 animal died on or before the 68th ds 
whereas the others survived with symptoms of avil 


minosis. 

The antituberculous effect of p-aminosalicy 
acid hydrazide was observed in 5 groups of 
guinea pigs, which were^ artificially infected wi 
Mycobacterium tuberculosis. Twenty days later i 
oral or subcutaneous treatment with p-aminosa 
cylic acid hydrazide was given to all groups but 
which was kept for control purposes. The drug " 
administered in daily doses of 2.5 to 10 mg- [ 
varying periods up to 120 days. The guinea pt 
of dre control group died within 40 days, the au 
age mortality period being 17 days. At autopsy > 
fuse tuberculous lesions were found. Of 60 intec j 
and treated guinea pigs, 6 died as a result o 
free course of the infection, whereas in tire tern 
ing groups couple by couple xvere 
purpose of autopsy examination on the oOtU, 
70th, 80th, and 90th days and the last 5 atum 
on the 14Qth experimental day. Treated and 
animals showed a lesser extent of the tubercu 
lesions than did those which died as a resui o 
free course of the infection. The lesions in 
mals of the latter group were similar to t os ^ 
the guinea pigs in the control group. The op 
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of tlie author is that /j-aminosalicylic acid hj'drazide 
is particularly efficacious for treatment- of die 
chronic t)'pes of tuberculosis which are resistant to 
treatment wuth streptomycin, aminosalicylic acid, 
or isoniazid. P-aminosalicylic acid hj'drazide can be 
intermittently administered for extended periods of 
time because of its low degree of toxicity. 

A New Salt of Nonprocaine Penicillin for Pro¬ 
longed Action. G. Orestano. Minerv'a med. 48:4107- 
4110 (Dec. 5) 1957 (In Italian) [Turin, Italy]. 

A new salt of nonprocaine penicillin of prolonged 
action, whose chemical name is 2,5-diphenylpiper- 
azine bis-benz\'lpenicillin G, was studied with ref¬ 
erence to the duration of the concentration in 
blood'and its clinical effects in 2 groups of persons. 
A single, intramuscular^ administered dose of 2,5- 
diphenylpiperazine bis-benzylpenicillin G amount¬ 
ing to 500,000 units was given to 14 persons; the 
same amount of procaine penicillin G was admin¬ 
istered to 8 persons. Neidier group had ever before 
received penicillin tlierapy. Serum specimens were 
obtained 2, 3, 12, 24, 32, 48, 72, and 96 hours after 
the administration of these 2 drugs. The 2,5-di- 
phenylpiperazine bis-benzylpenicillin G proved to 
be a drug of prolonged action. This has been dem¬ 
onstrated by its concentration in blood of over 
0.03 unit per cubic centimeter for a period of 48 
iOr more hours after the administration of a single 
1 lose; the level persisted for 72 hours in 4 patients 
}\nd for 96 hours in 2. A concentration of procaine 
penicillin G in aqueous solution of over 0.05 unit 
per cubic centimeter never persisted 48 hours after 
its administration; this level was maintained for 
only 32 hours in 4 patients and for 24 hours in 4. 

Clinical effects of 2,5-diphenylpiperazine bis- 
benzylpenicillin G were studied in 45 patients who 
had an infectious disease or in whom the therapeutic 
effect of penicillin was already known. They re¬ 
ceived the drug in a single intramuscular daily dose 
of 500,000 units for a period of between 2 and 16 
days. The patients tolerated the drug well. Two 
patients, in whom previous administration of 
procaine penicillin G produced unfavorable side- 
effects, had no complaint about 2,5-diphenylpiper¬ 
azine bis-benzylpenicillin G. This new salt of non¬ 
procaine penicillin has thus proved to have a more 
extended action and to be better tolerated by the 
patients than procaine penicillin G. 

Allergic Accidents Caused by Corticotropin 
(ACTH). J. Charpin and A. Zafiropoulo. Semaine 
hop. Paris. 34:274-276 (Jan. 28) 1958 (In French) 
[Paris]. 

The authors report on 11 patients, between tlie 
ages of 27 and 67 years, in whom allergic reactions 
to corticotropin (ACTH) were obserx'ed. Eight of 
the 11 patients were treated uuth corticotropin for 
asthma, 2 were treated for chronic bronchorrhea 


associated m'tli dyspnea, and 1 was treated for late 
asthma in the form of spasmodic tracheitis. Tlie 
allergic reactions to corticotropin consisted of severe 
urticaria or generalized pruritus, with reddening 
of the skin of the tliorax and of the face in 10 
patients. The urticaria w'as associated with 
Quincke’s edema in 1 patient and with generah'zed 
malaise in 3 patients. Status asthmaticus resulted 
from the treatment with corticotropin in 4 patients. 
The onset of the allergic reaction to the horrnone 
varied with the individual patient; in 2 patients 
urticaria already occurred after the 1st injection, and 
in another it occurred only after die 9th injection. 

The occurrence of an allergic reaction to a 
corticotropin preparation of pork origin, adsorbed 
on zinc hydro.xide, in 9 of the 11 patients is not 
significant except for the fact that tliis tsTie of 
preparation was used most frequently by the 
authors. Allergic reactions to preparations of cor¬ 
ticotropin without delayed absorption also occurred 
and w’ere even more severe. There likewise occurred 
allergic reactions to corticotropin preparations of 
mutton and beef origin as w'ell as to diose of pork 
origin. Tests performed with gonadotropic prepara¬ 
tions and with a commercial Axtract of the posterior 
pituitarj’ lobe gave positive results as did those 
performed with somatotropic hormone prepara¬ 
tions (corticotropin of mutton and beef origin). 
These findings suggest that the patients were al¬ 
lergic to a protein that was present in all the pitui- 
tar}' extracts, whatever their functional specializa¬ 
tion was. The nature of the vehicle used for delayed 
absorption did not play a part. The undesirable 
side-effects are not too severe if they are recognized 
in time and if administration of the hormone is dis¬ 
continued. The latter seems advisable in the course 
of prolonged treatment with corticotropin as soon 
as the patient appears to be allergic to it. 

Allergic Edemas in Isoniazid Therapy of Pulmonary 
Tuberculosis. G. Buchivald. Ztschr. Tuberk. 110: 
152-155 (No. 3 6c 4) 1957 (In German) [Leipzig]. 

A 56-year-old man, in w’hom tuberculosis was 
diagnosed in 1952, had been treated with isoniazid 
from November, 1952, to October, 1953. He re¬ 
turned to the sanatorium in the summer of 1956, 
because his tuberculosis had become reactivated. 
Treatment with isoniazid was resumed, and after 
about 24 Gm. of the drug had been administered in 
2 months, tlie patient awnke one morning wltli 
edematous swelling of the right eye. The upper and 
low'er lids w’ere soft and cushion-like; the skin w-as 
tense and glistening. Active opening of the palp¬ 
ebral fissure W’as impossible. The condition was 
diagnosed as an allergic edema. It subsided in 2 
or 3 days. IVhen several days later the patient 
W’as given an intramuscular injection of irgapjTine 
(a combination of phenylbutazone and aminopi'- 
rine), an edematous swelling, the size of a hand. 
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developed below the site of injection; it resembled 
the earlier circiimocular swelling. Pressure caused 
pitting of the edema. Later the swelling extended 
downward. After it had spread over the entire 
gluteal region and from the thigh down to the knee, 
it subsided in 2 or 3 days after antihistaminics and 
an antiallergic ointment had been used. 

It was assumed that the injection of irgapyrine 
produced this allergic reaction. Several days later 
the .ocular symptoms recurred in a more severe 
form, but this time the left eye. rather than the 
right eye was involved. Regression required more 
time. It was now suspected that the edematous 
attacks were connected \\'ith the isoniazid therapy, 
and the patient was questioned about earlier at¬ 
tacks of this type. He admitted that in 1953, shortly 
before the isoniazid therapy was discontinued, he 
had had a swollen eye. Since the edematous attacks 
so far in 1956 had not been particularly annoying, 
it was considered unnecessary to interrupt the 
medication. Several days later, however, the eye 
symirtoms recurred in a more severe form, the 
edema being not only much more e.xtensive (fore¬ 
head, temple, and cheek) but also painful, and the 
patient’s general condition was impaired by malaise 
and lack of appetite. It was now decided to dis¬ 
continue the isoniazid therapy for fear that edema 
of the glottis might occur. In this connection it is 
pointed out that other investigators observed 3 
patients in whom edema of the glottis developed 
suddenly during treatment with isoniazid. Although 
tracheotomy was performed in all 3, only 1 survived. 


PHYSIOLOGY 

The Functional Capacity of the Kidney Denervated 
by Autotransplantation in the Dog. N. S. Bricker, 
R. A. StrafFon, E. P. Mahoney and J. P. Merrill. 
J. Clin. Invest. 37:185-193 (Feb.) 1958 [New York]. 

Separate but simultaneous studies were per¬ 
formed on the 2 kidneys of 6 dogs Avith permanent 
hemibladders, having 1 kidney autotransplanted 
into the iliac fossa and the opposite kidney intact. 
This experimental method has several advantages; 
1. Construction of 2 separate urinary bladders 
provides the opportunity to study the functions of 
both kidneys in a single animal simultaneously 
and serially. 2. Autotransplantation of 1 kidney 
only permits comparison of the data of the trans¬ 
planted organ with its own preti-ansplantation val¬ 
ues and with the concurrent responses of the intact 
organ. 3. The removal of a kidney from the body 
of the host during the transplantation procedure 
results in the severing of all renal nerves without 
interrupting nerves to extrarenal splanchnic struc¬ 
tures. The studies presented were undertaken to 
define further the functional capabilities of the 
transplanted kidney and to examine the relation¬ 
ship between renal nerves and sodium excretion. 


Serial studies were also performed on 2 dogs in 
which unilateral denervation was accomplished bv 
a conventional procedure. 

The autotransplanted kidney in the dog demon 
strated np persistent defect in any of the functional 
parameters examined. Complete denervation occur- 
ling during the transjrlantation procedure did not 
result in any consistent abnormalit}' in the tubular 
transport of sodium chloride. The responses of the 
conventionally denervated kidneys did not differ in 
any major respect from the autotransplanted kid¬ 
neys. Conventional denervation, as employed in 
numerous previous studies, therefore, appears to 
be a satisfactory means of depriving the kidney of 
its nerve supply. The possibility of nen'e regenera¬ 
tion in the ti-ansplanted kidney has not yet been 
definitively studied. However, no consistent .differ¬ 
ences were noted between the long-term studies 
and those performed within 3 weeks of transplan¬ 
tation. 


The Problem of Transfer of Thyroid Hormone 
Through the Plaeenta, M. Berger and S. Nelken. 
Presse med. 66:62-63 (Jan. 15) 1958 (In French) 
[Paris]. 


The authors review the question of transmission 
of tlie thyroid hormone through the placenta, point¬ 
ing out that previous studies on this problem have 
been few. They consider it inadvisable to investi¬ 
gate this question with iodides that have been 
tagged with radioactive substances, because it has 
not been proved that diese substances might not 
be harmful to the fetus. They obtained consistent 
results by giving to the mother at the onset of 
labor an intravenous injection of.tliyroxin or by 
administering potassium iodide by mouth in a sirup 
vehicle. At bii'th they compared the protein-bound 
iodine cpntent in tire mother’s blood with that in 
the infant’s blood. In doing tliis, they obtained the 
following results: 1. The protein-bound iodine con¬ 
tent of the blood of pregnant women is higher than 
that of nonpregnant women; this content is high^^' 
in the blood of the umbilical cord of the feta? 
than in die blood of the healthy adult. 2. Th}T 0 Vin 
does not pass the placental barrier, or, if it does so, 
it is a slow process; a gradient or a difference always 
persists between the thyroxin level in the mot er 
and that in the fetus; 3. Iodine and iodides easi} 
pass through the placental barrier. 


inear Deceleration Studies and Human 
. Latham. Clin, Sc, 17:121-135 (Feb.) IM pir 
on]. ^ 

Twenty-two deceleration runs were 
a 4 persons from the Royal Air Force 
p Aviation Medicine, whose weights range 
50 to 175 lb. (68 to 79.4 kg.) and who wore su 
ard Royal Air Force flying clothing. iuo> 
laced in a rocket-propelled trolley carr)'ing 
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■ seat and equipment in the forward-facing position. 
Four t)pes of harness providing restraint of the 
torso, but not of the e.\'tremities with the person 

, strapped into the seat, were tested; the conventional 
" harness comprised shoulder and lap straps only, and 

• the combined harness comprised shoulder straps, 

- lap belts, and crutch loops with either a 4-;point 

■ or a 3 -point attachment. The trolley was decelerated 
: by a hydraulic ram at the end of the track. In addi- 

tion to an accelerometer mounted rigidly on the 
^ trolley structure, a further accelerometer was at- 
tached to the person tested in the upper sacral 
. region by means of a leather belt. The acceleration 
.'has been stated in terms of multiples of the force 
of grawty at the earth’s surface, and thus a decelera¬ 
tion of 981 cm. per second per second has been re¬ 
ferred to as 1 g. Additional channels were used for 
the recording of electrocardiograms, muscle-action 
' ' potentials, and intra-abdominal pressures. 

The limits of physiological tolerance to linear de¬ 
celerations lasting 0.2 to 0.4 second were assessed, 
and results showed that a combined harness alone, 

* which is proposed for use in service aircraft, should 
give protection up to 17 g, but above this figure 
serious injurj' is likely. The differences observed by 
joining the 2 shoulder straps to a common attach- 

. - ment, making a 3-point harness, were not signifi- 
cant. If additional leg restraint is employed, it is 
considered that the safe limit may be raised to at 
.'.least 20 g. Above this figure, arm, leg, and head 
restraint and a jerkin harness should give protection 
, .up to 25 g. Attendon is drawn to the possible 
7 ,mechanism of injury.to the face, larjui-v, and chest. 
7 'Peak intra-abdominal pressures of 450 mm. Hg at 
'7 10.8 g were recorded in 1 of the 4 persons tested. 

■ the persons tested were relaxed before the 
-7 impact, a protective e.xtensor response in the lower 
7 e.xtremities, tending to brace the person against 
■ the rudder pedals, was not detected less than 100 

milliseconds after the impact. 

The Role of Gastric and Duodenal Interoceptors in 
^ Blood Amylase Changes. G. F. Milyushkevich. 
'•;Bull. Exper. Biol. & Med. (Translation from the 
7-'Russian) 42:991-995 (Dec.) 1956 [New York]. 

The author carried out experiments on dogs in 
7 . an attempt to elucidate the role played by the 
interoceptors of the gastrointestinal tract in tlie re- 
' flex changes of blood amylase after the intake of 
food and to establish the possible sources from 
which amylase could enter the blood stream. Dogs 
7 ''n\ith gastric and duodenal fistulas and externalized 
pancreatic duct (according to Pavlov’s technique) 
and, dogs witlr intestinal fistidas (according to 
f'-'Thiry’s technique) were used. Stimulation of the 
■f 'mechanoreceptors was affected by inflation of a 
rubber balloon in tlie stomach up to 30 and 60 mm. 
Hg, the air content in the balloon being 250 and 
7: 500 cc., and in the duodenum up to 30 mm. Hg, 


the air content in the balloon being 100 and 250 
cc. Stimulation of the chemoreceptors was carried 
out by the introduction of 100 and 200 cc. of 0.25 
and 0.5% solution of hydrochloric acid and 50 cc. 
of fat into the stomach and 50 cc. of fat into the 
duodenum'. 

Stimulation of the gastric and duodenal mechan- 
oreceptors for 30 minutes wdth the aid of the bal¬ 
loon led to increased blood amylase activitj' 15 to 
45 minutes after cessation of the stimulation. 
Analogous results were obtained by the introduc¬ 
tion of hydrochloric acid and fat into the stomach 
and of fat into the duodenum. An increase in the 
blood amylase activity after stimulation of gastric 
and duodenal mechanoreceptors and chemore¬ 
ceptors occurred at exactly the intervals which 
usually correspond to the complex reflex phase of 
secretion of pancreatic juice. Previous studies bj^ 
the author had shown that the greatest increase in 
blood amylase activity in dog and man was ob¬ 
served after the intake of food which consisted 
predominantly of fat. The present findings suggest 
that a neuroreflex mechanism is involved in those 
changes of blood amylase activity which arise 
under the action of fat. An increase in blood 
amylase actmty, similar to that seen on constric¬ 
tion of the pancreatic duct after food intake, was 
obserx'ed on excessive stimulation of gastric chemo¬ 
receptors and mechanoreceptors. The increased 
blood amylase activity in dogs observed on artificial 
constriction of the pancreatic duct after food inges¬ 
tion indicated that amylase may enter the blood 
stream directly from the pancreas. This was also 
confirmed by blood analyses carried out after 
various operations performed on the dogs, such as 
the production of a fistula of the gallbladder and 
intestine (according to Thiry’s technique), an in¬ 
testinal fistula, and a duodenal and gastric fistula, 
and the externalization of the pancreatic duct 
whether the accessory pancreatic duct is cut or is 
left intact. Increased blood amylase activity in dogs 
deprived of the entry of pancreatic juice in the 
intestine (externalized main duct, sectioned acces¬ 
sory duct) can only be e.xplained by the direct 
penetration of amylase from the pancreas into tlie 
blood. 

Analysis of the digestive juices in dogs, .such as 
pancreatic juice, intestinal juice, bile, and salis-a, 
revealed that only the pancreatic juice possesses 
high amylolytic actirits’. Consequently, marked 
changes in blood amylase actirih^ in dogs cannot be 
explained by the appearance of amylase from di¬ 
gestive juices other than the pancreatic juice. Tims, 
it is possible to conclude that reflex mechanisms are 
important in changes of blood amylase actiritj'. 
These findings indicate the role of gastric and 
duodenal interoceptors in the complex reflex reg¬ 
ulation of blood amylase and allow the deduction 
that reflex increase of blood amylase activity is 
closely related to the function of the pancreas. 
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Clinical Heart Disease. By Samuel A. Levine', M.D., 
F.A.C.P., Clinical Professor of Medicine, Harvard Medical 
School, Boston. Fifth edition. Cloth. $9.50, Pp, 673, with 
216 illustrations. W. B. Saunders Company, 218 W. Wa.s-h- 
inglon Sq., Philadeipliia 5; 7 Grape St., Shaftesburj' Ave., 
London, W. C. 2, England, 1958. 

In tlie Rkh edition of this popular book, a num¬ 
ber of changes lia\'e been made. Tlie section on 
electrocardiography, by Dr. Harold D. Levine, oc¬ 
cupies one-third of the book. This portion is well 
illustrated and is practically a te.xtbook in itself 
on electrocardiography. Unfortunately, this empha¬ 
sis on electrocardiography has necessitated com¬ 
pressing tlm material in the rest of the book. Al¬ 
though tlie chapter on congenital heart disease, 
now written by Dr. A. S. Nadas, has been brought 
up to date and includes surgical treatment of con¬ 
genital defects, it occupies only 31 pages and con¬ 
tains no illustrations. As a matter of fact, there are 
no illusti-ations or diagrams in the book e.vcept in 
the section on elecfaocardiography. The e.xplanation 
of tlie mechanism of heart failure on page 349 
would be much clearer with the aid of diagrams. 
In a book written primarily for tlie general prac¬ 
titioner, it is understandable that a bibliography 
has been omitted, but it might be helpful to the 
reader to ha\'e a few well-chosen references listed 
at the end of each chapter. Emphasis is placed on 
treatment and general care of the patient. This 
feature is probably responsible for tlie fact that diis 
book is now in its fifth edition. The general prac¬ 
titioner may find some useful information in this 
book. However, it is not recommended for tlie 
cardiologist or the medical student. 

Integrating the Approaches to Mental Disease; Two Con¬ 
ferences Held under the Auspices of the Committee on 
Public Health of the New York Academy of Medicine. 
•Edited by H. D. Kruse, M.D., Executive Secretary, Com¬ 
mittee on Public Health, New York Academy of Medicine, 
New York City. Clotli. $10. Pp. 393, with illustrations. Paul 
B. Hoeber, Inc. (medical book department of Harper & 
Brothers), 49 E. 33rd St., New York 16, 1957. 

This volume is large in size and scope. It is an 
ably edited record of the proceedings of two un¬ 
usual conferences. The 48 participants represent 
four'schools of thought on the cause of mental ill¬ 
ness: organic, experimental psychological, psycho¬ 
dynamic, and psychosocial. This book illustrates 
a new and important trend in modern research in 
the behavioral sciences, a trend that attempts to 
cope with increasing specialization and fragmenta- 
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tion. The participants tried to establish what is ce: 
tarn, to recognize what is probable, and to sh 
what is unacceptable. As one contributor state 
We deal not with opposing etiological theorie 
but widi complementary approaches to the tot, 
problem. None of tliese approaches can replace il 
other.” 

More tlian good will is needed to achieve a s\i 
thesis from these diverse schools of thought. It 
tire essential contribution of this and similar effor 
in the past few years that men, working mth die; 
ent ideas and experiences, learn, through workin 
and eating togetlier, to communicate Mth the frei 
dom necessary for mutual understanding. Filliii^ 
the gaps between verbal agreement and operational 
agreement is what counts. Tin’s becomes particular. 
]}' apparent where exponents of the different schools 
cliscuss what is most acceptable to each and in 
which areas there is least agreement. One da)', the 
conferees were told by the chairman to try to agree 
as much as. possible, and on another day diey were 
told to try to disagree as much as possible, It was 
in psychodynamics drat the odier disciplines found 
most which tliey could not accept. How closely in¬ 
terdisciplinary and interpersonal problems are inter¬ 
woven was evidenced by the participant who asked 
whether interdisciplinary research was to take place 
on tlie interpersonal or on the interdisciplin!!i)’ 
level. One of die answers was that tlirough better 
interpersonal understanding we will reach better 
interdisciplinary understanding. Through reading 
diis book, one may view all areas from one van¬ 
tage point. This book is highly recommended to 
anyone who is interested in the causes of mental 
illness. 

Handbuch der Thoraxchirurgie. (Encylclopedia of 
Surgery.) Erster Band: Allgemeiner Teil. Herausgegeben r - 
E, Derra. Bearbeitet von O. Bayer et al. [In 
English.] Cloth. 370 marks. Pp. 838, with 441 
Springer-Verlag, Reichpietschufer 20, (1) 
(West-BerJin); Neuenheimer Landstrasse 24, Hei e 
Gottingen, Germany, 1958. 

As die name implies, this first volume of a 
jected series of three volumes is indeed an 
pedia. In the preface, die editor calls 
the growth of dioracic surgery since , 

edition of Sauerbrucli's Chiriirgie der Brus org< 
37 years earlier, spanning a whole genera o 
careers in diis field: All subjects are treate m 
detail. One-quarter of the book deals j 
anatomy of the thoracic viscera, which is o ^ 
by a discussion of the physiolo^ or resp 
including those phases closely related 
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surger>'. Furtlier covered are the following subjects: 
clinical diagnostic procedures, such as auscultation, 
percussion, endoscopy, esophagoscopy, bronchos¬ 
copy, thoracoscopy, cytologj^ and spirometr}’; 
roentgenography, as apphed to die thora.\; electro- 
. cardiography; cardiac catheterization and angiocar¬ 
diography {in English); anesthesiology, as applied 
.; to chest surgery^ (in jEnglish); recent developments 
in controlled hypothermia; e.vtracorporeal circula- 
' tion, as an aid to cardiac surgery' (in English); and 
such aspects of chest surgery' as positioning of the 
' patient, instrumentation, incisions for \'arious tho¬ 
racotomies, postoperative care of the opened chest. 
' and blood and electroly'te balances. Each chapter 
includes an extensive bibliography, for the most 
~ part recent, and many references to contributions 
^ by surgeons in die United States. Twelve of the 
contributors are from 'West Germany, three from 
Sweden, one from Austria, and one from the United 
States. The book is large, heaM', and well bound, 
and the paper is of high quality'. The type is large, 
facilitating easy' reading. An outstanding feature is 
the profusion of e.xcellent, w'ell-chosen charts, 
.. tables, diagrams, illustrations, and photographs. In 
this respect, the work achieves the high standards 
. of prewar German medical publications. This vol¬ 
ume should be readily available to all who do 
thoracic surgery or are active in research direcdy 
,• related to this field, ^^filile a knowledge of German 
.. is necessary' for full appreciation, the illustrations 
J. are so graphic and complete that full conversance 
. srith this language is not necessary' to profit from 
this work. 

Recent Advances in Urolog>’. By Howard G. Hanley, M.D., 
F.R.C.S. With assistance of specialist contributors. Cloth. S7. 
■ ^ Pp. 270, yvith 83 illustrations. Little, Brown & Company, 
34 Beacon St., Boston 6, 1957. 

A rash of urologic textbooks has been pubhshed 
in English in the past three y'ears. Despite this ap¬ 
parent plethora, the author and his associates have 
^ compiled a most useful volume on the current 
y knowledge of the common genitourinary' condi- 
tions. The chapter by Harrison, dealing u-ith medi- 
c' cal problems in urology, adequately covers tlie 
^ modem concept of renal physiology', renal function, 
water conservation, anatomy and physiology' of 
body fluids, clinical effects of lack of salt and water, 
■■' and treatment of these conditions. Chemotherapy' 
of urinary' infections is inadequately covered by’ 
Anderson. He very' properly' points out tliat patients 
■7 witli urinary', infection include (1) those uithout 
; abnormality' of the urinary’ tract and rnthout a prior 
-' history of urinary' infection, who have a good prog- 
f nosis as to lasting cure; (2) those wth a previous 
1 : history' of infection, for whom the prognosis is only’ 
moderately' fav'orable; and (3) those u'ith a definite 
abnormality’ of the urinary' tract, for whom the out¬ 


look is frankly poor unless corrective surgery’ can 
be undertaken. Discussion of radiology' is limited 
to recent improvements in the media and tech- 
m'que used in excretory' urography', abdominal and 
femoral aortography', perirenal insufflation, ure¬ 
thrography, and seminal \'esiculography. A brief 
discussion of the .x-ray’ image amplifier and cine- 
py'elograms is given. The section on consen'ative 
renal surgery’ co\'ers the technical considerations of 
modem py’eloplasty' and partial nephrectomy. The 
chapter on bladder tumors is up to date and could 
be read witli great profit by student and specialist 
alike. Prostatic obstruction from benign and malig¬ 
nant growths is u'ell covered in all pluises. .4n ex¬ 
cellent chapter on subfertility' is presented by Han¬ 
ley, who has done muclrwork along this line. Tlie 
general flax'or of the book is distinctly' British, but 
emphasis is made that urology', as a special field of 
endeavor, is gradually becoming an established 
withdrawal from general surgery in England. 

Operative Surgerj'. Volume Five: Orthopaedic Surgerj-. 
Under general editorsliip of Charles Rob, M.C., M.Cliir., 
F.R.C.S., Professor of Surgerv', St. Marj-’s Hospital, London, 
and Rodney Smith, M.S., F.R.C.S., Surgeon, St. George’s 
Hospital, London. Cloth. .S19.50. Pp. 366, with illustrations. 
[F. A. Da\is Company, 1914-16 Chcny St., Philadelphia 31; 
Butterworth & Co., Ltd., 88 Kingsnay, London, W. C, 2; 
1367 Danfortli Ax'e., Toronto 6, Canada, 1957. 

In volume 5 of this series, the drawings are ex¬ 
cellent and clearly demonstrate die steps which 
make following the operative procedure easy'. The 
legends are well worded. As in any volume of this 
size, there will be wide variations in recommended 
techniques. Some of die operations here illustrated 
have been supplemented or replaced by others that 
are more efficient. It should be stressed somewhere 
in the book that there are other methods of per¬ 
forming a similar operation. For example, in die 
operation for herniated interx’ertebral disk the only 
position shown is die lateral position. While this is 
a good position, most surgeons in the United States 
prefer the prone position, and frequently the oper¬ 
ation is completed xx’ithout such an extensive 
laminectomy’ as is here shoxTO. Again the Bosworth 
H graft and die Chandler graft have been practi¬ 
cally' abandoned. In die chapter on plating of the 
spine, no mention is made of the plating operation 
of Philh'p Wilson. Some discussion of the method 
of performing an arthroplasty' of die elbow would 
have been helpful; only one mediod is given (that 
from the medical approach), whereas the posterior 
approach may also be used. This is, in general, an 
excellent reference book, particularly for the young 
surgeon if he correlates the indications for opera¬ 
tion, as set forth in the standard textbooks, and 
then uses this volume as a guide to his operative 
techniques. 
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Strabismus Ophthalmic Symposium 11. Edited by James 
H. Allen, M.D., Professor and Chainnan of Department of 
Ophthalmology, School of Medicine, Tulanc University of 
Louisiana, New Orleans. Cloth. $16. Pp. 552, with 251 
illustrations. C. V. Mosby Company, 3207 Washington Blvd.. 
St. Louis 3,1958. 

This book is basod on tiie second symposium on 
strabismus, sponsored by the New Orleans Acad¬ 
emy of Ophtlialmology, The panel was composed 
of the same group of contributors who met six years 
earlier in Iowa City for the first symposium. These 
collected papers represent a veritable encyclopedia 
on strabismus, commencing with the anatomy of 
die extrinsic muscles of the eyes, tlie physiology of 
binocular wsion and the fusional process, the volun¬ 
tary and involuntarj^ medianism of the eye move¬ 
ments, and the blind-spot mechanism. The various 
diagnostic tests, such as the cover test, and the prac¬ 
tical use of atropine and prisms are carefully eval¬ 
uated and explained. The nonsurgical and surgical 
treatment of sriabismus, with emphasis on such 
more difiBcult operations as tliose on tlie oblique 
muscles and tlie newer recession under Tenon’s cap¬ 
sule, is reported by K. C. Swan. This is followed 
by a round-table discussion witli a free exchange 
of ideas and experiences. One of tlie most refresh¬ 
ing "chapters is the one on semantics by tlie late 
W. B. Lancaster. His admonition that precision 
in tlie use of words is indispensable for clear think- 
"ig assumes greater and greater importance, be- 
ause tlie exact expression of ideas is impossible 
without such precision. It is not enough to use teims 
witli consistency and precision—one should follow 
the usage of die best writers on the subject. This 
book should be in tlie library of every oplitlialmolo- 
gist who treats strabismus. 

Metabolism of the Ncn'ous System. Edited by Derek 
Richter. Cloth. $16. Pp. 599, with illustrations. Pergamon 
Press, Inc., 122 E. 55th St., New York 22; 10638 S. Wilton 
Place, Los Angeles 47; 4 & 5 Fitzroy Sq., London, W. 1, 
England; 24 rue des ficoles, Paris 5e, France, 1957. 

This volume, well printed, attractively bound, 
and provided with numerous tables and excellent 
illustrations, contains the papers presented at the 
Second International Neurochemical Symposium 
(Aarhus, 1956), Altliough most of the book is de¬ 
voted to tlie metabolism of tlie peripheral and cen¬ 
tral nervous system, the symposium covers more 
territory than is suggested by tlie title, as indicated 
by sections on molecular structure and morphology, 
die permeability of the blood-brain barrier, elec¬ 
trolytes and nervous conduction, cholinergic and 
noncholinergic transmission, and the physiology 
and biochemistry of levarterenol, serotonin, and 



J.A.M.A., May 17 ,1955 

histamine. Most sections consist of'one or n 
papers in which the present state of the problem 
is reviewed, -^ese are followed by shorter pan® 
concerned with more specialized aspects. The pres¬ 
entations are uniformly of the highest caliber. Ibe 
references are adequate and the discussions brief 
The book is an outstanding achievement and is 
highly recommended. 

Extensile Exposure. By Arnold K. Henry, M.B., M.Cli 
F.R.C.S.I, Second edition. Cloth. $10. Pp. 320, vrith 193 
illustrations. Williams & Wilkins Company, Mount Royal 
and Guilford Aves., Baltimore 2, 1957. 

The new edition of this informal, almost conver¬ 
sational presentation of exposures of the extremities 
is interesting. The author says what he wants to 
say in the way he wants to say it. If he firids it use¬ 
ful to use crutches or similes, he does so. Although 
many might disapprove of his use of teaching aids, 
there is much to be said in its favor. Such terms as j 
“the half-sleeve,” “loop-holes,” “satellites,” and “the ■ 
stripping angle” are used abundantly. Uie author 
holds no brief for any terminolog)^, but believes ^ 
diat tire so-called new, old, and Basle each has its 
own points of merit. Tire book is well illustrated 
witli figures that complement the audior s style of 
writing. Tlie print is large and readable and the 
paper excellent. This book can be recommended tc 
anyone interested in the anatomy and surgery ol 
the extremities. 

Hospital Accreditation References: Foreword by Keniid) 

B. Babcock, M.D., Director Joint Commission on Accredit! 
tion of Hospitals; Introduction by Edwin L. Crosby, M.D. 
Director American Hsopital Association. Pp. 136. Paper 
Published by American Hospital Association, 1957. 

The Joint Commission on Accreditation of Hos- 
jpitals has developed into one of die most useful 
mechanisms dewsed up to die present time foi 
improving medical care. Its accreditation program 
has become increasingly influential in tlie encour¬ 
agement of good hospital care, and it has become 
an important facet in maintaining die freedom 0 
the voluntary hospital system. To make the require¬ 
ments, recommendations, and interpretations of t e 
Joint Commission readily available for reference ou 
the part of hospital administrators, boards of tnis 
tees, and staff personnel, tlie Joint Commission es 
prepared diis comprehensive volume in cm 
tion with die American Hospital Association, 
portrays the background and development 0 
Joint Commission in the first chapter, irith t le r 
maining 23 chapters devoted to various aspec 
accreditation. This is a valuable reference vo u 
for all individuals interested in or concerne 
accreditation of hospitals. 
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QUESTIONS AND ANSWERS 


hematocrit determination versus 

RED BLOOD CELL COUNT 
To THE Editor:— As a part of an industrial medical 
program, complete periodic physical examina¬ 
tions are provided to employees. Laboratory 
work done in connection with these examinations 
includes red blood cell count, hemoglobin level 
determination, white blood cell count, and rou¬ 
tine urinalysis. A bottleneck e.xists in the labora¬ 
tory time available. If laboratory work could be 
reduced, more examinations could he performed. 
The question has arisen as to the possibility of 
substituting hematocrit determination • for the 
standard red blood cell count as a routine pro¬ 
cedure. Please comment on the advisability of 
this change. Such a change is not being consid¬ 
ered in those cases where the employee has pos¬ 
sibly been exposed to toxic materials but would 
apply only to nonexposed individuals. 

R. E. Joyner, M.D., Texas City, Te.xas. 

Axswra.—According to leading authorities, the 
hematocrit determination furnishes tlie same kind 
of information as does the red blood cell count or 
hemoglobin level determination. Furthermore, the 
' technique is easier and the accuracy greater. If the 
red blood cell count is done even by the most 
skilled and accurate technicians, ulth use of stand¬ 
ardized equipment, the error is approximately 10%. 
It is appro.ximately 20% if it is done by the average 
technician working hurriedly and under pressure. 
If tlie true red blood cell count is 5,000,000 per 
cubic millimeter, the range of ^'a^iations may be 
from 4,000,000 to 6,000,000. The error in methods 
of determining hematocrit is about 2 to 4%. The 
hematocrit determination is the most useful single 
test for anemia and polyc\4hemia at present avail¬ 
able. Tlie finding of a normal hematocrit in the 
course of a routine examination makes tlie red 
blood cell count and hemoglobin level determina¬ 
tion unnecessaiy', e.\'cept when the clinical histoiy 
or physical e.vamination suggests tlie need for fur- 
tlier studies. In the case of individuals not e.xposed 
to to.xic materials, a hematocrit determination is 
superior to the red blood cell count as a routine 
procedure. 


The answers here published have been prepared b>’ competent au¬ 
thorities. They do not^ however, represent the opinions of any medical 
or other organization unless specifically so staled in the reply. Anony¬ 
mous communications cannot be answered. Ever>' letter must contain 
the wrileris name and address, but these v.’iW be omitted on request. 


TfflOFENTAL AND DIABETES 
To THE Editoh;—I s there any contraindication to 
the use of thiopental in anesthesia in known 
diabetics, either with or without the preoperative 
use of dextrose given intravenously? A 41-year- 
old woman, severely diabetic since the age of 12, 
who had a 2-f- glycosuria and a fasting blood 
sugar level of ^57 mg. per 100 cc. preoperatively 
died after receiving thiopental during anesthesia. 
She received an intravenous infusion of 5% 
dextrose solution (covered with regular insulin 
in strength of 15 units per 1,000 cc. and 10 units 
of regular insulin given intramuscularly before 
operation) before, during, and after a simple 
excision biopsy of a breast tumor. There was no 
hemorrhage or other difficulty during either sur¬ 
gery or anesthesia. The anesthetic was admin¬ 
istered by an experienced anesthetist. The pa¬ 
tient teas responding when she left the operating 
room, but an hour later she was less alert and 
two hours later was in a coma which was first 
believed to be insulin shock (but did not re¬ 
spond to dextrose) and later believed to be cere¬ 
bral hemorrhage. She died on the sixth post¬ 
operative day. Autopsy failed to establish the 
cause of death. Laboratory studies during the 
period of prolonged coma effectively ruled out 
more than temporary insulin shock, diabetic 
coma, acidosis, alkalosis, chloride lack, and so¬ 
dium and potassium imbalance. Does dextrose 
solution, as has been stated, intensify the effect 
of thiopental? 

Thomas S. White, M.D., Boulder City, Nev. 

Ansiver.— There is no knowm contraindication to 
thiopental in anesthesia in diabetics. It has been 
used widely in all tjqies of diabetics, for all tjqies 
of surger>% in combination with dextrose. 

An-smthr.—T hiopental is associated with a defi¬ 
nite death rate, and there is no reason for suppos¬ 
ing that diabetics would be immune to this hazard. 
If tlie diabetic had much arteriosclerosis, as pre¬ 
sumably was the case in a woman 41 years old, 
that could be a factor. The use of thiopental is 
fraught with danger in the presence of myocardial 
disease and arteriosclerosis. The description of tlie 
present case, hmvever, suggests that tliis was prob¬ 
ably not the e.xplanation for tlie fatal outcome, un¬ 
less there ivas a marked period of hj'potension. 
Such hj-potension could have been a result of the 
combination of thiopental and the diabeb'c arterio¬ 
sclerosis. The hypotension could then have fur- 
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questions and answers 


PURPUKA IN CIRCULATORY STASIS 
To THE Editoh;—W/ iof are the possible causes of 
a purpuric rash inoohing both lower extremities 
in a 50-tjear-oild male? This skin rash is confluent 
around the ankles. Laboratory tests of coagula¬ 
tion time, bleeding time, differential blood cell 
count, platelet count, and blood chemistry have 
shown normal results. M.D., New York. 

Answer.—Ii is not unusual for a purpuric erup¬ 
tion of the legs to occur in a patient witliout 
abnormal blood changes. It may result from tlie 
increased hydrostatic pressure of stasis brought on 
by impeded circulation. There is also a group of 
apparently harmless pigmented puipuric eruptions 
which, because of morphologic variations, have been 
given die descrijDtive names of pigmented purpuric 
lichenoid dermatitis, progressive pigmentary derma¬ 
tosis, angiPma serpiginosum, and purpura annularis 
telangiectodes. An increased hydrostatic pressure 
with capillaritis of unknowm cause is thought to be 
responsible for all of these conditions. It is assumed 
that the possibilitj' of h^persensitiwty to drugs has 
been ruled out in this case, 

PROPER NEEDLE FOR VENIPUNCTURE ' 
To THE Editor-.—Is there any reason why one 
should not use a small-gauge needle for veni¬ 
puncture? On a number of occasions a 25-gauge 
needle has been used without trouble with its 
blocking. It seems to provide easier entrance 
into a small vein and to afford the patient less 
discomfort. E. Llewellyn-Thomas, M.D. 

Freeport, Nova Scotia. 

Answer.— There is no reason why a small-gauge 
needle, even a 23-gauge needle, should not be used 
for venipuncture. If large specimens- of blood are 
to be obtained witli such a needle, it should be 
siliconized to retard coagulation. The only possible 
objection is that if a liigh vacuum is used in con¬ 
nection witli such a needle or if tlie syringe piston 
is withdrawn too rapidly there may be minimal 
red blood cell breakage. This would interfere ndth 
the determination of free hemoglobin level in the 
plasma. 

TREATMENT OF INFLUENZA 
To THE Editor:-A patient has asked about a new 
drug of which only one shot is required for the 
treatment of influenza. Please give information on 
such a medicament. 

/. O. Helm, M.D., New Florence, Mo. 

ANSWER.-There is no treatment available at this 
time which will alter the course of influenza once 
it has developed in an individual. Strain-specific 
influent vaccine can be expected to prevent a 
significant number of cases if administered at least 
two weeks prior to exposure. Alleviation of the 
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symptoms of influenza can be achieved by tlie use 
of antipyretics and other forms of supportive treat- 
ment. Antibiotics have no place in the treatment of 
the usual uncomplicated case, because they have 
no demonstrable effect on the virus. In a relatively 
small number of -cases, a bacterial pneumonia may 
develop. When pneumonia is suspected, immediate 
and vigorous treatment with appropriate antibiotics 
for the causative organism is, of course, essenh'al. 

SMELL OF BLOOD 

To THE Editor:—A 50-year-old man says he can 
smell the odor of fresh blood when he passes a 
stool that has a few small flecks of bright red 
blood on it. Can you attach any significance to 
this? The patient has an anxiety neurosis. 

M. C. Florine, M.D., Janesville, Minn. 

ANswER.-Perhaps what the patient is smelling 
is actually occult blood. There is -a distinct odor 
associated witli occult blood if present in sufficient 
quantity. However, it is doubtful whether a few 
small flecks of fresh blood could be detected by 
smell. A neurotic, anxious person -would be more 
apt to be concerned about the odor of his stool 
than would tlie average person. Althougli it is pos¬ 
sible the matter is entirely functional (psychoso¬ 
matic), a chemical test for occult blood after a 
.three-day meat-free diet is indicated. 

RELEASE OF PART OF HOSPITAL RECORD 
To THE Editor:— If a patient presents a signed re- 
»quest to take a roentgenogram to another doctor, 
osteopath, or chiropractor for interpretation, is 
the hospital and/or the attending doctor com¬ 
pelled to release such film? 

T. J. Kern, M.D., Hartford, Wis. 

Answer.— Hospital records (roentgenograms tak¬ 
en of a patient in tlie hospital are generally con¬ 
sidered to be a part of the hospital record) are the 
property of the hospital. Unless the jiirisdiction in 
which the hospital is located has statute or court 
decision stating otlierwise, die hospital may, t]>ere- 
fore, make, retain, or destroy its hospital recorffi. 
Most hospitals, however, realizing the value of we 
records, do make regulations concerning tlieii use, 
and they often permit x-rays, for example, to be sent 
to such doctors as die patient may designate or 
interpretation. On die other hand, however, it is 
not obligatory for the hospital to adopt regulations^ 
If they have not done so, the patient has no ng i 
to demand that a part of the record be ° 

die hospital nor is the hospital under any ob iga 1 
to honor such a request from a patient. The 
answer to the question, therefore, depen 
whetiier or not die hospital has adopted any 
or regulations relating to -die use of its wspi 
records by odier than the attending physician. 
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WASHINGTON NEWS 

FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Hill'Burton Extension Without 
Amendments Is Proposed . . 

Free Choice of Doctor an Issue at 
Longshoremen Hearings . . 

Five Poliomyelitis Vaccine Makers Named 
on Antitrust Indictment . . 

V. S. Loan Guarantee Program Proposed 
for Nursing Homes . . 


SIMPLE, -nVO-YEAR EXTENSION OF HILL- 
BURTON PROGRAM A possmiLiry 

After the House Interstate and Foreign Com¬ 
merce Committee conducted four days of hearings 
on extension and possible amendment of the Hill- 
Burton hospital construction program. Chairman 
John Bell Wilh’ams (D., Miss.) indicated that a 
simple two-year extension of the operation might 
be recommended, wth an effort made later to work 
out amendments. 

Because the act is scheduled to expire June 30, 
1939, an extension is regarded as important this 
year so that there will be no interruption in order¬ 
ly planning for new hospitals. 

The House subcommittee is faced with at least a 
score of proposed amendments offered by the 
American Medical Association and American Hos¬ 
pital Association (see last week’s issue); the De¬ 
partment of Health, Education, and Welfare; and a 
number of individual witnesses. 

Among the latter were Chairman Oren Harris of 
the full committee, who urged support for his bill 
that prorides long-term, low-interest loans for hos¬ 
pital construction; Representative Coffin (D.Me.), 
who urged construction grants of up to $25,000 
for rural clinics; and Drs. Daniel Hanley, executive 
secretary of the Maine Medical Society, and Leon 
R. Lezer of the Medical College of Vermont, who 
asked that the law be changed to permit such 
grants for communities of under 10,000 population, 
provided the clinics have a contractural relation¬ 
ship widr a teaching hospital. Under present law a 
clinic is eligible only if it is run by a nonprofit 
organization that also owns and operates a hos¬ 
pital. 

For the Department of Healtli, Education, and 
Welfare, Deputy Surgeon General John D. Porter¬ 
field ga%"e the legislative history of the Hill-Burton 
program and its accomplishments, and acting HEW 
secretary Elliot Richardson listed a^number of rec¬ 
ommendations, including the follounng: that great¬ 
est emphasis be toward “our increasing require¬ 
ments for long-term care facilities which proride 


care at minimum cost”; a three-year extension with 
no changes in the authorized amount for project 
grants but 5 million dollars rather than $1,500,000 
annually for research and demonstration; consoli¬ 
dation of the chronic disease hospital and nursing 
home categories into a single ‘long-term care” 
category, giving the new category 40 million dollars 
annually or 10 million dollars more than the two 
separate categories now receive; recover the 10 
milhon dollars by reducing by that amount the ap¬ 
propriation for diagnostic-treatment fadliti'es 
"for which there have been fewer project applica¬ 
tions to date”; delete the present requirement that 
the,sponsor of a diagnostic-treatment center be 
either a public agency or a nonprofit agency “that 
owms and operates a hospital”; allow a rehabilita¬ 
tion center to furnish psychological, social, or vo¬ 
cational evaluation services in addition to medical 
(now it must furnish all four services); permit a 
state of shift money from its “general hospital” 
fund to the other categories; permit states to pool 
hospital funds for construction of an institution for 
use of more than one state; and authorize states to 
use up to 4% of construction allotments for ad¬ 
vance planning in order to hurrx' construction of 
high-priorit}' projects. 


FREE CHOICE OF DOCTOR PROPOSED FOR 
LONGSHOREMEN 

A House education and labor subcommittee has 
been considering legislation to change the long¬ 
shoremen’s and harbor workers’ compensation act 
to, among other things, make clear that there will 
be free choice of physician. At the present time an 
injured worker is treated by doctors selected by 
employers, except in an emergency or where the 
employer refuses medical care, delays furnishing 
care, or grants freedom of choice. 

The International Longshoremen’s Association 
and the International Longshoremen’s and Ware¬ 
housemens Union spoke in support of the free- 
choice proposal in H.R. 7303. The labor depart¬ 
ment and AFL-CIO witnesses also stressed the need 
for enactment of a more effective safeti' code for 
the industry which is provided in other measures 
before the subcommittee. 

Rep. Albert Bosch (R., N.Y.), after a witness 
was critical of medical care gi\’en under die pres¬ 
ent law, obser\''ed that the witness was talking 
about a few "quacks.” The answer, in his riew, 
was to go after the quacks rather than malign the 
profession. 
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FIVE POLIOMYELITIS-VACCINE MAKERS 
INDICTED UNDER ANTITRUST ACT 

live pharmaceutical manufacturing companies 
are under indictment on charges of violating the 
Sherman antitrust act in the sale of Salk poliomy¬ 
elitis vaccine. The period covered extends from 
April, 1955, when the vaccine was first pronounced 
successful and released, up to the present. 

Named as defendants are Eli Lilly & Company, 
Indianapolis; Allied Laboratories, Inc., Kansas City, 
Mo.; American Home Products Corp., New York 
Cit>'; Merck & Co., Inc.. Rahway, N. J.; and Parke, 
Davis & Co., Detroit. 

The indictment charges that the defendants, sole 
producers of the vaccine in the United States dur¬ 
ing the three years, conspired to fix prices and 
eliminate competition on sales to federal, state, and 
local government bodies. 

Between April, 1955, and Dec. 31, 1957, the in¬ 
dustry shipped in excess of 205 million cc. of vac¬ 
cine, with a value of about 125 million dollars, of 
u'lnch approximately 103,500,000 units were sold to 
public authorities. The bulk of the public sales 
were made under a 1955 federal law that allocated 
$53,600,000 to states for purchase of vaccine to be 
used in public programs and to help meet adminis¬ 
trative expenses. 

Commenting on tlie indictments, Assistant At¬ 
torney General Victor R. Hansen, in charge of the 
justice department’s antitrust division, said; 

“A substantial victory over the disease of polio 

. as won when the success of Salk vaccine was an- 

ounced in 1955. In tlie distribution and sale of tliis 
vaccine, which is so vital to safeguard the liealth 
of the nation, we must be ever alert to insure tliat 
there is no collusion among producers to raise or 
maintain prices at artificial levels. 

“The indictment returned today cliarges that vac¬ 
cine producers have combined to submit uniform 
bids to public agencies, to adopt noncompetitive 
terms and conditions of sale, and to establish uni¬ 
form pricing methods. Price fixing activities in¬ 
volving such a significant industry and such sub¬ 
stantial sales require criminal action by the de¬ 
partment.” 

After tire indictments were returned by a federal 
grand jury in Trenton, N. J., spokesmen for the 
companies either denied the charges or said they 
would not comment until they had studied them. 
President John T. O’Connor of Merck & Co. said 
Ms firm came into the production field late and 
only at the urgent request of the National Founda¬ 
tion for Infantile Paralysis. He e.xjrlained that 
Merck & Co. could have charged more tlian the 
going price but instead took the "only reasonable 
alternative” and accepted the going price. 


NURSING HOME ASSOCIATION ASKS 
ENACTMENT OF LOAN PROGRAM 

Representatives of the American Nursing Home 
Assomation, which represents about 5,000 institu¬ 
tions, almost all of them proprietary, has asked 
Congress to set up a program of mortgage guar- 
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antees un^i the Federal Housmg Administration 
George T.Mustm, past-president of the assock^ 
tion, testified before the Senate banking audm 
rencys subcommittee on housing. He said tbat m 
of the nursing homes are privately owned and that 
71% of tlie beds available for the aged and chron- 
really ill are m these homes. 


Mr. Mustin complained that, because of tlie one- 
purpose nature of nursing home structures usual 
lending institutions generally cannot or Mli not 
grant credit on reasonable terms. He made thpsp 
additional points; 

1. “There is no expectation whatever” that pub¬ 
lic or nonprofit institutions are prepared to tale 
over the responsibility for the aged. 

2. The nursing home is a small, private, taxpay¬ 
ing business “that is providing a vital service to fe 
community and is a part of the economy on wbidi 
America’s growdi and prosperity is based.” 

3. The nursing homes are not asking for federal 
subsidies; they will pay tlie going rate of interest 
and will repay the loans “so the money can be used 
oi'er and over again.” 

4. The nursing home with realistic standards and 
witil ^proper arrangements for nursing and physi- " 
cians’ services “serves hundreds of thousands of 
elderly patients who otherwise would be forced to 
enter general hospitals and pay the relatively high 
prices that hospitals are forced to charge,” 


NEW SECRETARY OF HEW REGARDED AS 
“LIBERAL REPUBLICAN” 

Artliur S. Flemming, now president of Ohio Wes¬ 
leyan University, who will take over in early sum¬ 
mer as Secretary of Healtli, Education, and 
Welfare, has been in or close to die federal govern¬ 
ment for about 20 years and is regarded in Wash¬ 
ington as a liberal Republican. His federal jobs 
have been progressively more important and his 
appointment to head HEW is not considered sur¬ 
prising as he was talked of as Secretary of A^cul- 
tore early in the first Eisenhower administration. 

Mr. Flemming, who came to Washington as a 
Ohio Wesleyan graduate in the late 1920s, was 
appointed to the Civil Service Commission, as a 
Republican member of die commission, by Presi¬ 
dent Roosevelt. President Truman subsequently re¬ 
named him to the commission. He served nine 
years on the commission and left to assume « 
presidency of the college. Mr. Flemming 
to the Washington scene during the 
a manpoxver expert and again uiider , 
Eisenhower, serving noth Milton Eisenhower < 
Nelson Rockefeller on a committee 
tion of government. From 1953 to 1957 he was < 
of die Office of Defense Mobilization and tlien ^ 
turned to Ohio. He has been a strong 
improving the status of top-level jobs | . jj, 
ment and early urged an increase in pay m 

good men. • TTnl^ora's 

President Eisenhower announced 
resignation, saying diathis devoted leadership * 
it most difficult for him to accept his deci 
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STUDY OF NARCOTICS AND SEDATDTES FOR USE 
IN PREANESTHETIC MEDICATION 

James E. Eckenhoff, M.D. 
and 

Martin Helrich, M.D., Philadelphia 


HE USE OF narcotic and sedative drugs 
for preanesthetic medication has been tlie 
subject of considerable discussion. Tlie 
proponents of large doses of tliese drugs 
vie with advocates of minimal use of depressants. 
Multiple agents are recommended by some, 
whereas a single sedative is preferred by others. 
There have been feM' factual analyses of the prob¬ 
lem vath the exception of the report by Cohen 
and Beecher.’ The present study was undertaken 
in order to (a) compare tlie effectiveness of three 
commonly used narcotics, secobarbital, and a 
placebo for preanestlietic sedation and (h) to 
determine the incidence of side-reaction to each 
of these agents and to obserx'e the effect of tlie 
dmgs upon the conduct of and recover}' from 
anesdiesia. 

Method 

Solutions, of the drugs to be tested were dis¬ 
pensed in identical bottles. These were coded and 
labeled by one individual. An attempt was made 
to prepare equipotent doses of the drugs. Each 
milliliter of solution contained morphine, 5 mg.; 
meperidine (Demerol), 50 mg.; alphaprodine 
(Nisentil), 30 mg.; secobarbital (Seconal), 75 mg.; 
or saline solution. The anestlietist or surgical resi¬ 
dent ordered tlie medicament as ‘Tilind medication 


The use of preanesfhefic medication is pri¬ 
marily to produce sedation, but the degree 
of sedation desirable prior to anesthesia and 
operation is debatable. Narcotics, while un¬ 
equaled as analgesics, have many unde¬ 
sirable side-effects. The routine use of nar¬ 
cotics for preoperafive medication, therefore, 
exposes all patients to the hazards of these 
drugs. There was little difference in the in¬ 
fluence of the various preanesthetic drugs on 
satisfactory induction of anesthesia with any 
given anesthetic agent, but the complications 
of the induction period varied according to 
the preanesthetic drug and the anesthetic 
agent. The continued routine use of narcotics 
for preanesthetic medication is unwise and 
unwarranted. Preoperative medication should 
be tailored to meet the needs of the patient 
and his operation. 


X-ml.” If he would normally have ordered 10 mg. 
of morphine or 100 mg. of meperidine, he would 
prescribe 2 ml. of tlie blind medicament. If 5 mg. 
or 50 mg., he would prescribe 1 ml. The number 
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of milliiiteis selected was based upon clinical 
judgment. Intramuscular injections were ordered. 
Neither the person writing for or administering the 
medicament, the anesthetist, nor the persons com¬ 
piling the data were aware of die contents of any 
bottle until after tabulation was complete at the 
end of die study. All medicaments were given in 
combination with atropine sulfate. 

Blind medication was used in 1,761 patients. 
This analysis deals with the data recorded from 
1,400 patients. The remainder were excluded tor 
the following reasons: scopolamine was used in 
place of atropine, additional barbiturates were 
Riven with die blind medicament, the time interval 
between injection of medicament and induction ot 
anesthesia was too short (30 minutes or less) or 
too long (2 hours or more), or the patient was 

Palianls 



Approximately 90% of die patients included in 
the study were observed the night prior to opera¬ 
tion by the anesthetist who was to administer the 
anesthetic. Eighty-two per cent of the patienb 
were service patients, and the remainder semi- 
private or private. Seventy-five per cent were wom¬ 
en. The age distribution is indicated in figure 1. 

Table h—Quantity of Medication Administered According 
to Patient’s Age 

% ol Patients 


().5. 
1 II. 
1 5. 
• 10 . 


1 !«.. -inesdiesia acliiiinisiLiLu 

bratuieon “f was do, attended by a physician 

T'r anesthesia toon;, .ndy dTn 

pleted by the as well 

*e ward prior “P® ''*'” Je induction of anes- 
as “’’““^Jthetic condition of the patient 

rdet"accord‘ngto» 

" description 
reusable, and caretre obviously, alert and 

eould be .nd;cated ta^J„„ltUusly^ nor 
drowsy could not be One patient 

could apprehenswe and or drowsy 

could, however ^och as nausea or 

and apprehensrve^S.de-dle* s^ 

vomiting, ° ^ deoendini 


l)o*-e. Ml. 


ol Entire Study 
0 
11 
Sfi 
.->3 


Ased GO-fw 
0 
3S 
3t 
28 


Ol erCi 
2 

‘U 

0 -) 


Fifty-three per cent of tlie patients received 
2 ml. of tlie blind medicament; 36%, 1.5 ml,; and 
11% 1.0 ml. of solution. Table 1 indicates that 
reasonable clinical judgment was exercised in de- 
tennining dosage at least on an age basis. How¬ 
ever fewer patients received 2-ml. doses ot 
morphine and alphaprodine as compared to the,, 
other three groups (table 2). 

Immediate Preanesthetic Period 
Mental Sfafus.-The effectiveness of the four 

drugs and placebo as preanesthedc sedative on 

the mental status of tlie patients is listed m table!. 
St irrS is die fact A when patients 
given sedatives or narcotics, only ^ ‘ 

apprehensive upon arriving ^2^%^vbich 

Secobarbital reduced tins incidence to 21%, ^ 
ts staustically si^iHcant - — S’£ 

chi square test (p<0.01). in 
reduced the number of pa len ^ ^ Uy ^igni- 
hensive, but the chanp 

ficant. In this study, 'T^^Vreopemtive 

superior to narcotics m of in¬ 
apprehension. A carefree attitude 0 ^ 

difference to tlie apprehension- 

considered as the counterpart ^ app 

Nine per cent of p^ents f ' f^ude. Nar- 
been administered demonstrated tins attitu 

According to Drug 


1)0-0, Ml. 


11 ). 
1 . 0 . 
• 11 ) 
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Solution 
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31 
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bital 

10 

31 

59 
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« 

41 


10 

to 

to 


S! 

.50 


FlKuies cMiu'-t'd I's peiccntuges, except cio-i 

codes did not ^nce'in 21% of pn^ 

secobarbital caused (p<00f)' 

This was a highly significant 

Sedfldon.-Smee sedado hau 



o**- -XT,, ^.^.cniratorv depression, -v x analyzed die effectiveness ot tne . & . gjjent' 

vomidng, r Z^Uveardia were recorded depending ^ drowsiness or in c^®®® 


Jien! in the opemting room. 
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a placebo was given either appeared to be dro\TOy 
or were obsen'ed to be asleep. Both secobarbital 
and t]je narcotics increased this incidence signifi¬ 
cantly (p<0.01). The narcotics as a group were 
significantly snperior (p< 0 . 01 ) to secobarbital in 
this regard. Of interest, however, is the fact that 

Table 3.—Freanesthetic Mental Status and Sedation° 


So. ol 

Saline 

Solution 

Secobar¬ 

bital 

^lorphine 

Alcperidlnc 

Alpba- 

prodine 

patient*.... 

320 

192 

m 


303 

Appreben«ire 

SC 

21 

29.0 

30..* 

3.3 

Carefree.. . 

C 

21 

9.5 

11.0 

S 

Alert. 

COJi 

62 

o0,5 

43 

40 

. 

19.0 

So 

37 

4-2 

45 

Sleeping..... 

1.4 

4 

5.0 

S.5 

“ 


*Fiexires exprefj-eU in percentages, except number of patient^ 


many patients to whom narcotics had been given 
and who appeared drowsy were obwoush' appre¬ 
hensive nonetlieless. 

Effect on Blood Pressure, Pulse Rate, and Res¬ 
piratory Rate.—-The influence of the four drugs and 
the saline solution on blood pressure, pulse rate, 
and respirator)' rate was determined b)' comparing 
data obtained on the ward wntb those recorded in 
the anesthesia room (table 4). Tliere was no signi¬ 
ficant difference between die drugs so far as effect 
upon blood pressure was concerned. However, the 
narcotics led to an increase in pulse rate more often 
than did the saline solution or secobarbital 
(p<0.01). This was especially notable when 
meperidine had been given for premedication. 
Fort)'-fis'e per cent of the patients receiving this 
narcotic had an increase in pulse rate. Because of 
tlieir well-documented respirator)' depressant effect, 
one might suspect that the narcotics would have 
a more pronounced influence upon respirator)' rate. 
This u'as substantiated. Altliough a lowered respira¬ 
tor)' rate was observed less often rvith saline solu- 

Table 4.—Influence of Preanestlietic Medication upon Blood 
Pressure, Pulse Bate, and Respiratory Rate" 

.Saline Sccobar- Alpba- 

Blood pressure Solution bital Morphine Meperidine prodine 


Cnchanged . 60 C2 55 S4 57 

Increase,! . 20 17 21 2S 25 

Uecreased . 20 ” 21 21 17 IS 

rube rate 

Cnchanged . IS 5) 39 39 47 

Increased . ,31 27 35 45 Si 

Decreased . 21 19 26 IG 15 

aespiratory rate 

Cnchanged . 64 67 57 57 54 

Increased . 13 16 13 13 14 

Decreased . 23 17 SO 29 31 


rignres expressed as percentages. Increase or decrea-e = 1025 or 
greater chjinge from data obsen'Cd on ■ward. 

tion as compared unth narcotic, the difference was 
not significant, but that between narcotic and 
secobarbital was lughly significant (p<0.01). 

Since a 10% change in blood pressure, pulse rate, 
or respirator)' rate may not be meaningful in all 
cases, an attempt was made to designate those 


situations in which the changes were of suflScient 
degree to cause concern to the anesthetist. For 
instance, concern might be e.x-pressed if the pulse 
rate was increased to 120 per minute, or if the 
tidal and minute r olume of respiration was obvi¬ 
ously below normal. The incidence of such occur¬ 
rences, along imth nausea and vomiting and 
dizziness, is h'sted in table 5. It is apparent that 
narcotics led to more problems than did saline 
solution or secobarbital. The difference in incidence 
of these sequelae is highly significant (p< 0 . 01 ). 
It is of interest that nalorphine was required to 
combat respirator)' depression in five patients, one 
of whom subsequently was shoum to have received 
meperidine, another morphine, and three alpha- 
prodine. MTien the nalorphine was given, the anes¬ 
thetist did not know the patient had been given a 
narcotic, but all fi\'e patients responded promptly 
with an increase in respiratory rate and minute 
volume. 

It was necessaiy to cancel tlie operation for two 
patients, one of whom had been given morphine 
and developed marked h)'potension; the other had 

Table 3.—Undesirable Side-effects of Preanesthetic 
Medication" 


None . 

.Saline 

Solution 

.. 

Secobar. 

bital 

91 

Morphine 

SI 

Mep*»rMiDe 

70 

-Upba- 

prodiba 

73 

Respiratory 

depression .... 

4.5 

5.2 

w 

I't 

19t 

Hypotension ... 

2.3 

2.0 

2.3: 

2.1 

■3 

Tachycardia ... 

2.S 

0.5 

4 

4: 

2 

Pizzlne** .. 

3 

5 

s 

11 

10 

Nausea and or 
xomiting . 

3 

l.S 

2.3 

C.3 

2.7 


* Figvres expre^seO as percentage*. 

i Nalorphine required in one case tilth morphine, one irith meppridlne, 
and three vritb alpbaprodine. 

t Operation canceled for one patient. 

been given meperidine and was noted to have a 
persistent tachycardia of 140 and above. Both pa¬ 
tients were rescheduled, at ivhich time atropine 
alone was given for preanesthetic medication, and 
in botli patients the admim'stration of the anes¬ 
thesia and the operation proceeded without inci¬ 
dent. There were no cancellations of operation for 
patients recei\'ing saline solution or secobarbital. 

Side-effects.—Dizziness was a common side-effect 
of preanesthetic medication. Patients complained 
of this ei'en though h'ing supine on a fitter, but 
most often tlie complaint came with tlie movement 
from litter to operating table. Three per cent of 
the patients to whom saline solution had been 
given spoke of dizziness, whereas 5% of tJiose given 
secobarbital e.vperienced the sensation (table 3 ). 
Morphine led to dizziness in S%, meperidine in 
11%, and alphaprodine in 10%. The difference be¬ 
tween the narcotics and saline solution was high!)' 
•significant statistically (p<0.01). Nausea and vom¬ 
iting prior to anesthetization is a well-documented 
side-effect of narcotics, the incidence of which is 
related among other things to body position and 
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In this study, wherein patients remained 
for the most part in the supine position, there was 
no significant difference between saline solution 
and the other drugs. However, the incidence after 
meperidine was four times higher than that after 
secobarbital (table 5). 


SflUNC 



TH.OPENT. CYCLO. CYCLO*rTHeR UjO-UHtR 

Fig. 2 .-UnsaHsfactory induction!, to anesthesia. 

Course of General Anesthesia 


In an effort to obtain information on the influ- 
e„c” 'S p^nesthetic drugs upon U.e couj of 
general aneslhesta. the enestheUc 
patients in this slucty were ^ 

Tnfhiction -Anesthesia was induced by either uu 

opentf n irous oxide, or cyclopropane m d^ 

openu , natients When thiopental was 

majority follov'ed by the inhalation of 

the incidence of ' individual preanes¬ 
thesia, it is apparent tin nigerence In this 

thetie drug used made ^^/^^^^^ tnesthesia 
clinic, a 

. cessive refpu-atory tract secretions, 

or unintentional , , however, influence 

Preanesthetic medication “ ’ the 

the type 3). if dfiopentaf was 

induction of anesthes ( g- ggcobarbital was 
tojected to induce X*: “o^ing and toyngo- 
tlre iompications. Wta the 

Spasm were the rmcnallv laree amounts 

placebo had been St^'cn. n induction. When 

of thiopental 

w'as higher 

incidence “ “^‘““^rhere narcotics had been 
fofprSSebo medication, excitement and 


unintentional apnea were more common tlian when 
secobarbital or a placebo had been used. The 
principal problems occurring with cyclopropane 
after secobarbital sedation were coughing, larjugo- 
spasm, and respiratory obstruction. The addition 
of edier to cyclopropane increased the incidence of 
complications. Coughing and excessive respirator}’ 
tract secretions were common after secobarbital 
premedication, whereas unintentional apnea ap¬ 
peared frequently after narcotics had been given 
Mdien die nitrous oxide-ether sequence was used, 
little difference was noted in die incidence of 
ij^d^jction complications aftei secobarbital, placebo, 
or narcotic, except diat slowness of induction was 
often observed after secobarbital. Apnea yvas nota¬ 
bly uncommon after any medication with this 

sequence. , , . n r 

Maintenance-Analysis of die mfluence or pre- 
anesdietic medicadon upon anesdietic complica¬ 
tions occuiTing during maintenance of general oi 
spinal anesthesia proved to be difBcult because o 
the large number of factors involved. Attempt 
were made to analyze die effect of medication upoi 
the incidence of hypotension, hypertension, brad) 
cardia, tachycardia, respiratory depression, tach)! 
nea, coughing and laryngospasm, e.xcessiye seen 
dons, and excessive anesdietic agent. No sigmficar 
difference could be detected f ^ 
ing narcotics \vere compared wtli those g\ 
barbiturates in an)v of diese functions excep 
respiratory depression was noted three hmes mo 






Thlopsnlal 



Cou«h Wet E«ltan,ent SVow 

Fig. 3 -Incidence of 
medfeation during induction to anesthesia. 

often with the narcoh«^ wen 

edier (Fluoromar) was ^ biturates 
agent, tachypnea was eom®® ^ 
given and less common if narcotics 

ministered.® 
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Recovcnj.—k comparison of the recover)' phase 
of anesthesia in patients receiwng the various pre- 
anesthetic drugs was also difBcuIt because of tlie 
number of s'ariables. No apparent difference was 
seen in the incidence of immediate postoperative 
vomiting or hs'potension. However, obs'ious differ¬ 
ences could be discerned in the rapidity of re¬ 
cover}' from general anestliesia, in the incidence of 
postoperative restlessness and e.Kcitement, and in 
complaints of pain in the recover}' room. 

Rapidity of recover}' according to tlie preanes¬ 
thetic drugs is recorded in figure 4. This was de¬ 
termined by clinical examination. If a patient was 
awake upon arrival in tlie recovery room, his 
awakening was judged to be rapid, if he was still 
asleep one hour after arrii'ing there, his recovery 
was considered prolonged. It is apparent that 
patients receiving narcotics slept longer than those 
given secobarbital or saline solution. 

Emergence restlessness or e.xcitement was re¬ 
corded if the patient tossed and turned on his litter 



Fig. 4—Rapidity of recovery from general anesthesia ac¬ 
cording to preanesthetic medication. 

or bed, was restless or behaved in a disoriented 
fashion, or required unusual restraint to prevent 
falling from the litter. Complaints of pain were not 
considered restlessness. Figure 5 depicts the inci¬ 
dence of restlessness and excitement according to 
the anesthetic agents and preanesthetic medica¬ 
tion. It is erident tliat the incidence was highest 
vith saline solution or barbiturate for each of the 
anesthetics or combination of anestlietics. 

Fewer patients complained of pain in tlie re¬ 
covery room when tliey had received narcotics for 
anesthetic medication (14%) tlian did those given 
barbiturate (19%) or sahne solution (20%). It is 
interesting tliat when saline solution had been 
given only one in five patients complained of im¬ 
mediate postoperative pain. An anal}'sis of the dura¬ 
tion of operation in these patients revealed tliat 
those wlio had opiates and complained of pain 


had operations averaging three hours, tliose xvith 
saline solution averaged three hours and sLx min¬ 
utes, and those u'ith barbiturate averaged two 
hours and three minutes. 

Recognition by Anesthetist of Type of Freanes- 
tliefic Medication Given.—Cohen and Beecher ’ re- 


% 



Fig. 5—Incidence of evcitement on emergence according 
to anesthetic agents and preanesthetic medication. 


ported that anestlietists were unable to determine 
by obsen’ation what preanestiietic drugs had been 
given. We have likewise asked anesthetists to indi¬ 
cate their guess as to the nature of tlie medicament 
given. The results are in table 6. In this study, the 
anesthetists’ guesses were reasonably accurate, ex¬ 
cept w'hen secobarbital had been given. 

Comment 

In the early days of anesthesia tlie induction of 
anesthesia irith ether or with chloroform in a 
healthy, robust indiridual was often a harrow'ing 
e.\perience to patient and his anesthetist as ivelJ. 
Concern was ex-pressed frequently over prolonged 
excitement and the large amounts of anestlietic re¬ 
quired to keep patients asleep for long operations. 
The first recorded uses of morphine to supplement 
general anesthetics appeared as a solution to these 
problems.^ 

Today the use of preanestlietic medication is 
primarily to produce sedation."* Preanesthetic nar¬ 
cotics may be given to reh'eve pain, but most 
patients scheduled for operation are not in pain. 
Tlie degree of sedation desirable prior to anesthesia 

Table 6.—Anesthetist’s Guess as to Preanesthetic 
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and operation is debatable. Many believe an ideal 
state to exist when the patient is sleeping but 
rousable, and when tliere is retrograde amnesia 
for tlie anestlietic and operative e.xperience. If this 
state could be produced without harm to the pa- 



preanesthetic medication 

) ent, there \^'ould be little ground for argument. 

If the hazard is significant, search must be made 
foi duigs with less draMdjacks. Lacking such agents, 
a compromise must be made in tlie desirable pre¬ 
operative condition of the patient, 

Iheie can be no question that the narcotics are 
nncqualcd as analgesics. There is likewise agree¬ 
ment that the narcotics have many undesirable 
side-effects.'’ Tlie data presented show that the inci¬ 
dence of undesirable* side-reactions to the narcotics 
studied are considerable and are greater dian 
those obser\'cd after secobarbital. Tliey also demon¬ 
strate the superiority of narcotics over secobarbital 
in producing drowsiness or sleep in pain-free pa¬ 
tients. Hov'cver, this was associated with a higher 
incidence of apprehension and concern for tlie 
approaching operation than noted wdth the bar¬ 
biturate. Of especial note is the fact that without 
sedatii'es or narcotics, 64% of patients evinced no 
preopcratii'e apprelicnsion. Secobarliital raised this 
to 79%. The routine use of narcotics for preopera¬ 
tive medication, therefore, exposes all patients to 
the hazards of these drugs in an attempt to obtain 
sedaHon in 20% of surgical patients. 

Do preanesthetic narcotics leduce the incidence 
of excitement during induction of anesthesia? 
Cohen and Beecher' concluded that “when utiliz¬ 
ing a given anestlietic agent, there is little diffei’- 
ence in response to tlie various drugs used for 
preanesthetic medication. Tlie patients response 
to the I'arious anesthetic agents, hou'ever, did 
vat)'.” Our e.xperience supports this wew (fig. 2 
and 3), It may be of significance that, when nar¬ 
cotics were administered preoperatively, respiratory 
tract secretions were a minor problem with all 
combinations of anesthetic agents during induction, 
whereas excessive secretions v'ere a common com¬ 
plication with saline solution or secobarbital. It 
would appear that the dose of belladonna should 
be increased if it is to be given alone or in combina¬ 
tion with a barbiturate. 

How does one reconcile the fact that preanes¬ 
thetic narcotics were apparently originally used to 
diminish the incidence and severity of excitement 
during induction of anesthesia and that neither 
Cohen and Beecher nor ourselves have been able 
to substantiate tliis? Preanestlietic medication was 
introduced at tlie time when chloroform and ether 
were the only commonly used anesthetic agents. 

The nitrous oxide-ether sequence had not been 
described, Botli chloroform and ether have a high 
ainblood partition coefficient. Therefore, tliey must 
be present in high concentration for surgical anes¬ 
thesia. As this level is slowly developed, a pro¬ 
longed excitement stage is encountered. Morphine 
minimized excitement by producing sedation and 
apparently by augmenting the anesthetic. Tlie 
hazard of narcotic plus anestlietic appeared less 
than that of a prolonged stormy induction and 
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high anesthetic concentration. Today howevar 
intravenously administered barbiturates usualv 
permit rapid and pleasant induction, and sene 
anestlietic agents are available which have a low 
partition coefficient, and therefore a shorter in 
duction period, men diethyl ether is to be used 
induction of anesthesia is possible witli nitrom 
•oxide, ediylene, cyclopropane, \dnyl ether, or ethv! 
chloride. Because of the rapidity of action of these 
agents, tlie need for additional depressants has 
been minimized. If our studies had been con- 
ducted upon patients to whom etlier or chloroform . 
was to be given for induction as well as mainte¬ 
nance, our results might have been different. 

We did not obtain data in diis study as to 
whether or mot narcotics decrease the concentra¬ 
tion of anesthetic needed to maintain a given plane 
of anesthesia. In another study,® we have advanced 
evidence to suggest tliat inhalant anestlietics may 
alter cell permeability or cell response, so tliat the 
effect of a gii^en blood-stream concentration of 
nonvolatile central nervous system depressant is 
intensified. The observation tliat apnea occurred' 
frequently when narcotics were given prior to- 
cyclopropane or cyclopropane-ether anesdiesia sup¬ 
ports this tliesis,' If narcotics allowed for a lesser 
concentration of anesthetic, one would still have to 
balance tlie advantage of a slightly diminished con¬ 
centration of inhalant anesthetic versus die hazards 
of the opiate. It is of interest to note diat, in 1890, 
Horatio Wood ' e.xpressed an opinion on tliis sub¬ 
ject .when he wrote 

A-priori reasoning would render it probable tlrat anesthesia 
would be more easily produced and would be more prolonged 
in the semi-narcotized patient tlian in tlie normal indin'duai, 
and clinical experience has confirmed this. But in tiie pro¬ 
longation of anesthesia would seem to lurk a danger, Cer¬ 
tainly, it is but natural to suppose that an anesthetic accidwt 
occurring in a person who is under tlie influence not onl) or 
a volatile and easily dissipated poison, but also of a non¬ 
volatile and comparatively permanent poison would be at 
more serious tlian if the failure of respiration and or 
tion were tlie outcome of an agent wliich could rapidl) ^ 
removed. Several surgeons have shown that this reasonin, 
is not devoid of practical support and a number or casa 
have been published in which very' serious synipton'Si 
even death, have occurred during the mixed narcotism. 

In view of the line of reasoning taken by 
secobarbital offers a certain advantage over 
narcotics in its brewty of action. Narcotics coating 
to exert an influence for many hours/ 'tvhereas ' 
barbiturate injected intramuscularly ’ 

effect in about two hours. This is an advan ‘a 

should difficulty arise, 

Patients who have had narcotics take longw 
recover from anesthesia (fig. 4), an 
that agrees vdtli those of early investigators. 
are advantages of early awakening, sue 1 
rapid return of protective reflexes uath less < 
of respiratory obstruction or aspiration of vo 
and tlie need for less close postanestlie ic 
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- vision. These are important considerations in the 
' absence of recovery rooms or where nursing per¬ 
sonnel is at a premium. Tliere are also disadvan¬ 
tages to rapid awakening, such as the earlier 

' perception of pain and greater discomfort for tlie 
patient in the immediate postanesdietic period 

■ (fig. 5). Restlessness and complaints of pain were 

■ more common in patients given barbiturates or 
saline solution.® However, only one patient in five 

' who received saline solution complained of pain 
in the recor’erj' room, rs'hereas one of seven who 
had had narcotie complained of pain. 

^^^lat are some of the criteria by which an anes- 
; tlietist chooses preanesthetic sedatives or narcotics? 

■ One of tire more obvious is the age and physical 
• status of the patient. Elderly, sedentary', and 

chronically or acutely ill patients should receive 
narcotics uncommonly. One need be less concerned 
about the healthy and robust because of their 
wide margin of tolerance. Excitable, nenmus, and 
apprehensive patients require more sedation than 
do those who are calm and philosophical. In this 
.. regard, the anesthetist should never underestimate 
, the r'alue of tlie preanesthetic risit and discussion 
with the patient. Tlie establishment of rapport and 
confidence ivill do more to allay fears and produce 
calmness than any amount of narcotics or bar¬ 
biturates, and it is far safer for the patient. 

A second criterion is the anesthetic technique the 
anesthetist will use. If potent general anesthetics 
such as cyclopropane or etlier are contemplated, 
narcotics are not necessar)^ If a less potent com¬ 
bination such as an intravenously administered 
barbiturate and nitrous oxide is planned, narcotics 
are also unnecessary if the proposed operation will 
not be associated witli great pain, nor relaxation 
be needed. However, in extensive operations asso¬ 
ciated unth considerable dissection and need for 
' relaxation, narcotics ivill probably be needed. 

Surgeons often unwittingly commit tlie anes¬ 
thetist to drugs and procedures that are not in the 
best interest of the patient. Thus promises are made 
, that a patient wall be oblivious of his trip to the 
operating room or that he uill have no pain post- 
operatively. A surgeon may insist unnecessarily 
upon the use of the electrocautery during an opera- 
, tion. The latter forces the anesthetist to use a non- 
e.xplosive technique usually calling for increased 

- narcotic preanesthetic medication or supplementa- 
-i tion of a thiopental-nitrous o.xide relaxant anes- 

thesia with narcotics given intravenously. Tlie 
dangers of this combination in certain patients may 
outweigh any possible advantages of reduced blood 
^ loss or operating time. 

. Each patient must be considered indh’idualh' 
and each anesthetic and operation must be viewed 
; objectively. Preoperative medication should be 
tailored to meet the needs of tlie patient and his 
operation. Witli the anesthetic agents and tech¬ 


niques available today, there is no place for “routine 
preanesthetic medication.” Our continued study of 
this problem has led us to believe tliat tlie optimum 
condition of patients brought to the operating room 
is awake and alert, yet free of apprehension. It is 
safest this way. The data presented suggest tliat the 
continued routine use of narcotics for preanestlietic 
medication is unwose and unwarranted. We do not 
advocate abandoning preanesthetic use of narcotics, 
but we do believe diey should only be ordered 
with a specific objective in mind and witli an aware¬ 
ness of the hazards inherent in tlieir use. 

Summary 

Data obtained in a blind study of morphine, 
meperidine, alphaprodine, secobarbital, and saline 
solution as preanesthetic medicaments in 1,400 
surgical patients show'ed that secobarbital led to a 
higher proportion of calm, carefree, I’et alert pa¬ 
tients than did tlie narcotics. Tlie latter drugs pro¬ 
duced more drow'sy or sleeping patients but also 
a higher incidence of apprehension than did 
secobarbital. Undesirable side-effects were seen 
more often after preanestlietic narcotics than wntli' 
secobarbital. Tliere w'as little difference in the in¬ 
fluence of tlie various preanesthetic drugs upon 
satisfactory' induction of anesthesia w'ith any given 
anestlietic agent. How'ever, tlie complications of 
the induction period did vary' according to the 
preanesthetic drug and the anesthetic agent. 

Preanesthetic drugs did not appear to influence 
the maintenance of anesthesia, except that respira¬ 
tory' depression w'as more common if a preanes¬ 
thetic narcotic had been given. When narcotics had 
been given preoperativeh', the patient remained 
narcotized longer after anesthesia than did tliose 
w'ho received secobarbital or saline solution, but 
they did not complain of pain as often nor appear 
as restless as did the latter groups. Tliese data are 
significant in tlie clinical practice of anestliesia. 

3400 Spnice St. (4) (Dr. Eckenlioif). 

The alphaprodine used in this study was supplied as 
Nisenbl by Hoffman-La Roche, Inc., Nutley, X. J., who also 
supplied the morphine. The secobarbital was supplied as 
Seconal by Eli Lilly & Company, Indianapolis. 
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SIGNIFICANCE OF FATAL PULMONARY EMBOLISM IN IMMEDIATE 

POSTOPERATTV^E PERIOD 


Marion C. Anderson, M.D. 

and 

Thomas W. Shields, M.D., Chicago 


Fata] pulmonary embolism continues to tlireaten 
the convalescence of both medical and surgical pa¬ 
tients. Few subjects have prompted more intensive 
investigation, yet little encouragement is provided 
by statistical studies, which sliow a rather constant 
incidence over the past 50 years.' Certainly, prog¬ 
ress has been made in tlie management of throm¬ 
boembolism, and especially in the treatment of 
acute phlebitis and its complications. Unfortunate- 
])', howe\'er, fatal pulmonary embolism frequently 
originates from an asymptomatic e.xtremity, and its 
occurrence is the first manifestation of an under- 
])'ing phlebotlirombosis. 

Because of die problems encountered in diag¬ 
nosis of phlebotlirombosis and the lack of a satis¬ 
factory treatment once massive embolism has 0C7 
curred, attention is directed toward the prevention 
of thrombosis. Predisposing factors, including ad¬ 
vanced age, limitation of activity, obesity, hypo- 
proteinemia, anemia, dehydration, and the presence 
of cancer, have been implicated. Aldiough correc¬ 
tion of such abnormalities is recognized as exHeme- 
ly important, it is not always obtainable, and to date 
preventive measures have not eliminated sudden 
unexpected fatal pulmonary embolism in tlie post- 
surgical patient. • 

The recent occurrence of four cases of fatal pul- 
monaiy embolism in the immediate postoperative 
period stimulated our interest in die problem. Not 
only did it appear worthwhile to investigate this 
relatively unusual event and its significance in the 
entire problem of postoperative diromboembolism, 
but also it provided an opportunity to review the 


Allen B. Kanavel Fellow in Surgeiy, Passavnnt Memorial HospitM 
and ' Northwestern University Medical School (Dr. Anderson); and 
AifpndinL' Surgeon. Passavant Memorial Hospit.al, and Associate m 
Surgery, ^Northwestern University Medical School (Dr. Shields). 


Factors that might predispose a pofienf fo 
fatal postoperative pulmonary embolism were 
sought in a study of 943 autopsy records 
representing 10 years of hospital experience. 
Pulmonary embolism was demonstrated in 
118 cases and considered to be the primary 
cause of death in 49. In 22 cases fatal pul¬ 
monary embolism followed a major opera¬ 
tion. Four of these 22 deaths occurred dur¬ 
ing the first 24-hour period after surgery. 
Fever and tachycardia were present pre- 
operatively in five of six patients who died 
within the first 72 hours after operation. Al¬ 
most one-half of the postoperative group were 
limited in physical activity prior to surgery. 
These findings suggest that an underlying 
thrombotic process may have been present 
at the time of operation. Thus, preventive 
measures routinely employed after surgery 
would appear fo be equally important during 
the preoperative period. 


general subject of pulmonary em^lism at Fa^^' 
vant Memorial Hospital for the past 10-year peno ^ 
A total of 943 autopsies of adults were perronne 
between July 1, 1947} and June SO, 1957, 
monary embolism was demonstrated in 1 J” 
stances (12.5%). In 49 patients (5.2%) efflWis® 
was considered to be the primary cause 01 ^ ' 
and of diis group 22 died after an operation, a 
ing the same period, 26,688 major surgical pr 
dures were performed; this gives a postopera 
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incidence of 0.082%. The remaining 27 deaths di¬ 
rectly attributable to pulmonar\' embolism occurred 
either in patients on the medical ser^aces or in pa¬ 
tients with surgical problems treated by nonopera¬ 
tive measures. In 69 patients tlie embolism was 
associated with another, more significant cause of 
death. 

Fatal Postoperative Embolism 

In the 22 cases of postoperative fatal pulmonarj' 
embolism rewewed, the ages of the patients ranged 
from 26 to 81, witli an average of 55 years. There 
were 12 females and 10 males. The primary' disease, 
as well as the type of surgical tlierapy and associ¬ 
ated complicating factors, are tabulated in the 
table. Nine patients died after neurosurgical pro¬ 
cedures, sLv after colon surgery, and three after 
gynecologic operations. Also, fatal embolism fol¬ 
lowed a jejunostomy and splenectomy, an esopha- 
gogastrectomy, an open reduction of a fracture, 
and a thjToidectomy. One-half of the patients suf¬ 
fered from some form of cancer. In 15 instances tlie 
postoperative course was complicated. Four pa¬ 
tients developed postoperative infections and seven 
were limited in activity as a result of either hemi- 
paresis or a semicomatose or comatose state. A 
wound disruption, a postoperative abdominal hem¬ 
orrhage, and a decubitus ulcer accounted for three 
comphcations. In the remaining patient, though no 
specific complication could be defined, the post¬ 
operative course was stormy, with recurrent bouts 
of nausea, vomiting, and weakness, which limited 
ambulation. Only seven patients appeared to be 
recovering iri a normal manner. 

Activity preceding surgery was considered good 
in only 12 patients. The remainder were limited 
either because of their illness or the restrictions of 
hospitalization. Acti\aty after operation was con¬ 
sidered adequate when tlie patient was ambulator)^ 
by the third postoperative day; prior to tliis time, 
eare was taken to encourage deep breathing as well 
as active arid passive e.xercises of the lower e.xtremi- 
ties. Only six patients achieved these criteria; the 
remainder were limited to lesser degrees of actiidty. 

'Twelve patients had intravenous infusions during 
or after operation in one or both lower extremities, 
and seven developed evidence of phlebitis in the 
leg used for infusion. Embolism was preceded by 
phlebitis in a total of 10 patients. It is important to 
note that in over one-half of the group fatal embo¬ 
lism was the first eiadence of thromboembolic dis¬ 
ease. 

Low-grade elevations in temperature (99 to 
100 F [37.2 to 37.8 C]) and pulse (80 to 100 beats 
per minute) were noted preoperatively in 12 in¬ 
stances. Similar findings were obserx^ed in all but 
one patient after operation. In five of six patients 
who died within tlie first 72 hours, low-grade fever 
and tachycardia were present prior to surgerj'. 


The symptoms' and physical findings associated 
wuth fatal pulmonar>' embolism, in order of fre¬ 
quency, were as follows: tachycardia in 22 patients, 
cyanosis in 16, dyspnea in 14, tachypnea in 9, dia¬ 
phoresis in 5, hypotension in 5, cough in 2, rales 
in 2, hemoptysis in 1, and pain in 1. Thus we see • 
that, in addition to the expected tachycardia and 
either tachypnea or dyspnea, cyanosis was a re¬ 
markably frequent finding. Diaphoresis and hj^po- 
tension were noted less often, while cough, hemop- 
ty'sis, rales, and pain occurred only occasionally. 

Data on Fatal Postoperative Pulmonary Embolism in 
Twenty-two Patients 

Case 


No. 

Primary Disease 

Operation 

Complications 

1 

Leiomyoma, esophagus 

Esophagectomy with 
e«ophago- 
gastrostomy 

Peritonitis, 

empyema 

2 

Uterine fibromas 

Complete abdominal 
hysterectomy 

None 

3 

Ruptured ovarian cyst 

Salpingo- 

oophorectoray 

Reoperatlon 
for intra- 
abdominal 
bleeding 

A 

Recurrent cystourethro- 
cele: functional uterine 
bleeding 

Complete abdominal 
hysterectomy; 
repair cysto- 
urethrocele 

None 

5 

Astrocytoma 

Craniotomy 

None 

C 

Carcinoma (sigmoid) 

Sigmoid resection, 
colostomy, distal 
stump left in situ 

Pelvic abscess 


Carcinoma (esophagus) 

Jejunostomy, 

splenectomy 

Wound 

dehiscence 

8 

Fracture (patella) 

Open reduction, wire 
fixation (patella) 

None 

9 

Carcinoma (rectosig¬ 
moid) with perforation 
and peritonitis: peri¬ 
appendiceal absce«5 

Drainage (peri¬ 
appendiceal abscess) 

Peritonitis 

10 

31eniogioma 

Craniotomy 

Coma 

11 

Glioblastoma multi- 
forme 

Craniotomy 

Decubitus 

12 

Trigeminal neuralgia 

Trigeminal 

neurectomy 

Coma 

13 

Perforated sigmoid 
diverticulitis 

Transverse colostomy 

Intestinal 

obstruction, 

peritonitis 

14 

Recurrent astrocytoma 

Craniotomy 

Hemiparesi^ 

15 

Glioblastoma multi- 
forme 

Craniotomy 

Hemiparesis 

16 

Meningioma 

Craniotomy 

Coma 

17 

Carcinoma (ascending 
colon) 

Right hemicolectomy 

None 

IS 

Astroblastoma 

Craniotomy 

Pneumonia, 

stupor 

19 

Suspect intracranial 
tumor 

Craniotomy 

Hemiparesis, 

coma 

20 

Thyroid cyst (sub- 
sternal) 

Thyroidectomy 

None 

21 

Carcinoma (prostate) 
with widespread 
disease 

Sigmoid colo«toray 

None 

«v» 

Carcinoma (sigmoid) 

Abdominoperineal 

resection 

Poor response 
po«t- 

operatively 


The time interval behveen operation and the on¬ 
set of fatal pulmonarx' embolism varied from 41^ 
hours to 60 days. The average time was 19 days. 
Seven patients developed a fatal embolism before 
the seventh postoperative day, while 4 embolisms 
occurred during the second week and 11 in tlie 
period that followed. 

Tlie exact sunival from onset of svTnpfoms until 
death is difficult to define. Several paUents had 
severe respirator}' distress for considerable periods 
of time prior to death, while others died almost 
instantaneously. Twelve patients died within the 
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filst liour of symplonis. The remainder lived for in¬ 
tervals of 1 hour to 11 clays after the initial symir- 
toms attributable to embolism became apparent. 

Fatal Pulmonary Embolism in Immediate 
Postoperative Period 

Four patients died as a result of pulmonary em¬ 
bolism in the first 24 hours following a major sur¬ 
gical procedure. This is a relatively infrequent 
event, though isolated instances have been re¬ 
ported.' A brief clinical summary of each case fol¬ 
lows. 

Report of Cases 

Case 1.—An SO-ycar-oUl female was hospitalized on June 
16, 1956, for evaluation of an episode of rectal bleeding. 
The remainder of the history was negati\'c, e.vccpt for perni¬ 
cious anemia, which was controlled by medical manage¬ 
ment. Phy.s'ical examination was unrcmarhablc, except for 
mild hypertension and tlic presence of gross blood on rectal 
examination. Laboratory studies revealed an admission 
hemoglobin level of 8.8 Gin. per 100 cc., a hematocrit 
of 2S'ir, and a sediinenlalion rate of 15 mm. per hour 
(Wintrobe). A barium enema demonstrated an annular le.sion 
in the ascending colon. 

During the 14-day period of liospitalization before opera¬ 
tion, daily low-grade elevations of temperature (99.4 to 
100 F [37.4 to 37.8 C]) and pulse (SO to 90) were noted, 
c.xccpt during the last four days prior to surgery, when the 
temperature was normal. Her activity was limited during 
the entire preoperatis'o iieriod. 

After adequate preparation a hcinicolectoiny was per- 
fonned on June 30, 1956, to remove an adenocarcinoma of 
the a.scending colon. Except for a short period of hypoten¬ 
sion which occurred initially, the operative procedure was 
uneventful. The operation was completed in less than three 
liours, and in the immediate postopcrati\'e period the patient 
responded well. Three hours after siirgcr)’, the blood pres¬ 
sure was 160/90 mm, Hg, the pulse rate was 88, and she was 
conscious. Five hours after the operation she developed 
severe diaphoresis and within 15 minutes became dyspneic 
and cj'anotic. Symptomatic tre.itment was given witlioul 
benefit, and .she died 6 hours and 45 minutes after complc- 
ion of the procedure. 

Autopsy revealed an embolus lodged in the main pulmo- 
nar>' arter}' and c.xtcnding into tlic left branch. The lungs 
were hypercmic and congested. Due to the size of tixe 
embolus tlie source was believed to be one of the largo veins 
of the lower extremities. 

The combination of advanced age and cancer 
plus the restriction of normal activity imposed by 
hospitalization were sU'ong predisposing factors for 
thrombus formation. Tlie preoperative low-grade 
fever and tachycardia were interpreted as resulting 
from infection in and around the tumor but may 
have originated, at least in part, from a low-grade 
phlebitic process. Tlte hypotension at the time of 
operation, though of short duration, may have con¬ 
tributed to the formation of a fresh piopagating 
thrombus. 

Case 2.-A 65-year-oId female was hospitalized on Dee. 
16, 1956, for evaluation and treatment of a cervical in^s 
that produced symptoms of pressure in the throat and diffi¬ 
cult in breathing. The patient had also noticed a change m 
voice during the preceding six months. Physical examination 
was normal, except for a palpable left cervical mass, which 
moved on swallowing. Laboratory studies were within 
normal limits. Roentgenograms of tlie chest revealed dela¬ 
tion of the trachea to the right and, in addition, an area of 
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increased density in the middle lobe. After nDnmr-, 
studies and institution of therapy, the patient S 
charged.. She was readmitted on Dec. 26 1956 v 
time che^ x-rays showed disappearance of the middle bU 
density. During the preoperative hospital stay, acliyil J 
curtailed below normal, and on several occasions a low-nA 
fever was noted. • 

On Jan. 3, 1957, bronchoscopy under general anesthesia 
revea ed normal vocal cords and tracheobronchial tree On 
completion of bronchoscopy, a left thyroid lobectomy'was 
performed without difficulty. Postoperafively she responded 
well, and the vital signs were stable. Four hours and -’O 
minutes after completion of the operation she suddenly did 
witlioiit cyanosis or other respiratory distress preceding, 

Autop.sy rci'ealed an antemortem clot straddling the hi- 
furcation of the left and riglit pulmonary arteries. The 
lungs were edematous and hyperemic. The ovarian veins 
contained thrombi, and the iliac veins were patent; how¬ 
ever, the size and length of the thrombus indicated origina¬ 
tion from a large leg vein. ' 

Here, again, an older individual was restricted to 
a lex'el of activity below normal prior to siirger)'. 
The low-grade fever may have originated from 
the thrombotic process, wliich eventually prov'ed 
fatal. 

Case 3.—A 66-year-old male was hospitalized on .March 
10, 1957, in a confu.sed state, with a history of hcmatima, 
fcc,al incontinence, and melena for a period of one month. 
Examination at the time of admission revealed abdominal 
distention, with multiple liard masses in the right upper 
quadrant, epigastrium, and left lower quadrant. The admis¬ 
sion diagnosis was probable carcinoma of the colon, with 
invasion of the bladder, and abdominal carcinomatosis. 
Laboratory studies were normal, except for the findings of 
15 to 30 white blood ceils in tlie urine and 1-f albuminuria. 
Tlie Jiemoglobin les'cl ss'as 14.3 Gm. per 100 cc., hematocrit 
445h, and sedimentation rate 19 mm. per hour. 

For the week preceding operation tliere was* a low-grade 
elevation of temperature (99.6 F [37.6 Cj) and pulse (80 to 
96 beats per minute) each day. Because of tiie degree of 
dchilitj' and confusion, activity was extremely limited pr^ 
operatis’d)'. ^ 

On March 18, 1957, a colostomy was performed to relieve 
a colonic obstruction. Exploration revealed abdominal car¬ 
cinomatosis, which included large masses in tlie liver and 
urinary bladder. During tlie operation 500 cc. of whole blood 
was given, and the blood pressure was stable tluoughout. 
Nineteen hours after completion of tlie operation the ptien 
suddenly became cyanotic, ss'itli profuse diaphoresis an 
liypotension. Despite symptomatic treatment lie died. 

Autopsy demonstrated the primary tumor 
from the prostate. There u'as an embolus straucllmg w 
pulmonary artery bifurcation, and the kings were conges “ 
and hypejiemic. There were metastatic nodules over 
pleural surfaces of botli kings. Here, again, the size o 
embolus suggested die large veins of the legs as t le soi 

Age, presence of carcinomatosis, and restriction 
of activity all predisposed this patient to thronibosij 
and later to the massive embolism. 
tacbj^’cardia suggest a lov'-grade inflainnia , 
process, such as phlebitis. 

Case A.—A 46-year-old male was hospitalized 
15, 1954, for treatment of a trigeminal 
right, which began 18 niondis prior to 
physical examination, and routine kaborator)' s , 

normal except for a mild hypertension (16 / 

On March 17, 1954, trigeminal neurectomy ,, ^ 
but was discontinued when die blood pressn 
cipitously. During the hypotensive episode, tlic p 
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came unresponsive. The blood pressure stabilized rapidly 
and remained stable during the immediate postoperative 
period. 

During tile first 24 hours after surgerj' he remained un¬ 
responsive but thereafter began to improve rapidly. Electro¬ 
cardiograms revealed no diagnostic abnormality. During the 
ne\t 10 days actiwty was limited by a residual weakness of 
the left side. After surgery' there was a low-grade fever 
(99 to 100 F [37.2 to 37.8 C]) and tachycardia (80 to 90 
beats per minute) for tliree days, after which he was 
afebrile. Serial electrocardiograms revealed no change dur¬ 
ing this period. 

The patient continued to experience severe facial pain, 
and for this reason a right trigeminal neurectomy was carried 
out, \rith the patient under local anesthesia, on March 29, 
1954. On completion of the procedure he was alert, and xrital 
signs remained stable. 

One hour after returning to his room he again became 
um-esponsive, and marked rigidity was noted over the right 
side of the body'. His blood pressure was 120/80 mm. Hg, 
and slight cynanosis was noted. Improvement followed ad¬ 
ministration of oxygen and tracheal aspiration. Six hours 
after surgery he appeared more responsive, and the rigidity 
disappeared. Deep tendon reflexes were equal bilaterally. 
The blood pressure was stabilized at 150/90 mm. Hg, and 
the cyanosis had disappeared. 

He died suddenly 13 hours after completion of tlie pro¬ 
cedure. Immediately preceding death there had been no 
significant change in findings. 

Autopsy revealed an antemortem clot occluding the left 
pulmonary' artery', and the left limg was filled with blood. 
An additional finding was a recent area of myocardial in¬ 
farction localized in the interx’entricular septum. An inci¬ 
dental finding was a small carcinoma of the prostate. 

The limitation of activity following the first op¬ 
eration may well have been a predisposing factor 
to thrombus formation. The transient hj-potension 
during the first procedure probably coincided wdth 
the myocardial infarction; however, rapid stabiliza¬ 
tion of vital signs and the lack of electrocardio¬ 
graphic changes gave little reason to suspect this 
chnicaUy. 

Comment 

Pulmonarj' embolism was demonstrated in 118 
(12.5%) of 943 autopsies of adults, and embolism 
was considered to be directly responsible for death 
in 5.2% of the cases. McCartney ^ found an inci¬ 
dence of embohsm of 10% in 25,771 autopsies; how¬ 
ever, fatal embolism accounted for only 2.67% of 
tile deaths. This compares elosely xx’itli the collec¬ 
tive study of Bailey,who found the incidence of 
fatal embolism in 80,802 autopsies to be 2.6%. The 
disparity between our results and those of others 
probably arises from the difference in size of the 
series studied. 

Of 118 cases of pulmonary embolism reviewed, 
96 occurred either in medical patients or in surgical 
patients in whom no operation was performed. 
Twenty-sex'en deaths in this group were considered 
directly attributable to the embolism. In 17 in¬ 
stances embohsm was associated witli cardiov'ascu- 
lar disease. Nine patients had some form of cancer, 
and in one patient debility followed a severe rheu¬ 
matoid arthritis. In 69 patients the embolism was 
considered sublethal; the primary cause of death 
was cardiox'ascular disease in 51, cancer in 13, renal 


disease in 3, and cirrhosis and an undefined anemia 
in one case each. The importance of pulmonaiy' 
embohsm in medical patients has been emphasized 
by Carlotti and associates."* They ohserv'ed that 
more than 50% of all pulmonary' emboh occurred 
on the medical serx'ices during a period xx'hen there 
yy'ere twice as many surgical as medical admissions. 
Embohsm was associated xvith heart disease in 66% 
of these patients. 

In this series postoperatix'e fatal pulmonary' em¬ 
bolism yy'as prox'ed by autopsy in 22 patients dur¬ 
ing a period when 26,688 major operations xvere 
performed. This incidence (0.082%) is comparable 
to that found by Wilson ® (0.08%) but considerably 
lower than the ax'erage of many collected series. 
Bailey found an average incidence of 0.2.3% in 
462,381 operations and others hax'e reported similar 
results.® DeBakey *'* emphasized the importance of 
an “irregular yy'ax'e-like periodicity'” that produces 
yy'ide fluctuations of incidence. Another factor that 
probably contributes to our loxver incidence is the 
inclusion of only those cases proved by autopsy 
examination. We feel justified in excluding cases in 
which tlie diagnosis of fatal embohsm yvas based 
on clinical impression alone. 

It is important to differentiate, in any sudden 
postoperative cardiopuhnonaiy' comphcation, be- 
txx'een myocardial infarction and massive pulmo¬ 
nary' embohsm, since treatinent of the txx'o condi¬ 
tions is considerably different. MTiile tachycardia, 
dyspnea, diaphoresis, and h>'potension may be 
prominent findings in either instance, cyanosis is 
not commonly obserx'ed in myocardial infarcHon 
unless cardiac failure is associated. Si.xteen of tire 
22 patients in this study xvere cyanotic prior to 
death. Poltz' has also emphasized tliis important 
differential point. Chest pain xx'as not common in 
our series; how'ex'er, others hax'e described the pain 
of massive embohsm as indistinguishable from that 
of myocardial infarction.® 

The relationship in this study between fatal pul¬ 
monary' embohsm and such factors as age, sex, 
types of operations performed, timing between op¬ 
eration and death, and timing hetxx'een onset of 
sx’mptoms and death are in general comparable to 
tliose obserx'ed by others.” 

Sex'eral factors are xvortliy of fm-tlier considera¬ 
tion: 1. Four of the 22 deaths occurred during the 
first 24-hour period folloxx'ing operah'on. 2. In al¬ 
most one-half of tire patients actix-ity xx'as restricted 
prior to operation. 3. Loxv-grade fex-er and taclij-- 
cardia xvere present preoperatively in fix'e of six 
patients xvho died xx'itliin the first 72 hours after 
operation. 

Tliese findings suggest tliat an underlxrng throm¬ 
botic process xx-as present at the time of surgery'. 
The possibihty that tlnombosis may exist in pa¬ 
tients referred for surgery' after a period of pre- 
operatix-e ex'aluation or conserx-atix-e care is an 
important and often httle-considered potenb’ahty. 
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Hunter found that 50% of patients autopsied 
who had died after variable periods of confinement 
to bed had deep vein thrombosis. Of all factors 
etiologically significant in thromboembolism, no 
other appears more significant than the limitation 
of normal activity imposed either by the patients 
disease or b)^ the restrictions of hospitalization. 
Such restriction, though often relative, may result 
in a reduction of venous flow, which doubtless 
forms the broad base upon which all thrombo¬ 
embolic phenomena are dependent. 

TJie preoperative evaluation of all surgical can¬ 
didates should include a careful study of factors 
that might predispose to potential or actual throm¬ 
botic disease, such as advanced age, cancer, obes¬ 
ity, infections, heart disease, dehydration, anemia, 
or a history of previous thromboembolic disease. 
A normal level of acti%ity should be resumed 2?rior 
to any eleetive surgical jjroccdure. Tlie importance 
of correcting abnonnal jDhysiological states, includ¬ 
ing anemia and dehydration, and tlie use of appro- 
X^riate measures to facilitate venous return from 
the lower extremities, hardly need be mentioned. 
The use of intravenous infusions in tlie lower e.x- 
tremities of patients who may be limited in actiwty 
postoperatively should be condemned. 

It is our opinion that the inability to conti'ol post- 
oxDerative pulmonarj' embolism by early ambula¬ 
tion and other therai^eutic measures may rejiresent 
failure to recognize the presence of a tlirombotic 
process preceding the surgical [procedure. Indeed, 
it is possible tliat some individuals with a low- 
grade phlebitis before operation may form a fresh, 
poorly adherent, propagating thrombus during tlie 
operation if the venous return from the louder ex¬ 
tremities is reduced significantly. In the immediate 
^postoperative period choking, vomiting, straining 
hen recovering from anesthesia, or activities asso- 

ted witli early ambulation may iiroduce sudden 
changes in venous flow that could readily dislodge 
a loosely adherent clot and result in a fatal jiul- 
monary embolism. Institution of measures to pre¬ 
vent incipient thrombosis in the preoperative period 
would then seem to be of equal importance to 
those routinely recommended during the postopera¬ 
tive period. 

Summaiy 

During the past 10-year period pulmonary em¬ 
bolism was demonstrated in 118 of 943 autopsies 
of adults (12.5%). Fatal pulmonary embolism oc¬ 
curred in 22 patients postoperatively. In die same 
time interval 26,688 major operations were per¬ 
formed; this resulted in an incidence of 0.082%. 
Four of the 22 postsurgical patients died during 
the first 24 hours following operation. In each in¬ 
stance a low-grade fever and tachycardia was as¬ 
sociated with reduced levels of physical activity 
imposed by at least one week of hospitalization 

before surgery. 


The combination of restricted activity, fever an<i 
tachycardia prior to operation and a sudden fatal 
embolism in the immediate postoperative period 
strongly suggests the presence of thrombosis prior 
to the time of surgery. It is difiicult to establish 
with certainty the frequency of thrombosis prior 
to operations; however, in the case of all patients 
restricted to levels of activity below normal there 
should be a high degree of suspicion. ' 

It is possible that many fatal pulmonary emboli 
originate from a low-grade phlebothrombosis that 
begins before operation. In those instances pre- 
operative prophylaxis is of equal importance to 
pre\mntive measures instituted in the postoperative 
period. 

303 E. Chicago Ave. (Dr. Anderson). 

References 


1. (fl) Allen, E. V.; Barker, N. W.; and Hines, E. A., Jr., 
with Associates in Mayo Clinic and Mayo Foundation: 
Peripheral Vascular Diseases, Philadelphia, W. B. Saunders 
Company, 1955, pp. 488-545. (h) Bailey, IV. A.: Ovarian 
Vein Plilehothroinbosis and Fatal Pulmonary Embolism, 
Ann. Surg. lR2:986-993 (Nov.) 1950. (c) Bauer, G.: 
Tliroinhosis, Early Diagnosis and Abortive Treatment niih 
Heparin, Lancet 1:447-454 (March 30) 1946. (d) DeBakey, 
M. E.: Collective Review: Critical Evaluation of Problem 
of Tlirotnboembolisin (John Chalmers DaCosta Oration), 
Internat. Abstr. Surg. {>11:1-27, 1954, in Surg. Gynec. & 
Obst. (Jan,) 1954. 

2. (a) Dodd, H., and Cockett, F. B.; Pathology and 
Surgery of Veins of Lower Limb, Edinburgh, E, k S. Li«’ng- 
stone. Ltd., 1956, pp. 295-327. (b) Eamns, J. A., and Boiler, 
R. J.; Prevention of Postoperab’ve Pulmonary Embolism: 
Analysis of 52 Fatal Cases in Si.\‘ Years, New England J. 
Med. 2»«:392-397 (March 13) 1947. (c) Lam, C. R.,and 
Hooker, D. H.: Pulmonary Embolism: Statistical Study, 
with Particular Reference to Value of Certain Preventive 
Measures, Ann. Surg. 123:221-228 (Feb.) 1946. 

3. McCartney, J. S.: Postoperative Pulmonary Embolism, 
Surgery 17:191-206 (Feb.) 1945. 

4. Carlotti, J.; Plardy, I. B., Jr.; Linton, R. B,; 
White, P. D.: Pulmonary Embolism, in Medical Patients; 
Comparison of Incidence Diagnosis and Effect of Treatment 
in 273 Cases at Massachusetts General Hospital in Two 
Five-Year Periods (1937 to 1940 and 1941 to 1945 n 
elusive), J. A. M. A. 134:1447-1452 (Aug. 23) 1947. 

5. Wilson, L. B.: Fatal Postoperative Emboli.sm, Ann. 


Surg. 5«:809-S17 (Dec.) 1912. , 

6. Barker, N. W.; Nygaard, K. K.; Walters, M 
Priestley, J. T.: Statistical Study of Postoperative \enon 
Thrombosis and Pulmonary Embolism: 

Tymes of Operations, Proc. Staff Meet. Mayo Chn. <»• 
773 (Dec. 4) 1940; Statistical Study of Postoperative \eno 
Thrombosis and Pulmonary' Embolism: Predisposing ac 
ibid. l«:l-5 (Jan. 2) 1941. Reference Id. , 

7. Plotz, M.; Coronary Heart Disease: ” L’ 

Myocardial Infarction, New York, Paul B. Hoe er, 
1957, pp. 237-241. ^ - r, 

8. Resnik, W. H., and llarrison, T. R., m ] jAjj' 

and others; Principles of Internal Medicine, Pn* 

the Blakiston Company, 1951, pp. 32-34. p„!,„onan' 

9. Byrne, J. J., and O’Neill, E. E : 

Emboli: Study of 130 Autopsy-Proven Fatal Embo , 

Surg. «3:47-49 (Jan.) 1952. References 2h and c. 

10 . Hunter. W. C., Snerfen. V. Ji*' 

and Snyder, G. A. C.: Thrombosis of Deep Veins 

Its Clinical Significance as Exemplified m 
Autopsies, Arch. Int. Med. 0«:1-17 (July) 194i. 


Vol. 167, No. 4 


427 


POLYNEURinS OCCURRING DURING HYDRALAZINE THERAPY 

REPORT OF •nVO CASES AND DISCUSSION OF ADVTERSE REACTIONS TO HTDRALAZESTE 

Walter M. Kirkendall, M.D. 
and 

Elisabeth B. Page, M.D,, Iowa City 


The snidrome resembling lupus eiythematosus 
is a well-known and dramatic complication of 
hydralazine (Apresoline) hydrochloride therapy.' 
Other potentially troublesome characteristics of 
hydralazine are not so well kmown. For example, 
it is not generally known that hydralazine, like 
isoniazid, can form a stable chelate wdth certain 
trace minerals arid that it is an antienzsnne for 
several biological systems." E.xperience uath two 
patients suggests that hydralazine, like isoniazid, 
may cause peripheral neuritis, possibly by interfer¬ 
ence witli pwidp.xine metabolism. The English- 
language literature on the subject has been re¬ 
viewed, and no report of poKmeuritis occurring 
during therapy with this drug has been found. 
Biehl and Vilter," however, in discussing poly¬ 
neuritis due to isoniazid, suggested tliat hydralazine, 
because of its chemical structure, might also cause 
certain specific vitamin deficiencies in man. 

Report of Cases 

Case 1.—A 62->’ear-oId man was admitted to the Veterans 
Administration Hospital, Iowa City, on June 1, 1954. One 
year prior to admission the patient had noted fatigue and 
evertional dyspnea. Four montlis prior to admission he 
developed severe retro-orbital and occipital headaches, 
nausea, and vomiting. Because of progressive decrease in 
\ision, he consulted an ophthalmologist and was told that 
his blood pressure was “243” mm. Hg. His vision became 
more blurred, and he noted swelling of the ankles and hands. 
These complaints brought him to the hospital. 

His medical histoo' was negative. There was no history of 
diabetes meUitus, and the family history' was negative for 
pertinent disease. For years he had drunk two to three 
bottles of beer per day, and usually one-fifth gallon of 
whiskey each week. Phv'sical e.xamination on admission re¬ 
vealed the patient to be a well-de\'eloped, well-nourished, 
florid-faced man. Blood pressure was 230/140 mm. Hg. 
Funduscopic e.xamination revealed bilateral papilledema. 
Same-shaped hemorrhages, soft and hard e.\udates, rnarked 
narrowing of the arterioles, considerable arteriovenous 
nicking, and early distention of the veins. The left 
border of cardiac dulness was outside the left midclavicular 
line. There was a grade 1 apical .sy.stoh‘c murmur, and tlie 
aortic closure sound was accentuated markedly, but tliere 
was no evidence of cardiac failure. All peripheral pulses 
were palpable. Neurological e.vamination showed reflexes to 
bo equal and physiologic on tire two sides, and tliere was no 
evidence of sensory or motor deficit. His body weight on 
admission was 1.32 lb. (68.9 kg.). After the first week of 
hospitalization, his weight fluctuated between 138 and 144 
lb. (62.6 and 65.3 kg.) tliroughout liis stay. 

Initial laboratory' examinations, including red blood cell 
count, hemoglobin level, sedimentation rate, serologic test 
for syphih's, blood urea nitrogen and creatinine levels. 

From the Medical Service, A'eterans Administration Hospilal, and 
Department of Internal Medicine, State Unis'ersitv- of Iowa, 


Areos of soreness and numbness developed 
in two patients who were being treated for 
hypertension. In one the pain was especially 
severe and accompanied by weakness of cer¬ 
tain muscles; in both patients the neurological 
findings were characteristic of polyneuritis. 
Remission of these symptoms followed prompt¬ 
ly after the use of hydralazine as part of the 
antihypertensive treatment was discontinued. 
The patients had been receiving 700 and 600 
mg. of hydralazine, respectively, per day. 
These dosages are considered rather high, 
and the polyneuritic symptoms have occurred 
only in these two instances among 700 pa¬ 
tients treated with hydralazine during a five- 
year period. A syndrome resembling lupus 
erythematosus has been seen in six instances. 
There was evidence that the two patients here 
discussed were predisposed to polyneuritis by 
a previous low dietary intake of pyridoxine. 
It is recommended that polyneuritis occurring 
under these conditions be treated by discon¬ 
tinuing the hydralazine therapy and admin¬ 
istering pyridoxine. 


plasma carbon dio.xide content, and serum chlorides level, 
were normal. M’hite blood cell count was 12,400 per cubic 
millimeter, with 74^ of the cells mature polymorphonuclear 
leukocytes. Urinalysis revealed 2-f proteinuria, 70-80 
vviiite blood cells, and 11-15 red blood cells per high-power 
field. No urinary glucose was found on a number of exami¬ 
nations. A test for pheochromocytoma with use of phentola- 
mine was negative. On June 23, 1934, the blood urea 
nitrogen level was 33 mg.^, and it remained at about this 
level until Aug. 10, 1954, when it fell to 21 mg.'T. After tliis 
date, the blood urea nitrogen level was consistently normal. 
Phenolsulfonphtlralein e.xcretion in two hours was 66^1. 
Cephalin fiocailation test, total serum protein level, and 
serum albumin and globulin levels were normal. Several 
electrocardiograms revealed left ventricular hypertrophy. 
Four urine cultures revealed no growth. Initial x-ray exam¬ 
ination of the chest revealed left ventricular hypertrophy. 
Intravenous pyelograms showed poor function. Retrograde 
pyelograms revealed findings compatible with changes due 
to chronic pyelonephritis. Cultures made from urine of each 
kidney at diis time were negative for bacteria. Gastric 
analysis was done witliout the use of histamine, and no free 
acid was found. A tubeless gastric analysis,however, was 
positive for free gastric add, and in December, 19.54, a 
duodenal ulcer, apparently new and active, was demon¬ 
strated by upper gastrointestinal .x-ray series. Renal function 
studies performed on Aug. 18, 1954. revealed the glomenilar 
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filtration rate (with luse of iniilin) to be 65 ml. per minute 
per 1.73 sq, m., thd renal plasma flow (with use of .sodium 
para-aminohippurate) 260 ml. per minute per 1.73 sq. m., 
and tl\e filtration fraction 25%. 

The patient was treated initially with a 500-mg. .sodium 
diet, subcutaneously given lie.\amethonium chloride, and 
orally given hydralazine. The dose of hevametlionhim wa.s 
gradually increased from 5 mg. to 40 mg. two times a day. 
Hydralazine doses were slowly raised from an initial dose 
of 10 mg. four times a day to a total daily dose of 700 mg. 
a day (fig. 1). By the 25th hospital day, the blood pressure 


I'A^M-A., May 24,193^ 



Case 2.—A 50-year-old man entered the VA 'n 
owa City, on Aug. 22 1957, because of nuXs at 
feet and weakness and pain of his left foot and W S 

£ h \ gJomemlonepk-fc 

In 1930 he had an upper respiratory infection followed 
one monUr by tlie appearance of dark urine and sweliiSd 
the hands and face. His blood pressure at that time L 
said to have been- 180” mm. Hg. After this episode he ha^ 
protein m his urine for one year with intermittent hematuria 
He had relatively little difficulty from this, and in 1941 he 
passed an Army physical examination and was inducted 
After one year of service the paHent was given a disability 
discharge because of easy fatigability, bilateral costovertchd 
angle tenderness, and repeated episodes of proteinuria. He 
had been seen on a number of occasions at odier VA hos¬ 
pitals from 1946 until his admission for the first time here 
in October, 1954. 

On liis first admis,sion to this hospital the patient had 
blood pressure readings up to 230/140 ram. Hg,.a few 
hemorrhages in the ocular fundi, a blood urea nitrogen level 
of 32 mg.%, and urine containing 2-f protein with 8 to.lO 
red blood cells per liigli-power field and a few narrow 
granular casts. The urinary specific grasity was fixed at 
1.008 to 1.010. 


Fig. 1 (case 1).—Relationship between dnig administration 
and sjauptoms of polyneuritis as estimated from review of 
chart notes. Total dail)' dose of hydralazine was 650 mg. 
from Slst day of hospitalization to 114th da}'. By 169th day 
of ho.spitalization (arrow) all symptoms of polyneuritis had 
disappeared. 

had fallen to 160/110 mm. Hg, and proteinuria, papilledema, 
and many of the fundic c.vudate.s' and hemorrliages had 
di.sappeared. 

On the 83rd hospital day tlic patient began to complain 
of soreness and numbness of the rigiit ankle, and five days 
later soreness and numbness occurred in the same area on 
the left foot. At tliis time a clot test for L. E. cells was 
negative. The area of involvement gradually increased in 
size until there was a hand-sized area of involvement below 
and anterior to tlie c.vternal malleoli on botli lower c.\tremi- 
ties. In botli areas tliere was dccrea.sed perception of pin 
prick and cotton, and tlie patient complained bitterly of 
numbness and pain. Five days after tlio symiptoms appeared, 
tlierapy with 100 mg. of pyridoxine a day by mouth was 
started. Witliin two weeks after tlie institution of tlie 
pyridoxine therapy tlie patient complained less of the 
numbness and tingling of lus feet, and tlie area of involve¬ 
ment began to decrease in size. Nevertheless, shortly after 
tliis, hydralazine was withdrawn because it was tliought to 
be tlie etiological agent. Seven weeks after onset, the area 
of numbness had decreased in size until it was found only 
in a 4-cm. circular area on each foot. Eleven weeks from 
onset, numbness and all s)Tnptoms referable to the neuritis 
had disappeared (fig. 1). A neurological consultant who 
examined the patient during tlie acute phases of tlie illness 
agreed widi the diagnosis of peripheral neuritis. 

Subsequently, tlie patient was treated with tlie alsero.vylon 
fraction of Rauwolfia serpentina (Rauwiloid), the alkavervir 
fraction of Veratrum viride (Veriloid), and he.xametlionium. 
oh Oct. 19, 1954, the hexamethonium was withdrawn and 
therapy widi orally given pentolinium tartrate was begun. 
In December, tlie patient was allowed frequent therapeutic 
leaves, and he was finally discharged from tlie hospital on 
May 20, 1955. He was seen on a follow-up visit on July 20, 
1955 at wliich time he had no evidence of neuritis. He was 
doing' well on a therapeutic program which included 
pentolinium and reserpine. Later, the patient moved to 
another state and contact was lost. Figure 1 shows the 
relationship of diis patient’s symptoms of neuntis to the 
intake of various dmgs. 


During the tlirce years between his first and his most 
recent admission to tin’s liospital, tli^ patient was treated 
irith tlie alscroxylon fraction of Rauwolfia serpentina, 
hydralazine in doses up to 400 mg. a day, pentolinium, and 
mecamylamine h}'drocliloride in varying doses. Tlie patient’s 
blood pressure was maintained usually within ffie levels of 
170 to 190 mm. Hg systolic and 90 to 110 mm, Hg diastolic, 
but lie had considerable difficult}' with drowsiness and lassi¬ 
tude from the Rauwolfia compound and ortliosfatic h)]®- 
tension u'itli the ganglionic blocking agents. Because of 
these symptoms and the difficulty in controlling his blood 
pressure witliin safe • ranges, it was decided to treat him 
U'itli liydralazine alone. On Feb. 1, 1957, hydralaane 
therapy was begun at 100 mg. four times a day, and this 
was increased to 125 mg. four times a day on March 7, 
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Fig. 2 (case 2).-Relationship between 
tion and pain of polyneuritis as estimated by 
anodynes. Biopsy of left gastrocnemius muscle was 
54th day of hospitalization. Patient was discharge 0 
hospital day. 

1957, when he was seen as an outpatient (fig- 2)- 
seen again as on outpatient on June 6,1957, and j J 
1957, at which time the hydralazine dosage was w - 
to 150 mg. four times a day. One month later, on 
1957, tlie patient stated that he noticed to 

ing weakness of liis left foot. Three days later , ^ 

notice pAin in his left leg and foot, and . „,js so 

in his right foot at about tlie same time. • ^tohij 

severe that he was hospitalized in his ^ c ^[,^3 

admission to tliis hospital. There was no ,„is of 

to die leg or spine. He had taken only sma • 
aspirin in addition to the hydralazine since jan. , 
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Altliougl) lie liad imbibed much alcohol prior to 1955, be 
had done little drinlang since that time. He had lost no 
n'eigbt, and he had had no recent infection. He knew of no 
evposure to hea\')' metals, had never had diabetes mellihis 
or sjmptoms of that disease, and had had no skin eruptibns. 

Physical e.vamination on admission revealed a well-de¬ 
veloped, slightly obese man who was in acute pain. He was 
alert and cooperatis'e. The eyes were not remarkable, but 
the ocular fundi revealed grade 2 arteriolar sclerosis with 
moderate arteriovenous nicldng and generahzed attenuation 
of die arterioles. No evudates or hemorrhages were seen. 
The skin was normal. The heart was enlarged on the left 
side, and the second aortic sound was ver>' loud. No mur¬ 
murs were present. The blood pressure ranged between 
240/140 and 210/130 mm. Hg in tlie arms. There iverc 
evcellent femoral pulsations. The abdomen had an incisional 
scar in the right lower quadrant. Neurological examination 
revealed left peroneal palsy with atrophj- and lack of active 
tnob'on in the left tibialis anterior, e.\tensor digitorum 
longus and bresds, and the extensor hallucis longus muscles. 
Bilateral hiperrefieria in the arms and legs and unsustained 
clonus at the ankle were present and had been present on 
prerious admissions. No abnormal refle.xes were noted. There 
was stocking-type hiTpeslhesia to the junction of the upper 
and middle third of the legs bilaterally. No abnormal neuro¬ 
logical findings were noticed in the upper extremities. 

Laboratory studies on admission revealed the white blood 
cell count to be 10,900 per cubic niiUimeter with normal 
distribution of cells. Hemoglobin level was 10.3 Gm.%, as it 
had been on prexious admissions. Urine x’alues were the 
same as on his first admission. The hematocrit was 41 
voLfc, blood urea nitrogen level 40 mg.*^, creatim'ne level 
3.7 mg.%, senim sodium level 130 mEq. per liter, potas¬ 
sium level 4.9 mEq. per hter, chlorides lex-el 111 mEq. per 
liter, and carbon dioxide content 21 niEq. per liter. Serum 
cholesterol lex-el was 218 mg.fc. Se'-eral cultures of tlie 
urine for bacterial groxvth xvere negatix-e, as xvere three 
preparations of the peripheral blood for L. E, cells. Blood 
culture shoxx-ed no growtli. Lumbar puncture shoxved nor¬ 
mal pressures, one cell, and nomial sugar, chlorides, and 
protein levels and gold cuvx'e. A test for urinary copro- 
poiph>-rin xvas negative. Electrocardiogram shoxved signs of 
early left x-entricular hjpertrophy. The chest film rex-ealed 
sfight rounding of the left x-entricxilar border. Blood sugar 
lex-e! xx-as normal. Biopsy of the left gastrocnemius muscle 
rex-ealed only atrophy of the muscle fibers. A retrospectix-e 
diet analysis by the hospital dietician suggested that die 
patient had had a loxx'-normal intake of B-comptex xatamins 
for six months before admission. 

The patient xx-as treated xvith 25 mg. of pj-rido.xine given 
intramuscularly each day from tlie day of admission, and 
12 days after admission daily injections of B-complex xita- 
mins xvere begun. Hydralazine therapy 'X'as continued for 
19 days after entry to this hospital. By the 33rd day’ the 
patient’s pain had decreased considerably in amount, and 
by 40 days after admission there xx-as actix-e motion in some 
of the prex’iously paretic muscles. By- the 62od day- of hos¬ 
pitalization the patient xvas no longer taking any anody-nes 
for leg pain and xvas able to xx-alk xx-itb a fairly normal gait. 
At tliis time a strength-duration cun-e of tlie left tibialis 
anterior muscle was abnormal, but it became nonnal by the 
75th day of hospitalization (fig. 3). His blood pressure 
clex-alions were moderated first xx-ith interrupted courses of 
therapy witli chlorothiazide, but xx-hen his blood urea nitro¬ 
gen lex-el rose during this therapy- (to 82 mg. per 100 ml.), 
chlorotliiazide xx-as xx-itlidraxx-n. Ex-entuall;-, he u-as treated 
x'ith rcserpine alone. His arterial blood pressure xalues 
stabilized in tlie range of 160/10.5 mm. Hg, and he left the 
hospital on the 83rd day- after admission, tt'hen last seen 
on Jan. 16, 1938, the patients neuritis xvas remarkably Un¬ 
proved and he had only a minor degree of paresis in Ills 
extensor digitorum brevis muscle and some residual numb¬ 
ness of the toes of liis right foot. 


Comment 

Schroeder has discussed recently the metabolism 
of hydralazine in detail.' He states that the drug, 
besides being a chelating agent, is a carbonyl 
reagent and forms easily dissociable complexes writh 
sulfhydrjd groups on cystine, gluthathione, 2, 
.3-dtmercaptopropanol, and other simple mercap- 
tans. It is an antienzyme for several systems, in¬ 
cluding knoxxTi or suspected pj-rido-val enzymes, 
such as DOPA carboxj'lase and histaminase. Al¬ 
though hydralazine does seem to interfere yvith 
conversion of p\Tidoxal to its metabolite 4-pyTidoxic 
acid, it is not knoyy-n whether it causes clinical de¬ 
ficiency of y-itamin Bg to develop. Isoniazid, chem¬ 
ically similar to hydralazine, promotes the excretion 
of a pyridoxal-isoniazid complex in the urine of 
patients taking the drug. MTien isoniazid is giy-en 
in large doses to nonalcoholic tuberculous patients 
or yy'hen it is given in moderate doses to alcoholic 
patients, peripheral neuritis frequently develops, 
presumably because of py-ridoxine deficiency.^ 





Fig. 3 (case 2).—Strengtli-duration curve of left tibialis 
anterior muscle. Curx-e taken on Oct. 23, 1957, shoxx-s (from 
right to left) an early- upxx-ard rise and discontinuities. 
Cfarona.\->- is 20 msec. This is curx-e of denen-ation. Curx-e of 
Nox'. 7, 1957, shoxx-s chrona-xy- of 0.2 mseej, and shape of 
curve is normal. 


A cause and effect relationship betxveen hydrala¬ 
zine administration and the development of peri¬ 
pheral neuritis is strongly suggested in these two 
patients. The first patient yvas in this hospital for 11 
\\-eeks before the neuropathy developed. During 
this time he yvas on a diet containing 500 mg. of 
sodium per day, but yvith adequate vitamins. The 
patient did not lose yy-eight. There u-as no known 
infection during tliis time. Tests of the mine on 
several occasions yvere negative for bacterial 
growth. Tliere yvas no eyidence of diabetes mellitus 
or other metabolic abnormality-, and the patient 
bad had no unusual medicament prior to die de¬ 
velopment of his neuritis. More important in estab¬ 
lishing hydralazine as the cause of this patient’s 
difficulty yvas liis gradual response to pyrido.xine 
and his rapid relief of symptoms yvhen In-dralazine 
therapy yvas stopped. 
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The clinical course of the second patient’s peri¬ 
pheral neuritis also suggests that hydralazine was 
an etiological factor. This patient had been fol¬ 
lowed over 46 months by us. Although he had been 
a moderately heavy drinker of alcohol in the past, 
he had drunk little alcohol in the 12 months prior 
to his present admission. His state of nutrition was 
good. There had been no intercurrent infections. 
The only drugs taken were those described in his 
history. Hydralazine had been taken regularly in 
large daily doses for nine months. This patient, 
like the first, had no history of metabolic disease, 
hematoporphyrinuria, collagen disease, or neoplasia. 
The patient’s chronic glomerulonephritis had been 
slowly progressive over many years, and, e.vcept for 
the significant increase in arterial blood pressure 
and in frequency of headaches, no otlier problem 
had arisen from this disease. Again, the patient’s 
respmise to u'ithdrawal of hydralazine u'as dra¬ 
matic, for pain became much less severe in seven 
days and had practically disappeared in three 
weeks after the drug therapy was stopped. Neither 
patient e.xhibited cheilosis, glossitis, seborrheic 
dermatitis, or unusual depression—signs reported to 
occur during experimentally produced pyridoxine 
deficiency in man.® Anemia, also observed in 
human pjnridoxine deficiency, had been present be¬ 
fore hydralazine therapy was started in the second 
patient and was apparently not aggravated by the 
drug. 

The dietary intake of pjTidoxine in both patients 
was probably at the lower limit of estimated daily 
requirements,** and this factor may have played a 
role in the development of the neuritis. The first 
patient was on a diet containing approximately 1 
mg. of pyridoxine per day for many weeks. He was 
not given vitamin supplements until after the neu¬ 
ritis appeared. The second jratient had ireculiar 
dietary habits. Although married, he frequently 
dined away from home on a diet adequate in 
calories and with approximately 1 mg. of p^Hdoxine 
each day, as calculated by the dietician. Even 
though such a retrospective anal)'sis is fraught with 
error, j)articularly when the intake of pyridoxine is 
estimated, it is probable tliat this patient did not 
receive a surplus of vitamin B in his diet. On the 
odrer hand, there is no evidence tliat tliese patients 
actually received a diet grossly deficient in vitamin 
Bo. Their income was at, or above, the average for 
our patient population, and their general state of 
nutrition was good. 

It is possible that the production of pol>meuritis 
after hydralazine therapy may be dependent on at 
least two factors; (a) long-continued large daily 
doses of the drug, and (b) a relatively low intake of 
vitamin Bo- However, since these factors are prob¬ 
ably interrelated, it may be postulated that tire 
neuritis could be prevented by vitamin Bo supple¬ 
mentation when large doses of hydralazine are 
given. The neuritis might appear at times with 


smaller closes of the dnrg if dietary vitamin B. „„ 

m fte lower range of normal, as has been snesesW 
With isomazid. ™ 

There is no concrete evidence to support the 
idea that this drug interferes with any other vita 
mm B preparation, although to our knowledge thh 
has not been explored. There is no information to 
support the view that carbohydrate metabolism is 
disturbed in any way. 

These two case reports, ndded to the literature 
on the subject, suggest that toxic reactions to 
hydralazine can be grouped into three general cate¬ 
gories: (1) acute or cardiovascular effects, (2) con¬ 
nective tissue, blood, and skin reactions, and (3) 
polyneuritis syndrome. 

Acute Cardiovascular Effects.-Such reactions as 
tachycardia, nasal stuffiness, occipital headache, 
dyspnea, malaise, anxiety, nervousness, retrosternal 
dish-ess, peripheral' edema, and, at times, angina 
pectoris, can be ascribed largely to the effect of the 
drug on the cardiovascular system. Tliey may be 
caused by the release of “liistamine-like” substances, 
secondary to inhibition of histaminase by hydrala¬ 
zine ’’ or to the cenh'al depressor action of the dnig.* 
Tingling in the extremities, as noted by Moyer,'' 
and the transient parestliesias mentioned by otlier 
authorsafter intensiye adniinishation of the drug, 
likewise, are probably secondary' to this cardio¬ 
vascular effect. 

Connective Tissue, Blood, and Skin Beactions.- 
Minor musculoskeletal symptoms frequently occur 
with hydralazine tlierapy without otlier signs of 
serious disease.” In an occasional patient these 
syouptoins may be severe enough to necessitate 
stoppling tlie drug therapy, but generally they are 
mild and tend to disappear as therapy is continued 

A more serious disorder, characterized by arth¬ 
ritis, pancytopienia, fever, various skin lesions, peri¬ 
cardial and pileural effusions, increase in serum 
globulin' level, false-positive serologic tests for 
syphilis, and positive lupus erythematosus (L. Ej 
tests on pieripheral blood, has been demonstrate 
to be caused by hydralazine, usually when it is 
given in large amounts for long periods. Morrou, 
Schroeder, and Perry ’ did not believe tliat t us 

hydralazine-produced lupus erythematosus-like re 

action was caused by a hy'persensitive state. Tie) 
felt it was better explained by depletion of a ace 
metal or by an imbalance between essentia anc 
abnormal trace metals, in view of hydialazinej 
knoM'U chelating ability. Dustan and co-wor ers 
likewise objected to classifying tliis ^ 

hypersensitivity state, chiefly because some 0 ^ 

patients were able to resume taking tlie , 

lower dose without recurrence of symiptoms. . 
also felt that it was of significance that the syn 
occurred in persons with no allergic history < 
that it appeared when the doses used were 
large and therapy prolonged. 



Vol. 167, No. 4 


hydralazine-kirkendall and page 


431 


On the other hand, the clinical picture of the 
■ •.. disorder, its relation to other rheumatic states (par- 
:■ ticularly to lupus erythematosus), and tire prompt 
remission of sjunptoms when tlie drug is withdrawn 

• - have caused much speculation as to whether this 
' complication indeed may represent a hv'persensi- 

tiwtv' reaction.’■ Re\-nolds and Caldwellreported 

• - a patient who developed tachycardia and blood 
. pressure elevation when first given hydralazine, 

. acute rheumatic sv-mptoms when the drug was 
given a second time one month later, and the clin¬ 
ical picture of acute rheumatoid arthritis in four 
days when, the drug was given a tliird time six 
montlis after tlie second course of administration. 
A poMtive blood L. E. cell test was not obtained. 

' However, these authors felt that this patients re¬ 
action to tlie drug was of die lupus erx'thematosus 
Upe. They also considered the small dose and brief 
period of therapy necessary to reproduce the s^rnip- 
toms as strong evidence against both the toxicitx' 
and depletion hypotheses. Slonim also reported 
’ a patient who had an e.xacerbation of symiptoms of 
the hydralazine lupus ery'diematosus-like disease 
after a total of only 150 mg. of the drug had been 
taken in three doses. 

If sensitization to hj'dralazine is responsible for 
the lupus ery'thematosus-like symdrome, recorded 
ohsen-ations make it appear tliat the hypersensi¬ 
tivity' is of a comple.x and unusual type. Neverthe¬ 
less, our e.\perience u-ith this sy'ndrome makes the 
hypersensitivity explanation a tempting one but 
does not settle the issue. We have obserx'ed six 
patients develop this sy'ndrome, all after taking 
relatively large doses of the drug. The lowest dose 
which caused these sy'mptoms to appear initially' 
was 400 mg. per day' continued over Uvo and one- 
half months. Three of tliese patients were given this 
agent a second time, and in each instance a recur¬ 
rence of sy'mptoms appeared in four days to three 
weeks. A most dramatic example of this was seen 
in a 54-y'ear-old woman who was readministered 
25 mg. of hy'dralazine twice a day' six montlis after 
the acute sy'mptoms of hy'dralazine lupus erythe- 
matosus-like disease had subsided, although L. E. 
cells were still present in the blood. Two day's later, 
without our knowledge, she began a transcontinen¬ 
tal automobile trip. After traveling for one day' in 
the bright sun of the Mojave Desert and having 
had a total dose of 300 mg. of hydralazine, she de¬ 
veloped fever, prostration, and a severe erythe¬ 
matous eruption over the e-xposed parts of her body'. 
Hydralazine therapy' was discontinued, and corti¬ 
sone was given. The patient recovered gradually' 

' in a fortnight. 

Blood dyscrasia other than that associated wtli 
the hy'dralazine lupus ery'thematosus-hke sy'ndrome 
has been reported after hy'dralazine therapy','' but 
Ihis is rare. Skin rashes of an ery'thematous nature. 


not associated wth the rheumatic syndromes, have 
been reported”; however, they' are seldom a prob¬ 
lem in the usual clinical use of hydralazine. 

Polyneuritis Syndrome.—Polyneuritis syndrome, 
as described in this communication, may' appear 
after long therapy at high-dosage levels of hydrala¬ 
zine. It is produced possibly by' interference until 
py'ridoxine metabolism; it is readily' reversed wtli 
withdrawal of the drug, and, perhaps, -with pyTi- 
doxine dietary supplementation. 

In the two patients presented there was no e\'i- 
dence of tlie hydralazine lupus ery'thematcsus-like 
disease. L. E. cell preparations in both cases were 
negative on several occasions, and there was no 
ev'idence of hy'pergammaglobuhnemia. positive 
cephalin flocculation tests, arthritis, fever, sldn rash, 
false-positive serologic tests for sy’philis, or involve¬ 
ment of pleural or pericardial finings. Likewise, the 
blood pressure elevation in botli patients failed to 
show tlie good response to hydralazine dierapy 
usually seen in association with the lupus ery'the- 
matosus-like reaction. This ei'idence, the subse¬ 
quent course of the patients, and the demonstration 
of interference with wtamin Bo metabolism by 
hy'dralazine in x'ivo “ suggest that poly'neuritis may' 
occur as a complication separate from the well- 
knoiTO lupus ery'thematosus-hke sy'ndrome. 

Aldiough no instance of the neuritic complication 
in man has been reported in the English literature, 
Comens described convulsions and central ner\'- 
ous sy'stem sy'mptoms in dogs treated witli large 
doses of hy'dralazine for long periods. He noticed 
also that some dogs were xmable to stand and 
ascribed this to weakness. Most of tliese dogs de¬ 
veloped anemia, altered electrophoretic pattern of 
tlie serum proteins, leukopenia, hypergammaglobu¬ 
linemia, hypocholesteremia, and L. E. cells. How¬ 
ever, there is no information regarding possible 
pyTido.xine deficiency' as a cause of the conx'ulsions 
or possible polyneuritis to account for the animals’ 
difiBculty’ in standing. 

Tlie incidence of poly'neuritis after hy'dralazine 
tlierapy must be quite low. In about 700 patients 
treated with hydralazine in our hospitals during 
the last five y'ears, most with low-dosage therapy, 
only the two patients described have been knoim 
to develop peripheral neuritis. In this same group, 
only tlie sLx patients mentioned above have been 
known to develop tlie lupus ery'thematosus-hke 
sy'ndrome. 

Summary' and Conclusions 

Two patients developed signs and sy'mptoms of 
peripheral neuritis while being given large doses 
of hy'dralazine. Because hy'dralazine is 1010%™ to 
interfere %%'ith pyridoxine metabolism in %ivo and 
has chemical actions similar to isoiuazid, it is sug¬ 
gested tliat the polyneuritis was secondary' to the 
hydralazine ingestion. 
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Adverse reactions to hydralazine may be classi¬ 
fied broadly_into three categories: (1) those affect¬ 
ing the cardiovascular system acutely, (2) those 
producing connective tissue, blood, and skin dis¬ 
orders, and (3) those producing polyneuritis. If 
peripheral neurids appears in a patient under treat¬ 
ment with large doses of hydralazine, the drug 
should be considered as a possible causative or 
precipitating factor, especially if pyridoxine intake 
is low. Until more precise information is gained 
concerning the etiology of polyneuritis occurring 
under these circumstances, hydralazine therapy 
should be discontinued and the patient should be 
given pyridoxine until maximal recovery occurs. 

Dr. Dawd M. Paul supplied the strength-duration curves 
depicted. 
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R EHABILITATION IN RESPIRATORY INSUFFICIENCY.-Greatly e.xpanded 
knowledge of the physiology and biochemistry of respiration, together with 
' the technical skills developed in the care and rehabilitation of patients with 
respiratory paralysis due to poliomyelitis, now make it possible to apply an effective 
metliod of total care for the Heatment of patients witli severe respiratory insuffi¬ 
ciency due to a great variety of causes. The fundamental principles are essentially 
the same in the treatment of all disorders in which there is inadequate pulmonary 
ventilation associated with respiratory acidosis, disturbed metabolism right-sided heart 
strain or failure and accompanying psychobiological changes. The first essential is ade¬ 
quate respiratory assistance to relieve the patient of the work of breathing and to correct 
respiratory acidosis. This may require tracheostomy, artificial respiration for varying 
periods of time, then gradual reduction in respiratory assistance, a graduated exercise 
and strengthening program and the whole gamut of services included in the concept 
of rehabilitation. While this regimen of management does not include any new meth¬ 
ods or concepts, it does involve the coordinated application of technics which are 
usually utilized as separate treatment procedures or as brief supportive measures 
without adequate understanding of the needs for full restitution of function. When 
the available technics are applied in a well-coordinated manner, the prognosis for 
recovery can be very remarkably changed for the better in seemingly hopeless situa 
tions.-Leon Lewis, M.D., Application of Rehabilitation Technics in Respiratory In¬ 
sufficiency, Archives of Physical Medicine and Behabilitation, March, 1958. 
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Although a few physicians maintain tliat the re¬ 
lationship of overweight to serious healtli impair¬ 
ment is casual, not one denies tliat the patient wlio 
keeps his weight wthin a normal range will usually 
3 .\perience better health and longer life,' Unfortu- 
aately, no simple metliod has yet been found to 
help the patient regain and maintain an ideal 
n-eight through correction of fault)' food habits and 
regulation of food intake. Such factors as heredit)', 
enwronment, traumatic disturbances, changes in 
physical acti\ities, and, rarely, endocrine imbal¬ 
ance, are variables tliat-must be taken into consid¬ 
eration in the planning of any weight reduction 
program. 

Every' physician,recognizes what is necessary to 
bring about a loss of e.xcess weight; restriction of 
the diet to bare essentials of proteins, vitamins, and 
minerals, which causes burning of tlie stored fat as 
the chief source of energy'. Inevitably', when food 
intake is restricted sufficiently to induce a negative 
mergy balance, a weight loss ensues, unless, of 
nurse, physical actinties of the patient are re¬ 
stricted abnormally'. Nevertheless, control of appe¬ 
tite is not easy, and “more difficult than the pre¬ 
scription of a diet is keeping the patient on tlie 
prescribed program.”" 

Drugs for Suppression of Appetite 

Ideal Qualities—A recent sui^'ey " reveals tliat a 
majority’ of phy’sicians consider the use of a drug 
a prerequisite during the initial stage of dieting to 
help the patient control his intake of calories. By 
consensus, the ideal drug for treatment of patients 
ivho overeat has the follow'ing characteristics. 1. It 
is safe. Its physiological price is low, that is to say, 
it causes no disturbance of emotional and psy'chic 
balance, nor should it require routine use of bar¬ 
biturates to counteract excessive stimulation. 2. It is 
effective in appetite suppression. 3. It provides 
minimal central nervous system stimulation without 
psychic excitation. 4. It is suitable for use late in 
tlie day without interference with normal sleep 
pattern. 5. It is well tolerated and does not cause 
constipation. 6. It is economical, iwib price suitable 
for immediate and maintenance dosage. 

Dfawbacks of Drugs Commonly Used.—hi an 
analysis," which included the study of 1,267 over¬ 
weight patients, 909 were under treatment xvitli 

IXe Department of Medicine and Nutrition Clinic, New Vork 
Medical Collece. 


A group of 80 overweight patients who 
were on a diet designed to reduce weight re¬ 
ceived, in addition, one 5-mg. tablet of 1- 
phenyl-2-aminopropane alginate three times 
a day. This drug was found, in animal experi¬ 
ments, to produce a delay of the feeding 
reflex without significant stimulation of motor 
activity. In the human subjects studied, the 
combined treatment was accompanied by a 
mean weight loss of 0.9 kg. (2 lb.) per week. 
The doses used in this experiment did not 
cause untoward side-effects. 


both diet and drugs, only 321 by diet alone, and 
merely 37 by drug alone. Significantly, it was found 
that although anore,\igenic drugs were used e,xten- 
sively most of the physicians inten’iev'ed were ex¬ 
tremely critical of the difficulties associated witli 
their use, especially in patients who had recently 
acquired the excess weight. The chief drawbacks 
were (1) overstimulation followed by weakmess, 
fatigue, depression, and morning anore.xia; (2) in¬ 
somnia, restlessness, and emotional disturbances 
requiiing tlie use of barbiturates; (3) failure to sup¬ 
press night-time urges to eat and drink; (4) consti¬ 
pation; (5) expense;, and (6) unpredictability' of 
“timed-release” forms of medication in \'i\' 0 . In 
brief, the side-effects appear to be the most per¬ 
sistent stumbling block encountered in tlie use of 
drugs to curb tlie appetite. 

In recent y'ears various compounds belonging to 
the sympathomimetic amine group ha\'e been used 
clinically' for tlie suppression of appetite. Strangely’, 
the property' commonly shared by tliese oph'cally 
active compounds is one of psy'chic stimulation, 
while the appetite-suppressing factor is secondary' 
and highly variable. For tliis reason, tlie clinician is 
skeptical as well ajs friendly' toward any new com¬ 
pound that can be demonstrated pharmacologically' 
to exert appetite suppression. 

A New Anorectic 

Recently', a new agent, l-pheny'l-2-aminopropane 
alginate (Levonor), has been found to delay tlie 
feeding-refle.v in animals, vitli neghgible stimula- 
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tion on the psychic cerebral centers. ^ is a well- 
characterized substance identifiable by its distinc¬ 
tive infrared and x-ray spectrums." Studies were 
done of its acute toxic effects in the oral form (on 
mice .under controlled environmental conditions 
of temperature and relative humidity) in order ' 
to compare the new substance with several com¬ 
mon amphetamine compounds. The results indicate 
that l-phenyl-2-aminopropa]3e alginate is one-tenth 
as toxic as dexti'O amphetamine sulfate, on the basis 
of the weight of the respective salts. According to 
another commonly accepted method of comparison 
(pressor amine/pressor amine), tlie l-phenyl-2- 
aminopropane algijiate was one-fifth as toxic as the 
dextro amphetamine. 

A critical test of the effectiveness of the new 
drug in suppressing appetite was performed in male 
monkeys (Macaca rhesus). These animals are nor¬ 
mally ^'oracious eaters. After 24 hours of fasting, the 
monkeys were given l-phenyl-2-aminopropane algi¬ 
nate oral}}' in doses ranging from 1 to 5 mg. jrer 
kilogram of body weight, and the results were jrro- 
nounced suppression of appetite without over- 
stimulation. No side-reactions, sucli as h}'peractiv- 
ity, tremors, or jitteriness, were observed. 

Determinations of anorectic effect of l-phenyl-2- 
aminopropane alginate and four other anorectic 
drugs were made in dogs." Twenty mongrel dogs, 
individually caged, were observed while normal 
feeding habits were stabilized during the four days 
irreceding treatment. During this period each of 
the animals received 0.6 kg. of food daily, which 
they consumed five minutes after the food was 
offered. Water was given as needed. Each drug 
was administered orall}', in capsule form, once 
daily for three days. Food was offered exactly one 
hour after each drug was given and an interim of 
four days allowed between tlie first and second 
parts of tlie cross-over tests, to ob^'iate any effect of 
the treatment period. The dogs were observed im¬ 
mediately after treatment and watched carefully 
for six hours after feeding. Again, they were ob¬ 
served for four days after the last treatment in the 
second part of the trial. 

The drugs used in tliis test, at dose levels of 5 
mg. per kilogram, were levo amphetamine sulfate, 
dextro amphetamine sulfate, phenylpropanolamine, 
and l-phenyl-2-aminopropane alginate. These tests 
clearly demonstrated the superiority of 1-phenyl- 
2-aminopropane alginate, since it produced pro¬ 
nounced anorexia tliat persisted for more than three 
hours. Signs of hyperexcitability, characteristic of 
patients given tlie other preparations tested, were 
notably absent in the subjects given l-phenyl-2- 
aminopropane alginate. 

In addition to these animal studies, preliminary 
clinical observations, made on more than 173 pa¬ 
tients over periods of at least 12 weeks, were most 
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promising. Since the side-effects of most anorecKr. 
militate against the long-term treatment of Z 
overweight patient, we undertook a clinical shS ■ 
to evaluate the new agent. 


■ Selection of Patients and Procedure 

The procedure in the selection and preparation 
of our patients has been as follows. 

First, a thorough physical examination is per¬ 
formed. This prerequisite, given at the start of 
treatment, helps to convince the patient of the 
seriousness of die problem and the importance of 
his keeping on the restricted diet. It also reassures 
the patient diat die physician has not oi'erloolced 
the possibility of some obscure glandular condition, 
Further, it helps persuade most patients that they 
are phy'sically fit to widistand die rigors of dietine 
and thereby reduces the number of alibis at subs 
quent ^'isits to excuse the lack of cooperation. 

Second, explanation and enccfuragement a; 
given. The cause-ahd-effect aspects of ovenveigi 
are thoroughly discussed and the prescribed di 
e,\plained in detail. Success depends to a higli d 
gree upon the patients understanding the princip 
of die rieatment, namely, to provide the necessai 
food elements yet remove excess fat. Of greater ir 
portance, the patient must realize that followir 
the diet does not cause “weakening.” Whenevi 
appetite-suppressing dnigs are prescribed, the p 
ticnt should be instructed concerning their mode i 
action and told what'to expect by their use.'' Sim 
misconceptions concerning diet are so varied th; 
die physician cannot anticipate all, die patients ai 
encouraged to ask questions. 

Third, regular check-up visits are required. Mo 
patients are less apt to cheat if they know tb 
must face die doctors scales at regular interval 
Frequently, these visits have given us an opporti 
nit}' to give additional education and encouragi 
ment as well as to answer any neiy questions thi 
the patient may have. Many patients benefit great 
by learning about die plateaus of weight loss an 
are helped immeasurably to achieve self-disciplin 
through these periodic conferences. 

Fourth, appetite-suppressing drugs are usw 
Since die physician is concerned iritli bofii 
patients comfort and die success of the regimoo,! 
most instances we have recognized the f'' 
role that appetite suppressants can play in he pi", 
to reduce caloric intake. By obviating 
dom of unsatisfied hunger during die early a)S 
food restiiction, die use of appetite 
helps to get the patient started on the rig ? Pv 
toward recovery without the usual frustra on 
self-pity that accompany a low-calorie i 

Fifth, post-weiglit-loss procedures are o 
Overweight is a chronic affiiction prolonge 
life span and requires close observation sitm < 



Vol. 167, No. 4 


NEW ANORECTIC-GADEK ET AL. 


435 




~ that of diabetes mellitiis. Each patient is impressed 
with tliis concept. Each is informed that weight 

■ loss is only part of the requirement and that main¬ 
tenance of a desirable w'eight is es^en more impor- 

•. tant.® 

Weight loss may be reasonably gradual, and once 
‘ tlie ideal sveight is achier^ed, frequent observation 
is necessan' to maintain tlie patients weight at die 
' desired level. Tlirougliout his lifetime the patient 
' should weigh himself w'eekly at the same time and 
• under the same conditions. If a gain is seen, tlie 
diet must be curtailed immediately and tliis regi- 
■' men continued for a few days until tlie ideal iveight 

■ range is restored. If weight gain is oi’er 5 lb., the 

- patient is adiased to see his phi'sician. 

7 Results 

Fi\'e-milligrani' tablets of l-phenyl-2-aminopro- 
pane alginate were given three times a day, one- 
" half hour before meals. Many patients received an 
' added dose at S or 9 p. m. to curb tlie “television” 

■ or ‘bedtime” snaclcs. Tliere were no signs of rest- 

■ I lessness from this late dosage schedule. Many pa- 

- tients had preiaously been on tlierapi' wutli amphet- 

- amines or amphetamine-like drugs wdtli diet and 

• - had little success. Subsequently, these patients 
: were given the new drug with encouraging results, 
7 and, in general, they w'ere entliused about the con- 
' trol of appetite and lack of side-effects. In contrast, 
' a small number of patients (approximately 6 %), 
.. who were accustomed to the “lift” from the am- 
. ■ phetamines, either alone or in combination wath bar- 
,. biturates, were difficult to manage wuth 1 -phenyl- 

2 -aminopropane alginate and considered failures. 

The patients ivere seen on an average of ever}' 
two w'eeks. Laboraton’’ studies included complete 
' blood cell counts and urine analysis on all patients; 

■ a representative number of patients also had basal 
■■ metabolic rate and glucose tolerance studies. On re- 

turn visits special attention was given to any 

• changes in weight, heart rate, and blood pressure. 
' The patients were carefully questioned as to the 

results of the new drug in controlling appetite, its 
' effectiveness as compared with previously used 
_ anorectic agents, and the presence of any side- 
effects. 

Tlie a\'erage w'eekly -weight loss for patients tak- 
ing l-phenyl- 2 -aminopropane alginate was 2 lb. 

, There were no adverse changes that affected either 
the blood pressure or the heart rate. On the con- 
■' . trary, many hjqiertensive patients e.xhibited a re- 
^ duction in blood pressures after weight loss. There 
was a remarkable absence of any side-effects. A 
■■ single dose that is triple the usual 5-mg. dose 
causes no significant change in the blood sugar 
''•levels (table 1 ). 

' Our studies ha\'e defined tlie limitations as well 
I'” as the indications for the use of the new anorectic. 
■:7 It can be used for a patient who has nes’er taken 


amphetamines or amphetamine-ts'pe drugs (such 
as phenmetrazine or de.xtro amphetamine sulfate). 
It can be used for a patient who responds unfavor¬ 
ably to amphetamine drugs noth such ssTnptoms as 
sleeplessness, nenmusness, tension, and a tight feel¬ 
ing in the neck. Since no effects have been obserx'ed 
on blood sugar levels nor on central vasomotor re¬ 
flexes, the new agent is used in persons with di¬ 
abetes melh'tus and hx'pertension and in pregnant 
women. 

M'ben amphetamine is contraindicated late in Uie 
day, tlie ne\v anorectic can be used adjunctively, in 
tlie evening, without causing insomnia. It also may 
be given in the evening for appetite control after 
a morning “timed-release” capsule effect has dis¬ 
sipated, It can be used as an adjunct wlien the 
amphetamine dosage cannot be increased due to its 
side-effects. In such instances, l-phen\'l-2-amino- 
propane alginate effectively suppresses appetite. 
Except as adjunctah'e therap\', the new' anorectic is 
of little x’alue in treating the depressed obese pa¬ 
tient and tlie patient dependent on the analeptic 
effect of amphetamine for psj'chic stimulation. 

Table l.~Blood Sugar Chdnges After Administration of 
l-PhenijJ-2-Aminopropane Alginate 

Blood Supar L<»vel, Mp/100 cc. 

Xo DIaeno*i« Dose, Mp. Fastinp At 3 Hr. At 2 Hr, 


1 .. 

... Xonnal 

H 

SO 



<) 


15 

112 

11« 

£U 

3 .. .. 

.. . Mild diabete* 

35 

ir.i 

114 

]4« 


Glucose tolerance tests, cholesterol and choles¬ 
terol ester determinations, and basal metabofic rates 
show'ed variable results. In general, these tests gave 
no indication of therapeutic needs. A few patients 
W'ere found to have subclinical diabetes mellitus. 
These patients, like the otliers, responded to ther¬ 
apy, and their glucose tolerance cun'es returned to 
normal in accord w'ith w'eight reduction. Rarely, a 
low' basal metabolic rate and hj’percholesteremia 
W'ere found, w'hich indicated the need for the addi¬ 
tion of thjToid to the regimen. 

Three case histories will ser\’e to illustrate how' 
l-phenyI-2-aminopropane alginate can be used 
eitlier witli a stricth’ prescribed diet or with simple 
curtailment of food. A fourth show's a situation in 
W'hich the new' agent was not suitable. 

Report of Cases 

Case 1.— A 15-}’ear-old girl had been overweight, weigh¬ 
ing 165 lb. (74.S hg.), since an appendectomy 26 months 
preWousIy. Since then she had gained 42 lb. (I9.I Icg.J. She 
had been overfed during con\-alescence, and patterns of 
excess eating and diminished exercise had been well estab¬ 
lished. Her obesitx' had forced her into social, athletic, and 
emotional retirement. Prex'ious efforts at weight reduction 
had failed because of parent.'il pressure and an inabilitv- to 
tolerate anorexigenic drugs. 

A complete reorientah'on was attempted xrith both patient 
and family. Dietarx- reeducation u-as undertaken and gentle 
but firm instructions given. Therapy xxitli l-phcnyl-2-3mino- 
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propane algi^te, 5 mg. tliree times a day before meals. ‘ 
was started. The patient was surprised and pleased to find 
tiiat iier appetite was curtailed witliout any of the e.spected 
sade-eiiects. In 11 weeks tliis patient lost 24.5 lb, (11,1 kg.). 

All activities have bpen resumed, and tlie outlook for 
attainment and maintenance of ideal weight appears prom¬ 
ising. 

Case 2.—In a 48-year-old male, frequent business lunches 
and dinners and marked curtailment of physical activities 
had resulted in a weight gain of 28 lb. (12.7 kg.) during 
the preceding 12 years. This had been insidious, and tire 
patient aln’aj’s felt that it could easily be reversed. When he 
found it could not he a.skcd for help, realizing that his in¬ 
digestion, sliortncss of breatli, and fatigue were directly 
related to his excess weight. He was very serious in his 
desire to lose weight but presented tlie problem of business 
meals and enforced physical inactivity. 

We encouraged the patient to take up golf and to walk 
as much as possible. After careful study of die patient’s 
eating habits, we suggested that he not mention his diet to 
colleagues or clients since this encouraged baiting and over¬ 
eating. We prescribed 1 ■ '■ ' —'■•r—alginate, 

5 mg. three limes a day ' ■. ■. ! ■ • ■ i-. h meal, to 

liclp him follow his diet. The patient quickly discovered 
dial he could follow his regimen easily widiout eliciting 
comment as long as he made no mention of it. He experi¬ 
enced no side-effects. In 10 weeks, the patient lost 24 lb. 
(10.9 kg.), and during the five weeks preceding this report 
he has maintained the loss without difficulty. This case 
c.vemplifies the value of careful explanation of die means of 
overcoming eating problems as well as the usefulness of a 
suitable anorectic that reduces the appetite without any 
other effect 


Table ^.—Average Weight Loss of Eighty Patients Taking 
1 -Phcnijl-2-Aminopropane Alginate 


(I.W.O, 

1.1- 2.0, 

2.1- 3.0, 

3.1- 4.0, 

1.1- 5.0, 

5.1- 0.0. 


Av. Weight Loss/Wk., Lb. 


Pntlents 


No. 

Total 

23 

28.8 

27 

.33.8 

13 

18.7 

8 

10.0 

4 

.'..0 

3 

3.7 

80 

100.0 


Case 3.—A 44-year-old male had received a “timed- 
release” type of medication in the morning for control of 
appetite during the day, but he could not take the drug in 
the evening for control of night-time craving. We prescribed 
one tablet daily at 7 p. m. of l-phenyl-2-aminopropane algi¬ 
nate. This allayed the evening hunger and permitted the 
patient to restrict his caloric intake remarkably well without 
emotional disturbance or sleeplessness. The results were 
e.vcellent. 


Case 4.-A 41-year-old female during tlie past eight years 
had received frequent intermittent treatments for recurrent 
obesity. During the past four years, she had taken fairly 
regularly 40 mg. of dex-tro amphetamine sulfate and 60 mg. 
of phenobarbital each day. She hked the lift tliese drugs 
gave her and complained when tlrey were withheld. A diet 
was prescribed for her, and she was given l-phenyl-2- 
aminopropane alginate, 5 mg. three times a day. She lost 
7 lb. (3.2 kg.) during the next eight weeks, a better 
result than she had experienced in the past, but she com¬ 
plained so much about the lack of stimulation that subse¬ 
quently therapy with l-phenyI-2-aminopropane alginate was 
stopped, and she returned to tire oldVegimen. The patient 
was not suitable for therapy with the hew anorectic. 


-GADEK ET AL. 


J.A.M.A., May 24, 
Comment 


A group of 80 overweight patients, ranging h 
age from 15 to 69 years, have been treated 
l-phenyl-2-ammopropane alginate and a propedv 
maintained diet to determine the effectiveni of 
the drug in controlling appetite. Of the groun 
studied, 70% were females and 30% males Die 
duration of therapy ranged from 1 to 38 weeh 
Tire average weight loss for the group was 2 lb 
(0.9 kg.) per week. A more detailed classification 
of average weight loss appears in table 2. 


Our experience witli l-phenyl-2-aniinopropane 
alginate was highly satisfactory. The incidence of 
disappointments e.xperienced with anorectics in the 
past, principally those due to the adverse side- 
effects of amphetamines, was lessened markedl)'. 

We have been using the amphetamine drugs for 
appetite control since tlieir introduction more than 
a score of years ago and recognize that many fac¬ 
tors are determinants of tlieir successful use. Both 
reactions and gradual lessening of effectiveness are 
limiting factors to be considered in tiierapy \ritb 
this group of compounds. We have tried nearly all 
new appetite suppressants as diey have become 
available because we recognize their potential use¬ 
fulness, in spite of the limitations that stem from 
tlie side-effects. Tliese limitations impose precau¬ 
tions, which include (1) careful selection of pa¬ 
tients; (2) explanation and forewarning of possible 
side-effects; (3) close supervision of each patient; 
and (4) frequent and .gradual adjustment of dosage. 

The most common cause of patient complaint is 
well known such terms as jitters, nerves, irri¬ 
tability, overstimulation, or nervous tension, accord¬ 
ing to the vocabulary of die patient. Insomnia is 
next in the order of discomfoits. Odier complaints 
somewhat less common are of constipation, head¬ 
ache, apprehension, exliilaration, palpitation, weak¬ 
ness, fatigue, and, occasionally, nausea and vomit¬ 
ing. Many patients state tiiat since they cannot take 
the usual appetite suppressants late in the day, the) 
frequently yield to the temptation of evening snac 
and night ice box raids, and thus their cheating on 
eating” begins. 

Since compiling the data for tliis paper we la'O 
had an opportunit)’' to study tire findings of ano w 
group of investigators in 1,395 cases'" 
pbenyl-2-aminopropane alginate was used m 
junction witli diet, and the results are in gen 
agreement with our o\m. ^ 

Preliminary studies to be published by ns a 
later date, in which placebos were comparer \ 
l-phenyl-2-aminopropane alginate, with the ns 
the double-blind technique, indicate uiat P 
tients who were on a diet plus therapy ''a ' 
new drug lost approximately 1.8 times the w » 
per week of another group of patients w w 
also on a regimen of lowered caloric ma' 
receiving placebos. 
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Summary 

A new drug, l-phenyI-2-aminopropane alginate 
(Levonor), was administered, in conjunction wth 
iet, to 80 overweight patients. The average weight 
Joss was 2 lb. (0.9 kg.) per week. A^'’e were particu¬ 
larly impressed witli the marked reduction in side- 
effects with the new drug, as compared with our 
previous e.xperience widi otlier appetite suppress¬ 
ants. The fact that l-phenyl-2-aminopropane algi¬ 
nate can be administered in the early evening 
without complaints of interference until sleep is an 
advantage to both physician and patient, since 
night-time eating is perhaps the most common 
cause of “diet cheating.” 

^^Tiile l-phenyl-2-aminopropane alginate appears 
at least as effective as otlier appetite suppressants, 
it seems to be better tolerated and allows for more 
freedom in adjusting dosage to meet individual 
patient requirements. We believe, tlierefore, that 
tin’s new drug is a valuable and needed tool in 
helping overweight patients to reduce their caloric 
‘ intake. On the otlier hand, the drug is of no value 
for the depressed obese patient or in cases where 
psychic stimulation is indicated. Our over-all im¬ 


pression is that weight reduction is better main¬ 
tained when the loss is achieved at a physiologic 
and moderate rate. 

463 State St., Perth Amboy, N. J. (Dr. Gadek). 

The l-phenyI-2-aminopropane alginate used in this study 
was supplied as Levonor by Nordmark Pharmaceutical 
Laboratories, Iriington, N. J. 

We w’ish to express our appreciation to John T. Fay Jr,, 
M.S., for statistical analysis and Basil H. Candon, M.S., for 
technical correlation of data. 
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PLEUROESOPHAGEAL LINE IN NORMAL CHEST ROENTGENOGRAMS 

' William L. DeGinder, M.D., Dallas, Texas 

For several years referring physicians have ex¬ 
pressed skeptical curiosity regarding the nature and 
significance of the narrow oblique line of soft tissue 
density often seen across the upper mediastinum 
in the posteroanterior projection roentgenograms 
of normal chests. Tliis line is usually 3-5 mm. wide 
and characteristically curves domiward and to the 
left from the right apex toward the aorta. It is the 
shadow of a soft tissue plane outlined on botli sides 
by air density, and it is projected through the air- 
filled trachea superimposed on the complex image 
of the upper portion of tire thoracic spine and tlie 
manubrium, as illustrated in fig. lA. There are many 
variations of contour. Some of the configurations 
produced by a large air bolus in the esophagus may 
t fio quite striking. 

. Radiation Theraiiy, Veteran's Administration Hospital, and 

inical Assistant Professor of RadioIog>’. Southssestem Medical School 
O' the Unisersity of Texas. 


The pleuroesophageal line, formerly called 
ihe.esophageal-pleural stripe, can be seen in 
about one-fourth of all routine roentgeno¬ 
grams of the adult chest. It is usually 3-5 mm. 
wide, curving downward and to the left from 
the apex of the right lung toward the arch of 
the aorta, but it exhibits many variations. 
Evidence here presented shows that it is the 
shadow of a soft tissue plane that separates 
the right lung from certain other air-filled 
structures in the mediastinum. If has no patho¬ 
logical or prognostic significance, but its nor¬ 
mal variations should be studied and ap¬ 
preciated if false associations of the pleuro¬ 
esophageal line with symptoms or suspected 
disease processes are to be avoided. 
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Method 

With good roentgcnographic technique, with 
90 to 120 kvp utilized, this line can be identified 
easily in approximately 25% of the routine chest 
films of the adult population. At lower voltages, 
this image will not be on the film unless the lung 
fields lire overexposed. I have been using high kvp 
technique for chest roentgenography since 1951, 
and this technique was made routine practice at 
tliis hospital in 1954. All chest films are made at 
72 in. distance, 110 kvp with 2 mm. A1 filtration. 


J.A.M.A., iMa) 24^ 155 ^ . 

the tliorax of an adult male. 2. It provides penetsi- 
tion of all parts of the thorax and upper abdoma 
permitting clear visualization of soft tissue stmt 
tures of die mediastinum that otlienvise would V 
lost in the opacity of these heaiy parts or obscurijl 
by the bone stractures of the thorax. 3. It pernDh ^ 
exposures of relatively short duration, miniraizr 
die blurring of cardiovascular and pulmonan 
structures which are in rapid pulsation. The pkto- 
esophageal line is clearly visible only on cfevt 
roentgenograms exhibiting good penetration and 



Fto 1.-A, common co„liB.n..ion 

rista opov toward aorta. B, Ao'™ i” 

Loti aide of line la .econl...rtcd by -"li after at, acoldeot), 

with air and bnnura. C (aame P''t'on 1 „ ,gi, air-Blled trachea. Pleuro- 

ftnincl-abapod a.r t S Sreful^^^^^ Uae 

oaopbageiil bne may be tdeirtiftcd, . ' planes of neck. D, B, F. 

esophageal wall and parietal pleiir. apmnnstntod in tliree different indiwduals. 

effects of large air bolus in column can be followed into lower 

Pleuroesopluageal ine air'bolus outlines similar septum m left 

m^dtSm mAS" leff pleuroosophageal line. 


’otter-Bucky grid, and exposure duration of 1/60 
o 1/20 second. Only the duration of exposure an 
nilliamperes are changed to compensate for vana- 
ions of chest thiotoess. This technique provide 
hree real advantages; 1. It reduces the 
ihsnrbed by the patient to the minimum, deliver¬ 
ing a skin dose of about ,20 mr (witli scatter) to 


sharp deanition of file »' 

Tliere seems to be a deBmte 

common use of higher » f 


common use of Ingiier uc 

ography, even being 

is being accelerated by the e ^ 

reduce radiation ” Wians arei 

raphy. Since more and more p > 
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finning to notice the pleuroesophageal line and 
’ince radiologists in tlie United States see only a 
portion of tlie chest roentgenograms, it is important 
:o disseminate tlie information concerning tliis 
inatomic landmark to all phi'sicians rather than to 
he specializing group e.\clusively. 



Fig. 2.—Oblique pleuroesophageal line shown in arc from 
ight second nb to aortic arch. Structures of upper thora-x are 
liagramnied in schematic projection of cross-section to illus- 
rate manner in which funnel-shaped air column in esopha- 
lus projects through trachea at this level, giving air con- 
rast to esophageal margin of tlie pleuroesophageal line. 

Cause of Pleuroesophageal Line 

Most persons retain a small volume of air in the 
ipper thoracic esophagus when tliey are standing 
)r sitting erect. In tliis position tlie heart and die 
Jther hea\y mediastinal structures are draxvn dovai- 
iVard so as to produce thinning of the upper 
mediastinum in its transverse diameter. This trac- 
ion also produces a shght negative pressure in the 
ipper esophagus that is usually neutralized by 
;ntr)’ of a small amount of air. One vdll then ob- 
>er\'e in die posteroanterior (or anteroposterior) 
projection a continuous cunmd linear shadow of 
■oft tissue density e.xtending from die right apex 
downward across the second or diird thoracic verte¬ 
bra toward the aorta. Air contrast is present on bodi 
sides of tlie line, which varies from 3 mm. to 8 mm. 
in width. If air is not present in the esophagus, 
only die margin of air-filled right lung against die 
mediastinum can be seen. 

Demonstration of Pleuroesophageal Line 

In the upright position, the right margin of the 
idult esophagus h’es in direct contact uddi die 
upper mediastinal pleura from die thoracic inlet to 


the azx'gos vein with only a small amount of muscle 
and loose connective tissue separating esophageal 
mucosa from the pleura. Figure 2 presents a 
diagrammatic cross-section of die upper medias¬ 
tinum at the level of die pleuroesophageal line, 
indicating the projection of the two air-contrast 
margins that form the line u'hen the esophagus 
contains air. In figure 3, spot films of die esophagus 
iridi use of air bolus and barium swallows demon¬ 
strate how the retained air, swallou^ed air, or bar¬ 
ium suspension may outiine die esophageal margin 
of the pleuroesophageal line. The air-filled lung 
prowdes air contrast against the pleura to form die 
other margin. This, is confirmed in figure 4, which 
presents an oblique view of the upper esophagus 
and body section roentgenograms of the upper 
esophagus, illustrating how die right lung bulges 



Fig. 3.—Dunng fluoroscopj- in upright position, particu¬ 
larly with an image amplifier, pleuroesophageal line may be 
recognized as elastic septum that responds to d>’namics of 
intrathoracic and intraesophageal pressure changes. A, in¬ 
spiration causes fine to move downward toward right hilum. 
B, expiration moves it upward, “squeezing” air column in 
esophagus. C, normal swallow m'th air and barium mixed 
shoxxs amount of air usually retained after b.arium bolus 
has passed. D, air bolus distends esophagus momentarily 
and lower part of pleuroesophageal line is displaced sex oral 
millimeters to patient’s nght. 

behind the trachea against the thin septum com¬ 
posed of the esophageal u'all, die xdsceral and 
parietal pleura, and the connective tissue betxveen. 

Cimmino, ih 1956, presented .5 illustrations and 
a brief discussion of die “esophageal-pleural 
stripe.” * Tliis term seems unnecessarilx- compli- 








440 


PLEUROESOPHAGEAL 

cated. Only two previous publications = have 
attempted to analyze tJie wentgenographic peculi¬ 
arities of the upper mediastinum associated with 
linear markings and projected septums. None of 
these authors described the variations of the pleuro- 
esophageal line as related to erect position, residual 
air bolus, swallowing, or respiratoiy dynamics. 


LINE-DEGINDER T a \f a \ r 

J.A.M.A., May 24^ 

esophageal margins form no image un)ec, a 
esophagus contains material more opaque oTn,: 
radiolucent than the soft tissues of tlie 
mediastinum. 

Figure 4A demonstrates a typical plemoosopl,,, 
eal Ime with the esophageal margin formal h 
contrast of tlie residual air bolus in tlie upriglii 



Fig. 4.—A, common configuration of pleuroosophageal line, representing septum of 
soft ti.ssue sandwidicd between two air-containing structures; right lung and upper 
esopiiagus. B, roentgenogram of same patient in supine position. Air in upper esopha¬ 
gus has been swallowed and now only margin or profile of right lung against upper 
media-stinum is visible through air-filled trachea. C, in lateral projection of diest, air 
may be seen in entire esophagus between spine and trachea if roentgenographic e\- 
posure is made while patient swallows or belches large air bolus. D, oblique projec¬ 
tion of barium-filled esophagus demonstrates barium-contrasted pleuroesopbageal line 
from apex of right lung to crossing of azygos vein. Line is jnoie difficult to identify 
with air in esophagus. E, body section roentgenogram tlirough level of upper esopha¬ 
gus shows apical segment of right upper lobe bulging beliind trachea to form air 
contrast against posterior upper mediastinum. Visceral and parietal pleura, some 
connective tissue, and wall of esophagus separate air-filled lung from barium to form 
pleuroesopbageal line. F, roentgenographic section 3 cm. anterior to esophagus shows 
pleurotracheai line, plane of tissues comprising tracheal wall, connective tissues, and 
layers of pleura. 


The significance of the air normally retained in the 
esophagus has not been appreciated. The Drs. 
Felson® illustrated and discussed the mechanism 
of air-tissue contrast in the projection of roentgen¬ 
ographic images of the mediastinal silhouette. This 
same mechanism determines whether there \vill 
be an image of the esophageal silliouette. The 


esophagus. As the same patient moves into 
position, he becomes aware of the air an • 
belch or swallow. Several seconds later w wa 
anteroposterior film of the upper mediasin 
{fig. 4B) is exposed, there is no air to form an 
contrast of the esophageal- line. There is no 
only the pleuromediastinal margin hom 
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thoracic inlet to the azygos vein'is seen now. It 
would not be unreasonable to refer to tliis as the 
pleuroesophageal margin under these circumstances, 
althougli the esophagus actually takes no part in 
the formation of the image, ^^dlen tire patient is 
able to swallow air or belch during the e.vposure, 
some form of pleuroesophageal line can be identi- 



Fig. 0.—Emphysematous lungs producing bizarre septums 
and marginal contrasts in mediastinum. At point B in lordotic 
and posteroanterior projections is seen thin septum formed 
by approximated wsceral and parietal pleura of right and 
left lungs. Almost all connective tissue has been displaced 
from anterior mediastinal space. At point A in posteroante¬ 
rior film, pleuroesophageal margin can be identified, but 
absence of air in esophagus prevents projection of line. 
Difference behveen septate mediastinum and pleuroesophag- 
cal line is obidous. Point C in lateral projection represents 
sharp pleuroarterial margin where air-filled lung lies against 
innominate arterj' (if gas or opaque material filled artery^ 
pleuroarterial line would be seen). 

fied in almost every adult and in most children. 
Many indixaduals wiU present bizarre configura¬ 
tions with large air bolus (fig. ID, E, F). Air may 
^0 seen in the esophagus on lateral projection 
roentgenograms of the tliorax if e.xposure is made 
during efforts to produce an intentional air bolus 
.{fig. 4C). 


Patholog)' and Normality 

Persons with pulmonaiy^ emphysema often have 
strange linear patterns superimposed on the 
recognized structures of the mediastinum. The left 
lung and the right lung often become appro.ximated 
anterior to the aorta and the innominate arterx', dis¬ 
placing the soft connective tissues of the mediasti¬ 
num until nothing remains in the anterior medias¬ 
tinal space but a thin sagittal septum formed by 
tlie sandwich of pleura behveen tlie two lungs. 
Tlie lungs also may become appro.ximated behind 
tlie puhnonar)' arter^^ A pleuroesophageal margin 
is almost ahvays seen, but air is usually absent 
from the upper tlioracic esophagus because of flie 
elevated intrathoracic pressure. The illustrations of 
figure 5 identify the anterior mediastinal septum 
formed by appro.ximated emph)'sematous lungs at 
B. Tliis eccentric curx'ed line is easily located in 
botli the lordotic and the posteroanterior projec¬ 
tions. It is in no w'ay related to the pleuroesophag¬ 
eal margin at point A. The lateral projection 
illustrated the projection of a sharp air-contrast 
margin of the anterior profile of tlie innominate 
arteri' because the lungs have replaced tlie areolar 
connective tissue that usually fills the anterior 
mediastinal space. It should be noted that this is 
considerably below the lei’el at wdiich the pleuro¬ 
esophageal line is seen in the posteroanterior pro¬ 
jection, and tliere is no reason to confuse the two. 
Tlie pleuroesophageal line (or margin) carries no 
diagnostic implication of emphysema. 

Conclusions 

Although the pleuroesophageal line has no 
pathological or prognostic significance, it is obwous 
tliat die feature and die mechanism of its projec¬ 
tion on the normal chest roentgenogram must 
become familiar to all w'ho are responsible for 
interpretation of .v-ray films. False association of 
the pleuroesophageal line w’ith sjmptoms or sus¬ 
pected disease processes must be av'oided. Mfiien its 
physiological significance is appreciated and one 
has became familiar with the normal variations, it 
is possible to use this landmark in the thora.\' for 
the study of real abnormalities of the thoracic inlet 
and the upper mediastinum. 

2410 Rio Grand, Austin, Texas. 
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SKELETAL HEAD FRAME 

A PRELIMINARY REPORT 

Edward L. Flynn, D.D.S., Reginald G. Standerwick, B.S.E. 

and 

Mason Trupp, M.D,, Tampa, Fla. 


Surgeons familiar with tlie treatment of maxillo¬ 
facial fractures are aware of tlie inadequacy of the 
present method of plaster head ca^js in obtaining 
an extraoral point of fixation for reducing and im¬ 
mobilizing fractured bones. 

Plaster Head Cap 

Numerous appliances liave been tried and all 
were found lacking in one or more ways. The 
plaster head cap (fig. 1) lias been commonly used 
to provide an extraoral point of fixation. The dis¬ 
comforts of the patient and tlie complications that 
often arisp from tlie use of plaster head caps have 



Fig. 1.—Front view of commonly used plaster head cap. 


been detailed by Archer.* The following shortcom¬ 
ings are included: 1. It can never be rigidly 
stable, and it moves in direct proportion with 
the movement of tlie scalp. 2. When felt pads 
or sponge rubber are used over prominent bony 
areas of the skull, it is common for pressure 
necrosis in one or more areas to result under the 
plaster head cap. The more felt or rubber used in 
relief areas over bony prominences, the less stable 
is the plaster head cap. 3. Female patients are re¬ 


in the management of maxillofacial frac¬ 
tures, a skeletal head frame has been de¬ 
vised in an attempt to overcome usual im¬ 
mobilization disadvantages and to provide 
the necessary extraoral point of fixation fre¬ 
quently required. Placing the head frame 
fakes about 7 5 minutes. All types of cranio- 
maxillary injuries are amenable to treatment 
with this skeletal head frame. 


luctant to have their hair cut off in prepaiation fc- 
the installation of a plaster head cap. 4. In h 
weather, the plaster head cap can be extremely u [ j 
comfortable. Oral surgeons and patients frequents 
find the plaster head cap intolerable. Constam 
perspiration and unbearable itch precede fungus 
or secondary infection due to scratching. 5. The 
routinely applied plaster head cap, extending un¬ 
der the mastoids to take advantage of the under¬ 
cuts, is bulky, and the patient invariably com¬ 
plains of its weight. 6. A plaster head cap cannot 
be used on patients with lacerations of the scalp 
or skull damage and brain injuries associated with 
fractures of the face. 7. Many patients with facial 
injuries also have fractured legs or abdominal in¬ 
juries which make them bedfast. Plaster head caps 
are contraindicated in these cases because the pa¬ 
tient moves his head and greater irritation to the 
scalp occurs. 8. Osteomyelitis of tlie skull has been 
reported after the use of the plaster head cap. 
Deepithelialized areas can and do result. 

Skeletal Head Frame 

In an attempt to overcome these disadvantages 
and to provide the necessary exb'aoral point of nsa- 
tion frequently required in the management 0 
maxillofacial fractures, the authors (an oral snr 
geon, a neurosurgeon, and a developmental engi 
neer) designed a skeletal head frame which con 
sists of an aluminum frame comprising tirec 
curved chamrel bars and finely turned, adjusta c, 
stainless steel spade drills (fig. 2). 

The appliance is held by a burrowing m 0 
cortical bone, lamina externa, in the 
Crutchfield tongs. Since the finely turned sp< ^ 
drill points readily pierce the scalp voth g 
pressure, incisions are unnecessary. Two SP‘^ 
drills are driven into the temporal region on 
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side, and a pointed stabilizer, resting against the 
bone at the top eenter of the head, provides com¬ 
plete rigid stability. After the frame is placed, 
which takes less tlian 15 minutes, the patient is 
furtlier prepared and draped routinely for tlie 
maxillofacial reduction. Roger Anderson pins are 
placed, and connecting bars are attached to the 
Roger Anderson appliance. Any otlier ortliopedic, 
maxillofacial, wore, or neurosurgical device is simi¬ 
larly attached. 

In a series of 15 cases the following advantages 
have been noted: 1. Tlie spade drill points produce 
no abnormal roentgenographic changes. 2. The in¬ 
herent tension of the frame prevents the spade 
drills from becoming loose. 3. The frame may be 
applied with general or local anestliesia over sham¬ 
pooed, short-clipped hair. 4. All patients were en- 
irely free from pain and unpleasant sensations, 
because tlie periosteum was pierced when access 
0 the cortical table was made. 5. The frame weighs 
) oz., but, because of elimination of periosteal 
ensation, the patient is unaware of its weight. 
). None of the patients developed osteomyelitis. 
h Tlie frame can be used additionally for traction 
n cendcal spine fractures. 8. It can be used for 
neasuring the parameters in stereotaxic neuro- 
iurgical procedures, such as chemopallidectomy. 
). The apparatus would appear to be ideal for 
nass casualt}' injuries in which the same individual 
ustains multiple maxillofacial and other fractures 
md cerx'ical spine dislocation. 10. Even with skull 
ractures present, shifting tlie spade drill points to 
nore rigid locations of the calvaria, and the frame 
s readily adaptable by virtue of the channel bar. 
LI. Debrided and sutured scalp lacerations do not 
complicate die use of the frame. 12. This appliance 
-•an be used for intranasal and extranasal splinting 
if fractures. 13. Bars attached to the frame may be 
ised to retain compression dressings and ocular 
irosthesis. 

The pins are stainless, shaped in the typical 
‘spade drill” form, and have a shoulder about % in. 
rom the point of the pin. Above the shoulder the 
lin has ringed grooves Vs in. apart, similar to Roger 
Anderson pins, to help gauge the penetration. 


When die shoulder of the drill point rests against 
the lamina e.xtema of the skull, no further entrx’ is 
permitted. The connecting bars running from tiie 
head frame to the fracture sites are of the same 
circumference as the Roger Anderson bars, so that 
the single vTench fits all of the nuts, increasing the 
versatility of the appliance. 




Fig. 2.—Skeletal head frame used in the following cases: 
A, ma.xillaiy and mandibular fractures; B, depressed zygoma, 
orbital floor fracture, infraorbital ridge fracture, and fracture 
of zygomatic arch; C, bone graft of bilateral, untreated 
mandibular fracture in edentulous patient; D, facial frac¬ 
tures with skull fracture. 

We feel that a spectacular advance in extraoral 
fixation has been achieved in this device and that 
it represents a real milestone in the ever-advancing 
search for improved orthopedic ma.xillofacial and 
neurosurgical appliances. 

329 E. Daws Blvd. (6) (Dr. Trupp). 
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A mass society.—T oday’s society is seemingly dominated by what Ries- 
man calls the “other-directed” man, who finds the motivations of his conduct 
• and the end he pursues not in himself, but in the dictation of the group. An 
age of mass production and mass communication gives birth to a mass society', where 
the individual is as much standardized as are syndicated columns, TA'’ shows and 
the products of industry'. Few dare to be different, and for good reason—for to be 
different brings them under the condemnation of the group on whose opinion they 
form their 0 %™ opinion of themselves. The idolatry of conformity, of being like 
everyone else in a. group which tolerates only “marginal diversity'”; the frenzy with 
which so many people addict themselves to all sorts of superficial acb'vities or pas¬ 
sivities—these and other enslavements of contemporary' life originate, at least to some 
extent, from the need to replace beliefs and values and faith in which man once 
found security’.— F. J. Braceland, M.D., Psycluatry' and tlie Science of Man, Presi-- 
dential Address, The American Journal of Psychiatry, July, 1957. 
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OPTIM0M AGE FOR SURGICAL CLOSURE OF PATFNT 

DUCTUS ARTERIOSUS 


H. William Clatworthy Jr., M.D. 

and 

Victor G. McDonald Jr., M.D., Columbus, Ohio 


Tile optimum age for tlje surgical closure of a 
patent ductus arteriosus has not yet been clearly 
defined. A recent review of the combined experi¬ 
ence of 49 surgeons with 3,896 patients who were 
operated on for this lesion suggests that die ideal 
time to recommend surgical inteiwention is when 
the patient is between 6 and 12 years of age unless 
signs of failure appear.' The fact tliat tin's policy 
may not serve tlie best interests of every patient is 
suggested by a recent evaluation of our experience 
with a group of infants and children with proved 
patent ductus arteriosus wbo have been cared for 
at the Columbus Childrens Hospital during tlie 
past seven years. This analysis of our patients clear¬ 
ly shows that better management could have been 
afforded these patients bi' earlier correction of tlris 
common cardiovascular anomaly. As has been 
emphasized previously, deferment of surgical 
therapy may result in deatli for an infant whose 
condition is deteriorating sold)' from the effects of 
a patent ductus arteriosus. More often, however, 
such a delay leads to a continual pattern of groivth 
failure and to recun-ent refractory cardiopulmonarj' 
symptoms in younger children. Further procrastina¬ 
tion exposes the older child to tlie risk of such 
serious complications as bacterial endarteritis, ir¬ 
reversible pulmonary h)'pertension, compromised 
myocardial reserve, and adi'anced pulmonary vas¬ 
cular degenerative changes. Familiarity with tliese 
facts has stimulated us to reexamine the objectives 
of the surgical management of this congenital de¬ 
fect and to attempt to define more lucidly tire age 
range during which operation can be performed 
with maximum effectiveness. 

Review of Patients 

All patients who were admitted to the Columbus 
Children’s Hospital during the period July, 1950, to 
June, 1957, who were proved by cardiac catlieteri- 
zation, operation, or autopsy to have a patent ductus 
arteriosus as the sole cardiovascular anomaly are 
included in this study. In all there were 66 patients 
meeting these criteria. Sixty-three of these children 
were operated on without a deatlr or any serious 
postoperative complications. Nearly 50% were 
operated on before die age of 5 years. Eleven were 


Associate rrofcssoi of Pediatric State University ^ 

of Medicine and CUiet, Department of Pediatnc Surgery, ChiWrM s 
Hospital (Dr. cTaUvorthy) and Chief Surgical Besident and Instrrrctor 
in Surgery. Cinidren-s Hospital (Dr. McDonald). 


In order to determine the most favorable 
time for surgical closure of patent ductus 
arteriosus, the histories of 66 patients were 
reviewed. These patients had all been proved 
by cardiac catheterization, operation, or 
autopsy to have this condition as the sole 
_ cardiovascular anomaly. Three were not op¬ 
erated on. The other 63 were operofetf on 
without a death or any serious postoperative 
complications. Nearly half of the operations 
were done on patients under the age of 5 
years. The data showed that postponing the 
operation beyond that age implied years of 
living with a severe handicap and with the 
danger of life-threatening complications such 
as heart failure, pulmonary hypertension, en¬ 
darteritis, and degenerative vascular changes. 
After the age of 5 years the incidence of these 
complications increased sharply. - Surgical 
division of the patent ductus provided a per¬ 
manent cure. The authors recommend that in 
children under the age of 5 with symptoms 
of patent ductus arteriosus the closure be 
done as soon as the diagnosis is established, 
and that in children who are asymptomatic 
but known to have the condition the operafion 
be done before the age of 5. 


operated on in the first 2 years of life, 19 between 
die ages of 2 and 5 years, and 33 between the ages 
of 5 and 16 years. In general the postoperative 
course was smoodier in the younger patients, even 
tliough the majority of the infants showed serious 
symptoms, were grossly underweight, and ofen 
suffered from myocardial decompensation, T e 
three patients on whom no operation vyas done 
must bo considered tlierapeutic failures since two, 
although living (10 and 12 years of age), are con 
sidered inoperable because of reversal of tne> 
ductal shunts, while die tiiird, an infant, 
his condition undiagnosed. These failures snoui 
avoidable today, provided physicians are m 
cognizant of the manifestations of this f. 
early life, make full use of the available 
procedures, and recommend earlier surgica 

vention. 
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Manifestations of Patent Ductus Arteriosus 

Cardiopulmonar}’^ symptoms were the commonest 
abnormalities obsers^ed and were present in 49 of 
tlie 66 infants and children included in this series. 
All of the infants were seriously ill at the time when 
tliey were admitted to tliis hospital. Each suffered 
from one or more of such sjnnptoms as recurrent 
respirator}" infection, inability to feed properly, and 
e.scessive irritability and fretfulness; each frequent¬ 
ly was noted by his parents to have shortness of 
breath, tachj'pnea, and a rapid, forceful heartbeat. 
Thirh’-seven of the 54 children who were over 2 
years of age were obser\’ed to have exertional 
dyspnea, easy fatigability', or recurring respiratory’ 
infections which required frequent medical atten¬ 
tion. Indiwdually and collectively tliese patients 
presented a total morbidity', due to their altered 
cardiorespiratory phy'siology', that is certainly not 
inconsequential (fig. 1). 

Growth and Development 

Thirty-four of the 66 patients, including all 12 of 
tire infants, fell below the 10th percentile cur\'e on 
a Boston Children’s Medical Center anthropometric 
chart for weight. One infant 2 months of age 
weighed less than Iris birth weight at the time of 
operation. Failure to gain normally was less fre¬ 
quently observed in the older children, although 22 
of tire 54 patients who were more than 2 and less 
than 16 y'ears of age also fell below the 10th per¬ 
centile. Tire significance of the preoperative evalua¬ 
tion of the weight was enhanced by the postopera¬ 
tive increase in percentile for weight shown by' 20 
children whose weight was followed from one to 


—_ V. «l BOtitnls 

12 infants 
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SYMPTOMS 

• GROWTH FAILURE 

• CARDIAC FAILURE 

• PULMONARY 

hypertension 

• ENDARTERITIS 
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Fig. 1.—Manifestations of patent ductus arteriosus. 


five years after operation. In these 20 for whom 
follow-up information was available, tire median 
percentile for weight was 10 preoperatively' and 65 
postoperatively. Ten of tire 11 patients who fell on 
or below the 10th percentile curve preoperatively' 
rose above the 30th percentile postoperatively 
(fig. 2). 


Complications ^Vh^ch Threaten Life 

Tire serious complications of a patent ductus 
arteriosus are by' no means limited to the patients 
in the older age group. Heart failure, pulmonary' 
hy'pertension, acute and subacute endarteritis, and 
pulmonary' vascular degenerative disease can and 
do occur in children. 



/ 2 3 4 5 e 7 B 9 10 H tZ 13 14 IS 16 

AGE AT OPERATION (YEARS) 


Fig. 2.—Weight change ohsers’ed in 20 children after 
dh’ision of patent ductus arteriosus (adapted from Boston 
Children’s Hospital anthropometric chart for weight). 

Heart FaiJure.—Nine of the 12 infants in this 
series showed definite evidence of cardiac decom¬ 
pensation at the time they were admitted to the 
hospital for diagnosis and treatment. After a brief 
period of medical management eight of these in¬ 
fants were successfully operated on, while the re¬ 
maining infant died with no diagnosis given. None 
of the older children in this series were in heart 
failure. 

Pulmonary Hypertension.—Pulmonary' arterial hy'¬ 
pertension, wth blood pressure ranging from 40/25 
to 140/80 mm. Hg, was present in 8 of 10 patients 
who underrvent cardiac catheterization. Four of 
these patients were less tlian 2 years of age, and 
three patients u4th pulmonary artery pressures 
equal to or greater than sy'stemic arterial pressures 
were 10, 12, and 14 years of age. All four of the 
infants uith pulmonary' hy'pertension were in car¬ 
diac failure. Only one of the three older children, a 
14-year-old boy' who had a balanced flow through 
his ductus, was deemed amenable to surgical treat¬ 
ment. The two remaining older children, aged 10 
and 12, already had evidence of reversed flow 
through the ductus during the cardiac cycle and 
were deemed to be inoperable. The ductus was 
diwded wnthout incident in all otlier patients uith 
pulmonary' hy’pertension. 

Endarteritis.—Three children, all of whom were 
over 5 years of age, developed bacterial endarteri¬ 
tis, which " i' ^ by blood culture studies 

in each ' ' ; ecus on'-”'. Strep- 

tocx)ccn'' ogenes 
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var. aureus were the causative organisms in the 
respective patients. Each child was critically ill and 
one developed multiple septic irulmonary emboli 
dining the course of this illness. All three patients 
icsponded satisfactorily to treatment unth large 
doses of penicillin given' intravenously, and the 
ductus was successfully divided four to six weeks 
after the blood culture tests had reverted to nega¬ 
tive. 

Degenerative Vascular Changes.-There were no 
cases of such gross degenerative vascular changes 
as pulmonary or ductal aneurysm, and tlie periph- 
cxal lung biopsies, which were obtained in several 
instances, showed no histological abnormalities. 

' Comment 

Physicians agree that when a irersistently patent 
ductus arteriosus exists as an isolated congenital 
cardioi'ascular defect it should be surgically closed 


Table l.Summartj of 949 Crises Where Results bij Age After 
Operation for Patent Ductus Arteriosus Are Clearly Stated 
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01 

1 
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" .At 2 yenr.s the mortality was 1,1, at 5 1.3, and at .5 to ifi years 1,5%. 
The overall mortality o£ the 949 patients, under IG years o£ ace, was 


u% 


sometime during childhood, Tlie operation is safe 
and, when tlie ductus is divided, provides a perma¬ 
nent cure. The mortality rate which attends tliis 
procedure is as low in infants as in children. Analy¬ 
sis of those reports in the literature where the result 
by age is clearly stated shows drat the mortality 
was 1.1% in 91 infants less than 2 years of age and 
1.3% in 378 young children less dian 5 years of age, 
as compared unth a mortality of 1.5% in 480 chil¬ 
dren 5 to 16 years of age (table 1). Aldrough the 
differences are not statistically significant, these re¬ 
sults are particularly impressive when one consid¬ 
ers tliat most of the infants were seriously ill, often 
witlr cardiac decompensation, when tire operation 
was performed, whereas the major^ of the older 


patients were relatively asymptomatic. Tliere k 
httle question, therefore, tliat the obliteration of i 
patent ductus can be safely carried out in anvaee 
group. The determining factor in choosing the opt 
mum time for surgical intervention need not be 
dictated by the operative mortality but rather by 
the expected morbidity and mortality that attends 
the disease itself. 

A large, functionally patent ductus arten’ostis 
may destroy tire very young. Ziegler - and Adams 
and associates have stressed the clinical features 
of this lesion as it is seen in infants and have em- 
phasized the importance of establishing the diag¬ 
nosis and proceeding witli the closure of the ductus ■ 
without delay in any infant who shows symptoms. 
Fortunately the majority of patients do not get into 
serious difficulty during infancy, but tliey do experi¬ 
ence a considerable morbidity from cardiopuba- 
nary manifestations and physical retardation during 
cliildliood. There is little justification for permitting 
even these minor abnormalities to persist, since 
tiiey nearly always disappear -after closure of die 
ductus. Adams and Forsyth followed die weights 
of patients after repair of tlie ductus and concluded 
that the rate of gvowtli and tlie attainment of physi¬ 
cal potential were diminished when surgery was 
performed on patients in late cliildliood. 

With rare exception, all patients widi tliis anom¬ 
aly who survive infancy and early childhood are 
exposed to tlie risk of such complications as super¬ 
imposed infection, irreversible pulmonary Ipper- 
tension, and vascular degenerative changes, and 
after tlie patient reaches the age of 5 )'ears die 
incidence of these complications increases sharply. 

Although bacterial endarteritis is a particularly 
feared complication in adults, there has been little 
written about its occurrence in children. Hubbard 
and associates ® in a collected review of 39 cases 
have found eight instances of endarteritis that oc¬ 
curred in children all of whom were over 6 years 
of age. Holman and associates “ reported four cases 
which occurred when tlie children were beriveen 
die ages of 7 and 11 years. The youngest reported 
patient with endarteritis was 4 years of age. A • 
tiiougli better medical management with antibiotics 
has reduced the mortality of endarteritis, the pre¬ 
vention of this serious complication is best accom¬ 
plished by tlie surgical closure of the ductus be ore 
tlie patient reaches the age of 5 I'ears, since in eo 
tion rarely occm-s pirior to tliis time. 

Pulmonary arterial hypertension associated m | 
patency of die ductus arteriosus has been obsener^ 
in patients of all ages. Dammann and Ferencz 
have shown that die extremely high pulmonar) ar 
tei'ial pressures may be well tolerated by ) nun 
individuals but that die disease is a progiessne on 
and ultimately' leads to die premature deat 10 
patient, with myocardial decompensation an 
reversal of blood flow through die ductus. ni 
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son® has carefully studied 10 children wth re¬ 
versed flow and concluded that the reversal of flow- 
in the ductus does not alwaj's represent tire end- 
result of prolonged elevated pressure but may exist 
. even in earl>’ infancy. Fortunately, young indixnd- 
uals with se\'ere pulmonary' h\'pertension tolerate 
closure of their shunt much better tlian do older 
children or adults.’** In a selected series of patients 
wifli proved pulmonary hsTpertension (table 2) tlie 
mortalit}' was 0 in 22 infants under 2 years of age 
and lO.o^o in 19 younger children betsveen the ages 
of 2 and 5, as compared with 26.7% in 15 patients 
behveen 5 and 16 years of age. These statistieally 
significant differences in the operative risk are pre¬ 
sumably due to the fact tliat tlie myocardial reser\'e 
of the patients is excellent and suggest that the 
pulmonary vascular resistance has not become fixed 
in the younger pab’ents. 

The pulmonar)' vascular degenerative changes 
are of tivo tjTpes. Tlie first and most commonly en¬ 
countered include those which are confined to tlie 
smaller pulmonar}' arterial vessels initially and in¬ 
clude hypertrophy of the media and proliferation of 
the intimal layer. Medial hi'pertrophy of the pul¬ 
monar}’ arteries is present in the normal human 
fetus and in the presence of an open ductus may 
persist into early infancy,” When the ductal shunt 
either closes normally or is obliterated surgically, 
h}’pertrophy of tlie medial layer apparently re¬ 
gresses and the vascular resistance presumably re¬ 
turns to normal. However, if the shunt remains 
open the pulmonary vasculature is subjected to pro¬ 
longed increases in flow, pulse, and pressure, and 
the intimal proliferation progresses to sclerosis and 
thrombosis and eventual obliteration of the lumen, 
\rith concomitant increase in pulmonar}' vascular 
resistance, which ultimately becomes fixed and 
irreversible.® 

The second but less common vascular degener¬ 
ative change involves the ductus itself, the pul¬ 
monar}' arter}', or the adjacent aorta. Lindert and 
Correll collected 29 patients rvith aneur}'sm of 
these major vascular channels, the yormgest of 
whom was over 5 years of age. Two of these pa¬ 
tients died after a rupture of the aneury'sm at 5 and 
12 years of age. Holman ® encountered one patient, 
11. years of age, with an aneurysm of the ductus 
and another 14 years of age wth a pulmonar}’ ar¬ 
terial aneurysm. The youngest patient with aneu- 
r}’sm whom we have encountered in our rev'iew is 
one reported by Lyon and Kaplan '■’’—an infant 27 
days of age who died after thrombosis of a ductal 
aneurysm, and this condition was complicated by 
renal arterial thrombosis. 

Disadvantages of Early Operation.—The disad¬ 
vantages of early operation appear to be relatively 
negligible in tlie face of all of the eWdence pre- 
'iously presented. Ob%'iously, facilities and per¬ 
sonnel capable of caring for infants and younger 


children must be utilized and fortunately are now 
w'idely available. Emotional problems are com¬ 
monly encountered in children betiveen 2 and 4 
years of age, but in general can be dealt with 
judiciously by careful preparation of tlie family 
and tlie child prior to his admission to the hospital 
and by concern for his mental as well as physical 
requirements while he is incapacitated in* this 
strange environment. 

Conclusions 

Surgical closure of a patent ductus arteriosus 
should be carried out on any child who shows 
sy'mptoms as early as tlie diagnosis is established 
and in asy'mptomatic patients before they reach tlie 
age of 5 years. The operative morbidit}' and mor¬ 
tality' in infants and younger children, as far as we 
can determine, is no greater than that e.xperienced 
in older children. Failure to eradicate this lesion in 
early life may e.x-pose the infant witli symptoms to 
progressive myocardial decompensation and the 

Table 2.—Cases of Patent Ductus Arteriosus Selected 
Because of Proved Pulmonary Hypertension 

Age, Yr.* 


5 .>-16 

. > 



Ca^ee, 

Deaths. 

Cases, 

Deaths, 

Case*, 

Death* 

Reference? 

No. 

No. 

No. 

No. 

No. 

No. 

Dammao, J. F., and 
Sell, C. G. R.: Cir¬ 
culation 6:110, 1052 

3 

0 

11 

1 

4 

1 

Zieeler^ . 

r> 

0 

2 

0 



Adams nnd other«« . 

-1 

0 

• «. 

... 

... • 

... 

Ellis. F. F.. and 
other* J. Thoracic 
Surg. 31:208, l&V}.. 

3 

0 

1 

0 

6’t 

It 

Anderson and 
other-® . 

H 

0 

It 

It 

It 

It 

Hay, 4. D., and 
Ward. 0. C.: Arch. 
DK Childhood 31: 
270. 1950. 

1 

0 

3 

0 

31f 

It 

Clatworthy and Mc¬ 
Donald, 1057 . 

4 

0 

1 

0 

1 

0 

Total* . 

22 

0 

19 

*> 

15 

4 


* At 2 year.* tbe mortality wa« 0, at 2 to 5 year* lO.Cc, and at r> to 1C 
years Thp orcr-all mortality of the y) patleaN wa« 

f Xo. with reversal of flow. 


young child to the needless threat of cardiorespira¬ 
tory' disability', growth failure which may not be 
entirely reversible, and to such additional serious 
complications as endarteritis, irreversible pulmo¬ 
nary hy'pertension, and degenerativ'e disease of the 
major and minor pulmonary' vessels. 

17th Street at Livingston Park (5) (Dr. Clatvvortliy). 

This study was supported by the Children’s Hospital In¬ 
vestigative Laboratory Division and the Central Ohio Heart 
Association. 
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SYMPATHY AND EMPATHY 

Charles D. Aring, M.D., Cincinnati 


'The person able to determine liis emotional 
boundaries, that is, where he leaves off and where 
someone else begins, and not indulge in the others 
emotional problems, functions more usefully, hap- 
pilv, and gracefully. It appears that one of die most 
difficult tasks put upon man is the reflective (not 
reflexive) commitment of oneself to anothers piob- 
lem, while each maintains his own identity. It is a 
state to which those in the interviewing professions 
should aspire. Though this is a proposition well 
knowm to psychology and psychiatr)% it is rarely it 
ever considered in schools at any leve . I follows 
that if we acquire this important talent 
we learn it later than we should. It ought to be 
possible to bring people to reflective commitment 
Sr and moreVacefully than heretofore has 

been the case. It is likely that, if one has been 
' .strongly conditioned in youth to direction by dw 
feelings of others (outer-directed is Riesmans teim 
for it? this will later become almost a iefle,\. A 

emotional discharge by another “J 

challenge. The ways in which one person ma) react 
to anodir are infinite; there is a spectrum of these 
reactions. In these exchanges it is qui e ^^.^"sual to 
witness reflective commitment and behavior p 
c^d rate completely on what is happening 
now Yet to the extent diat this does not operate 
Tare not free, an uneasy state of afcirs to to 
Old and established paHerns much too often in 
fere with current f unctioning. 


The act or capacity of entering into or 
sharing the feelings of another is known os 
sympathy. Empathy, on the other hand, not 
only is an identification of sorts but also con¬ 
notes an awareness of one's separateness 
from the observed. One of the most difficult 
tasks put upon man is reflective commitment 
to another's problem while maintaining his 
own identity. The ways in which o"® Person 
may react to another are infinite. A subtle 
and significant feature of a happy nse ica 
practice is to remain unencumbered by e 
patient's problem. 


Thus conscience does make cowards of u . > 

And tlms the native hue 

Is sicklied o’er witli Uie pale cast of thoug , 

And enterprises of great pith and moment 
Widi this regard their currents turn aury, 

And lose the name of action. 

Hamlet HI. i- 5b 

To psychiatrists this is 

son has not i^atured _ emotionally, I ^ 

evoke unrealistic behavioral patter - 
themselves endlessly as though ‘ i^gnce- 
notized at some tender basic behavior 

fordr this is the way iLwas to be. Th a 

of a person is largely experienoo- 

trophe or another moving emotional eq 
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Tliis repetition presents in various guises which re¬ 
move the phenomenon from the realm of the 
■' obvious. It has been said of a person so hampered 
that “he has been ‘taken in’ so to speak by what 
■ he has taken in.”' 

Medical students and physicians do hot escape 
this blight; beha\aor in others is apt to draw them 
: into actinb' which they neitlier originated nor had 
; any intention of entering into. The possibilities 
are varied and infinite, limited only by the energy' 
that is available; waning energy' may be a factor in 
■' the amelioration of such participation as we grow 
older. Physicians are doubly' burdened when they 
are unable to unravel the meaning of such beha\ior 
- in others, since so much that is constructive in 
therapy depends upon its recoghition. It usually' has 
not been possible for teachers to assist students to¬ 
ward enlightenment in this area. Indeed it is unlikely' 
that most teachers, at least in schools of medicine, 
would consider this their function or responsibility'. 
MTiatever tlie case, I w'ill point to some areas 
wherein impasses frequently develop in an inter- 
\iewing profession such as medicine. 

^ Many teachers of medicine ad\'ise the sympa¬ 
thetic approach; one cannot fully appreciate the 
problems of others, it has been said, unless he can 
put himself in another’s place. We ought to con- 
^ sider exactly what we mean by this sy'mpathy. On 
casual glance, sympathy would seem to be a quality' 
devoutly to be wished for in the practice of medi¬ 
cine. Certainly most of us entered our profession 
with some such thinking; the sy'mpathetic phy'sician 
, has been portray'ed ^vith persistence through the 
^ ages. As is often the case, the judicious use of a 
i good dictionary' may give us a hint as to what may' 
be the matter with one or another cherished behef. 
^ If we tlioughtfully examine the definition of the 
word sy'mpathy', we find that it refers to an affinity, 
association, or relationship so that whatever affects 
.. one, similarly affects the other. The act or capacity 
of entering into or sharing the feelings of another 
is know’n as sympathy'. Without crow'ding the defi¬ 
nition we may' say that this describes exactly' what 
occurs in far too many human relationships, in¬ 
cluding the practice of medicine. I want to submit 
.. that entering into the feelings of another and be¬ 
coming similarly affected may not be the construc- 
five method tliat it has been supposed. There are 
' so many examples of this affinity' that it is difficult 
to know which to cite; the patient demands subtly 
: Or cmdely and the phy'sician either falls in x^th the 
demand or becomes annoyed; the patient prefers 
another medical advisor and the physician is hurt; 
f- or the patient becomes glad, mad, or sad or even 
: j amorous and tire phy'sician follows suit, and so on 
S- ad infinitum. It would seem as if the one affects the 
otlier similarly to his own feelings, surely' restrict- 
mg movement in him who is supposed to be acting 


maturely', unhamperedly', and reah'stically accord¬ 
ing to what is transpiring in the here and now. The 
doctor then “feeds back” problems as complex if 
not more so than those his patient brought to him, 
and energy' is invested w'here it is rvasted. We 
should become aware of the subtle deterioration 
of our usefulness in such situations. It is no longer 
the best medicine to proceed blindly inotivated by 
humaneness; there has been developed a better 
way'. Action motivate by' conscious awareness is 
one of the main goals of today'’s psy'chiatrist. 

The student of medicine rarely has the oppor¬ 
tunity' to learn about the great advantages that ac¬ 
crue to maintaining one’s ow'n personality' in any' 
emotional climate. The patient should be allowed 
his ow’n problems x^thout a need on the part of the 
phy'sician to partake of tliem. This is the attitude 
best encompassed by' the psy'chological term, empa¬ 
thy'. Tlie term empathy' is thought to have origi¬ 
nated xmlh the German psychologist, Theodore 
Lipps, in die word einfiihlung. Like many' foreign 
conglomerates, einfiihlung is difficult of transla¬ 
tion. Einfiihlung connotes the emotional apprecia¬ 
tion of another’s feelings, as does sympathy'. Ein- 
fiihlung, or empathy as we say', is an entrance into 
the feelings of another person or of a diing or 
concept; one may' feel oneself into diings contem¬ 
plated or persons obserx'ed. This “in-feeling,” or 
better “feeling-into,” depends a good deal on the 
richness of one’s own ex-perience; it has to do srith 
the matured use of the self. It is not only an iden¬ 
tification of sorts, but unlike the implications of 
sympathy it is an awareness of one’s separateness 
from the obserx'ed. One has had one’s own feelings 
and relationships and has worked at die under¬ 
standing of them, and diey' w'ill be useful in under¬ 
standing those feelings and relationships of others. 
Appreciation of another’s feelings and problems is 
quite different from joining in them, and in so doing, 
complicating diem beyond resoK-ing. Empathedc 
understanding alloxvs a better opportunity' of de¬ 
fining xvhat is transpiring and what die behavior of 
another signifies. It is hardly possible to overstate 
the importance of die uses of empathy' in the prac¬ 
tice of medicine. 

Wffiat has been said so far may' appear to give 
license to reticence in engaging the patient’s main 
problems and to a passive or indifferent or lazy' at¬ 
titude of irididrawal on the part of die physician. 
This is about as far as it would be possible to get 
from die correct interpretation. Rather, the goal is 
to allow the physician die ma.ximum freedom of 
movement so that he may' act for the greatest bene¬ 
fit of the patient. One of the very' greatest assets . 
in the physician’s possession is freedom of mox’e- 
ment, and this may pertain only if die physician 
remains apart from die enen'ating morass of the 
patient’s problems, x'iev'ing them detacliedlv yet 
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interestedly. It iniglit be said quite simply tliat one 
cannot become interested in them short of being 
interested, a state that onfy the very greatest doctors 
achieve consistently. But we cannot hope to be of 
maximum help to the patient if we become sub¬ 
jective about the trouble and, therefore, partake of 
it. Tliis is tlie main reason vdiy the physician does 
not treat his ouai family. 

I now w'ant to turn to a few examples. We all 
know patients who constantly pick at us, in the 
pro\'’Ocati\'e fashion of a youngster v'ho is itching' 
for a licking. The)' probe for the “soft spots” usu¬ 
ally they are burdened and uneas)' people. By im¬ 
plication or even by direction tiiey indicate that 
the physician does not know his business, or at the 
very least that he is doing them no good. Obviously 
we must be on firm ground in dealing with these 
qrersons as with all patients; one can ne\'er operate 
from a base of inadequate knowledge and expect 
to function as a first-rate physician. The basis of 
security in this regard is tlie thorough examination, 
for which there is absolutel)' no substitute. But in¬ 
different technique or lack of knowledge is not the 
problem under consideration here. More often the 
pliN'sician is unable to \vithstand the patients prov¬ 
ocations mainly 'because of his own unmastered 
conflicts. He mistakes the patient’s problem as his 
oum; he picks up the emotional challenge and finds 
himself acting in a fashion suggested by tlie con¬ 
duct of the patient. Clearly then he is being outer- 
directed. 

Perhaps one of tlie most obvious examples of this 
outer-direction is the conduct of many physicians 
in their dealings with persons witli dependency 
problems. Tliese persons, in their contact with au- 
tliorit)', repeat their unmastered emotional prob¬ 
lems in such a way as frequentl)' enough stirs the 
doctor to thinly disguised and even oVert hostihty. 
This destructive approach—of bodi participants I 
might say—is seen too often when the patient is 
receiving compensation for illness, and particularly 
compensation from public funds. Patients are hardly 
aware of the danger inherent in this position, or I 
do not believe they would cultivate it as often as 
they do.® Here the doctor is involved s)mpat}iet- 
ically; there is an affinity, association, or relation¬ 
ship with the patient, so that whatever affects one 
(the patient) similarly affects tlie other (the phy¬ 
sician). This affinity impedes effectiveness, and tlie 
ph)'sician then proceeds haltingl)' and usually is 
blocked from performing the work he should be 
doing. Most physicians would rationalize this be¬ 
havior as moral, perhaps noting that they reserve 
a full measure only for the deser\ing. As Cervantes 
said, it is the hardest job in the world to know 
oneself. With a bit of good-humored self-examina¬ 
tion, it is readily understood that everyone has 
quite legitimately a longing to be taken care of; 
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this is elemental in protoplasm. The dependei 
state was ongmally the privilege of all of us 
no one of us budged from it widi grace Theri- 
ever the pull to return to the “good old days ”311 
who has not experienced these nostalgic lonka. 
Tliough we are prone to deny it, people who ri 
ceive compensation for illness poorly understoo 
-as an example, the neuroses-arouse in ns an env 
of sorts. When the reward is obtained from th 
“public trougli”~some indication of piggishness- 
M'e are touched to the quick. This represents a tin 
of nirvana, a state we have longed for since w 
were too rudely removed from it, an unconsdou 
, longing to be sure, but more moving by reaso 
thereof. So we transcend our medical competenc 
to judge these sick people, and the mere m judg 
the more we may be judged, since the emotioiis 
state u'hich we deride with such \dgor is that fo 
which we long. As Shakespeare put it: “The lad 
cloth protest too much, methinks.” 

Szasz ® has published an interesting treatise con 
cerning die physician’s concept of malingerin' 
which bears on our problem. There is an old savin 
taken from Spinoza, as I remember, to the effec 
that Paul’s idea of Peter tells us more about Pau 
than about Peter. A diagnosis of malingering e\ 
presses notiiing so much as the physician’s mora 
condemnation of die patient, and it tells us as much 
if not more, about the physician than it does abou 
the patient. IVith it die physician becomes dra 
gooned into thfe role of an umpire; then it become 
his duty to see that no one cheats. Obviously med' 
ical training is not intended to make one e-Kperl 
as an umpire; perhaps die least that may be said 
against a diagnosis of “malingering” is that it draw 
the doctor away from his competence. The infer¬ 
ences are clear; one cannot allow oneself to he 
draiTO sympathetically into activity tliat intellect 
ought to have warned is not within the puniew of 
medical expertness. It should be obvious that pa¬ 
tients who have been called malingerers are sicf 
people, and it is our duty to find out why and what 
might be done toward remedy, and nothing more. 

The temptation to transcend the boundaries 0 
competence is a continuing one to men of medicine. 
If there were time it would be interesting to ti)' to 
determine why this is so. Currendy die need or 
authorities is very great indeed; die physician ma) 
find his opinion being sought in practica y an 
problem that besets a human being, 
minded about the old family doctor . 

and enshrined by death and distance—had us op 
ion asked in such things as - e 

and all sorts and conditions of behavior, rtie 
physician guards against any anachronism, an p . 
ticularly this continuing temptation , 

represent nodiing more than j 

to cast him in the role of the all-givmg 
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role than which, altliough flattering, there is none 
more diflBcuIt in tlie world to maintain with con¬ 
sistency. 

In this regard I am reminded of the many legal¬ 
isms that somehow have been e.xtended into medi¬ 
cine, for e.vample, the terms insanit)', per-cent-dis¬ 
ability, and tlie irresistible impulse (I am taken 
with Justice Brandeis’ remark that the irresistible 
is often only that which is not resisted). It is as 
though otliers, surs'eying the fleld of medicine and 
finding it not entirely to their liking, decided that 
the game was going to be played on different terms 
and then projected regulations wth which they felt 
more at ease. The physician who plays the game 
aw'ay from his home base, away from his o\%m 
unique competence, is in trouble. The best antidote 
for this temptation is self-e.-samination, mtli atten¬ 
tion to the concepts of sympatliy and empathy as 
they have been developed here. 

A group of patients who test our powers to act 
as an independent and inner-directed unit are those 
with emotional illnesses and particularly those 
w'hose problems are subtle and disguised, as may 
be the case in some conversion states and in masked 
depressions.-So, too, \wth any comple.x illness where 
the diagnosis is difficult, and particularly when a 
deal of continuing pain is involved. These patients 
unmask our emotional inadequacy no less than the 
compensation cases. Knowledge is never complete, 
and those physicians in the thick of it must always 
handle a modicum of insoluble problems. This is 
no threat to those who have matured to the point of 
admitting to themselves that there are some things 
they can't know, even after thorough study. Kant’s 
definition of faith applies here: “Again and again 
it is necessar)’^ to take a decision on the basis of 
knowledge sufficient for action but insufficient to 
satisfy the intellect.” Not to know is a threat to a 
hampered personality, as it is to admit that there 
may be others whose competence extends into 
realms where he himself is not particularly inter¬ 
ested. To obstruct treatment for a person who func¬ 
tions poorly for any cause, is surely to be “sucked 
in” and immobilized by die patient’s problem. This 
is sympathizing rather than empathizing, an af¬ 
finity or relationship so that whatever affects one, 
similarly affects the other. 

Most of these people are in need of a steadfast 
and ongoing relationship, although some of them 
are even more in need of a thorough physical ex¬ 
amination and a proper diagnosis. The physician 
may not be in a position to afford a continuing 
relationship to such persons for any of a number of 
reasons; frequentiy he hasn’t the time to devote to 
it tliat they require. However, he may not be aware 
of his fear of it; when his tokens of relationship— 
namel)' pills and palaver—run out, he is in a sense 


bankrupt. He has no faith in relationship tiierapy, 
I suspect mainly because he does not know how to 
maintain his integrih' in it. I don’t mean this in any 
moral sense; I mean integrity from the standpoint 
of an independently functioning, secure, innerly 
directed, and well-integrated, singular unit. 

The patient presumes him to be an e.vpert and 
presents himself for treatment. The physician falls 
in wth the patient’s feeling; he s>'mpathizes wth 
the patient to die extent that he agrees that he is 
such an expert as the patient decrees him to be. He 
then pronounces him to have no illness Math the 
usual phrasing: “Tliere’s nothing die matter uddi 
you.” Into such travesties can our sjonpathies lead 
us! An empathetic physician might well say: “I 
know or I will find out about the trouble that you 
describe and I ivill ivork with you concerning it,” 
or “I ua'll send )’ou to someone ivho does this tjqie 
of work.” 

Anodier problem in this categor}’- is the pain 
sometimes suffered because of the resistance to giv¬ 
ing analgesic drugs oftener than every' hvo to four 
hours or so, and in no more tiian the usual dose. 
'This applies particular!)’ to patients ivlio suffer from 
a fatal illness. I can make nothing of this problem 
unless it be another example in the realm that I 
have been discussing. Obviously addiction is not a 
consideration in this regard, certainly e.xpense is- 
not, and there is no danger of eudianasia, paren¬ 
thetically a procedure in which I have no faith. I 
cannot see how die clock—that is, the movement 
of the earth on its axis—can have anything to do 
ividi the care of persons dying v'ith excruciating 
pain. ’The main problem is to keep such people as 
comfortable as it is ivithin our province to do, and 
besides gii’ing of oneself diis involves the proper 
use of more than die usual doses of potent anal¬ 
gesics in addition to nursing care and to comforting 
the family. If we are being subtly hampered in this 
endeavor it behooves us to find out why. 

’There is a concept of purification by suffering. 
But in our culture this punishment usually has been 
reserv'ed for the criminal. One may presume that 
everyone is guilty, as some do, but this is an un¬ 
easy base from M’hich to practice medicine, since 
once again this is beyond the prownce of our 
competence. It seems likely that here again we 
have become enmeshed by feelings of which we 
are unav'are, and particularly those having to do 
M'ith dependency. In an ongoing relationsliip it is 
difficult to be constantly gratifying the dependency 
feelings of otiiers M-ithout gamering something in 
the way of emotional supplies in return. Perhaps 
this is where we fail, when we do, in the handling 
of chronic disease. Eveiy'one finds it difficult to 
constantly give of his substance vadiout receiving 
in return. The usual method to get around this has 
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been to file these people away from the stream of 
medical consciousness; up until recently most hos¬ 
pitals foi the chronically ill were miles away from 
medical centers. Tliere are, of course, many other 
iCiisons. But nothing but good can accrue to be¬ 
coming aware of our owm feelings as regards prob¬ 
lems sucli as these. The best tliat derives tlierefrom 
is the freedom to act realistically and according to 
the current happenings, 

A subtle and significant feature of a happy med¬ 
ical practice is to remain unencumbered by die 
patients problem. Among others to point this up, 
particularly as far as fear is concemed, has been 
^Vilmer •’ in his work until psychotic patients. 
Noting the e.\perience of certain English psychiatric 
institutions wliere die staff axpect die patients to 
control their oum aggressive impulses, he operated 
a therapeutic community in a u'ard wliere all pa¬ 
tients were free to move about and were expected 
to attend daily meetings. Tliese meetings were fol¬ 
lowed by a staff conference. Both the staffs and 
patients' an,\ieties and interpersonal relationships 
were kept under constant scrutiny and study. An 
examination of the jiersonal fears of physicians and 
other ward personnel was paramount in die 
scheme. A ward previously disturbed was thereby 
changed into a ward without restraint, die use 
,of parenteral sedation was eliminated, and the 
amount of oral sedation u^as greatly diminished. 

It is not only on psychiatric wards diat too much 
chemical and physical restraint has been used; 
there seems to have gotten around the idea that 
the quieter patient is the “good” patient. Restraints 
of all sorts and tubes from all orifices have become 
the order of the day. ^Vithout doubt tiiis has some¬ 
thing to do with die paucity of hospital personnel, 
but also there is some misunderstanding of dieir 
own motivations by tiiat personnel. 

These illustrations should suffice to point up the 
constructive value of empathy and the sometimes 
disorganizing effect of sympadiy. Obviously it re¬ 
quires more than an understanding of die definition 
of words to become the good physician. But it helps 
to know even diis much and a start must be made 
somewhere. Tlie ability to be empathetic depends 
largely on the richness of one’s own emotional ex¬ 
periences. Tliese experiences are die basis of inner 
perception-intuition, as it is sometimes termed- 
the ability to understand one’s own feelings and 
relationships, and by reason thereof, diose of odiers. 
There is no substitute for knowing, and there is no 
knowing so useful as the knowledge of oneself. 
While this is meant in its broadest sense, die most 
important aspect of this knowing is the relaxed and 
confident use of one’s mvn feelings. In this vein it 
is worth remarking how useful may be die symp¬ 
toms that one has personally experienced in the 
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handUng of those of his patients. I have sometimes 
caught myself wondering if it might not be useful 
for physicians, nurses,, and other hospital and clinic 
personnel to be ill periodically, to add to their 
understanding of the problems of patients. 

In our culture we operate mainly from an intel- 
lectual base. In most circles knowing is still con¬ 
sidered to be a conscious phenomenon, entirely 
dominated by intellect. We all kmow how we need 
to go to the books with great frequency in youth, 
Some of us never learn to trust our feelings or ex¬ 
perience in deahng with problems as they arise, 
and there then must always be an authority out¬ 
side oneself. Tliis, at least in a degree, must reflect 
the conditioning tiiat one has been exposed to in 
childhood. 

In any case I consider it helpful to know intei- 
lectuallj' the difference between sympathy and 
empathy and some of the implications diereof, Just 
this much may save die physician from acting in a 
mariner suggesting that he himself imposed the 
disease on his patient and, while it should never lift 
him in any'^ sense above the misery and suffering, 
it may allow him a certain freedom to act for the 
patients greatest good. The ultimate test of any 
medical endeavor is what it does for die patient, 
The doctor proceeding bravely and courageously, 
to say nothing of good-humoredly, continuing to 
learn about himself and his own problems will be 
good for the patient. 


Trutli is witliin ourselv'es; it takes no rise 
From outward tilings, wliate’er you may believe. 

There is an inmost centre in us all, 

Where tradi abides in fullness; and around, 

Wall witliin wall, the gross flesh hems it in. 

This perfect, clear perception—which is truth. 

A baffling and perverting carnal mesh 
Binds it, and makes all error: and, to KNOW, 

Rather consists in opening out a way 

Whence the imprisoned splendor may dart forth, 

Than in effecting entry for tlie light 

Supposed to be widiout. 

Paracelsus—Robert Browning 


3231 Burnet Ave. (29). 
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CLINICAL NOTES 


A SIMPLE TEST FOR MYOHEMOGLOBINURIA (MYOGLOBINURIA) 

Solomon H. Blondheim, M.D., Emanuel Margoliash, M.D. 

and 

Elazar Shafrir, Ph.D., Jerusalem, Israel 


Like other rare diseases, myohemoglobinuria ’ 
myoglobinuria) is believed to oecur more often 
han the sparse number of reported cases (about 35) 
vould indicate. Even when the diagnosis of myo- 
lemoglobinuria is entertained, it is difficult to dis- 
inguish between myohemoglobinuria and hemo- 
'lobinuria, a much more frequent condition. This 
lifferentiation until recently has required the use 
if a higlily precise and carefully calibrated spectro- 
ihotometer usually found only in research labora- 
ories. Even with such an instrument, and wth 
loth pure myohemoglobin (myoglobin) and 
lemoglobin saturated with carbon monoxide avail- 
ible for control determinations, differentiation is 
lifficult since it depends on small differences in the 
losition of spectral bands.“ It has recently been 
uggested that, urth a fluorescent lamp as a source 
if light, the hand spectroscope may be used to 
dentify myohemoglobin.'’ Also, in one case, paper 
lectrophoresis has been used to diagnose myo- 
lemoglobinuria.'* A simple chemical method for 
lifferentiating between myohemoglobinuria and 
lemoglobinuria is presented below. 


hemoglobin. This test is applicable both to freshly 
voided urine and to properly preser\'ed urine. For 
preserv’ation, the urine should be adjusted to pH 
7.0 to 7.5 wnth dilute sodium hydroxide and then 
refrigerated. Urine preserved in this manner for 
as long as two months was still capable of giving a 
positive test for myohemoglobin, despite a mod¬ 
erate degree of bacterial contamination. 

Comment 

This test has been successfully applied in rivo 
cases of idiopathic paro,xysmal myohemoglobinuria. 
In one case the urine was acid and in the other it 
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Technique 

First, the abnormal pigment, which is red in 
reshly voided urine (myohemoglobin) but turns 
irown or black on standing (met-myohemoglobin), 
nust he demonstrated to be a protein. Further- 
fiore, the presence of other abnormal pigments of 
lonprotein nature must be ruled out. To 1 ml. of 
irine add 3 ml. of 3% sulfosalicylic acid.® Mix and 
liter or centrifuge. If the pigment is precipitated, 
t is a protein. If the filtrate or centrifugate is the 
lormal color of urine, no abnormal nonprotein 
•igment is present. (The classical heat-and-acetic- 
cid test does not precipitate either myohemo- 
;lobin or hemoglobin.) 

Second, to 5 ml. of urine add 2.8 Gm. of am- 
nonium sulfate and dissolve by mixing. This brings 
he urine to 80% saturation. The luine is then 
iltered or centrifuged. If the filtrate or centrifugate 
Usplays the abnormal color, myohemoglobin (met- 
nyohemoglobin) is present. If only the normal color 
•f urine is visible, the precipitated pigment is 

the Metabolic Unit, RolhscMld-Hadassah-University Hospital, 
the departments of experimental patholog>' and biochemistr>* of the 
lebrew University-Hadassah Medical School. 


Q) ^ ,;^j 

Filtrates of normal urine to which human hemoglobin 
was added (upper row of tubes) and of urine from a 
patient with myohemoglobinuria (lower row). Increasing 
amounts of ammonium sulfate added before filtration to 
give percentage of saturation indicated above tubes. Faint 
traces of hemoglobin stiU present at 75% saturation, not 
apparent in photograph. 

was alkaline. The presence of myohemoglobin was 
confirmed by spectrophotometr}' and paper electro¬ 
phoresis in both cases. In five cases of hemoglo¬ 
binuria the test correctly indicated the presence of 
hemoglobin. The difference is solubility on wliich 
the test is based has been applied for many 
years to the removal of hemoglobin during 
the preparation of myohemoglobin from muscle.” 
At 80% saturation vith ammonium sulfate, hemo- 
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globin is coiiipletely precipitated from solution, 
along with denatured myohemoglobin, but only 
minor amounts of undenatured myohemoglobin 
aie piecipitated (see figure). At 100% saturation, 
myohemoglobin is completely precipitated, to¬ 
gether with significant amounts of normal urinary 
pigments. 

Only w'hen the abnormal pigment has been 
shown! by tlie sulfosalicylic acid test to be protein 
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nostic test All the clinical and laboratory criteria 
that may be used m differentiating behveen mvo- 
hemoglobinuria and hemoglobinuria are listed in 
the table, 

Summary 

A simple test can differentiate myohemoglobin- 
uria from hemoglobinuria by means of S0% satura¬ 
tion of the urine with ammonium sulfate. 


Differentiation Between Idiopathic Mijohemoglobimiria 
and Hemoglobinuria’' 


Clinieii! jjff-ns imcl 
Ej’iniitotns . 


Aj>(>eiir<ince of scniiu. 

Spnim lilllruWn. 

Kcticiilocyte count..,. 

Spectrnl diameter- 
Istie.s of urinary 
tiijrmcnt; 

Xono.xyKcnntcd 


O.vyjfcnn tcf! form,.. 

Ciirlion monoxide 
comi'Icx . 

Klectroiilioresi? . 


.Soliilillity In urine 
fOSJ saturated 
irltJi ammonium 
.'iiUate. 


JlyolicmoKloMnurlu HcmoKloblnurlu 

Painful, fender. Muscles nonnal 

swollen muscles with 
limitation of 
motion 

Xot liemolytic 
Xormal 
Xormul 


nniildly ctianfrcs to 
met-form clvlnt; 
siicctnim almost 
Identical ultli (luit 
of met-licmo(rlol)ln 

Ma.xliimm nlisoriition 
real: at fiSit 

Maximum ahsorptlon 
t'cak at 579 

MyoliemoKlohln (tnet-mj'olicmoplotiin) mi- 
crates at about half the speed of 
hcnioRiotiin In harhital luitTer pH SM 

5ryolicmo>,'lot)in large- Hemoglobin complete¬ 
ly remains in ly precipitated 

solution 


Hemolytic 

Rises 

Rises 


Docs not usually 
ebaugo to mct-lorm 
spontaneously 


Maximum absorption 
peak at 57"t 
Maximum absorption 
peak at 570 


*T,nrgo differenres in molecular weights and o.xygen dissoeinfion 
curves of myohemoglobin and hemoglobin might also be of value In 
their dHTcientlatlon. 

IPIuorosccnt lamp ns source of light aids In dItTerentlation based on 
this spectral dilTcrcnce.'' 


is this test applicable. Demonstration tliat the pig¬ 
ment is a protein rules out porphyrinuria, alkap- 
fonuria, and drugs or dyes as causes of abnormally 
pigmented urine. The test described here is not 
only of use in confirming the diagnosis of myo- 
hemoglobinuria but may also help define more 
sharply the clinical entity march hemoglobinuria 
or “exercise myohemoglobinuria.” * Undoubtedly, 
many cases of exertional myohemoglobinuria have 
been classified as march hemoglobinuria,” appar¬ 
ently for want of a simple, readily available diag- 


This study was aided by die Anna R. Wassemian Lowen 
berg Research Fund. 


References 

1. Pearson, C. M.; Beck, W. S.; and Blahd, W. H- 
Idiopathic Paroxysmal Myoglobinuria, A. M. A. Arch. Ini' 
Med. !>!):376-389 (March) 1957. Paroxysmal Myoglobi¬ 
nuria, leading article. Lancet 2:278-279 (Aug, 10) 1857. 

2. Theorell, H.: Kristalliiusches Myoglobin; i'e absolute 
Liebtabsorphon von Oxy-, Carboxy-, Meta-und reduziertem 
Myoglobin, Biochem. Ztschr. 208:55-63 (Jan.) 1934, 

3. Bowden, D. H.; Fraser, D.; Jackson, S. H.; and 
Walker, N. F.: Acute Recurrent Rhabdomyolysis (Paroxys¬ 
mal Myohaemoglobinuria); Report of Three Cases and 
Review of Literature, Medicine 85:335-353 (Dec.) 1956, 

4. Prankerd, T. A.: Electrophoretic Properties of Myo¬ 
globin and Its Character in Sickle-cell Diseases and 
Paroxysmal Myoglobinuria, Brit. J. Haemat. 2:80-83 (Jan,) 
1956. 

5. Hawk, P. B.; Oser, B. L.j and Summerson, W. H.; 
Practical Physiological Chemistry, ed. 13, New' York, 
Blakiston Company, 1954, p. 831. 

6. Morgan, V. E.: Studies on Myoglobin: !. Solubilityof 
Mj'oglobin in Concentrated Ammonium Sulfate Solutions, 
J. Biol. Chem, 112:557-563 (Jan.)'1936. Roche, J., and 
Derrien, Y,; Solubilities and Specific Characteristics of 
Myoglobins (Muscle Hemoglobins) of Mammals, Compt, 
rend. Soc. de biol. lilO:41-43 (Jan.) 1942. Theorell, E, 
and de Duve, C.: Crystalline Human Myoglobin from 
Heart Muscle and Urine, Arch. Biochem. 12:113-134 (Jnii) 
1947. Singer, K.; Arrgelopoulos, B,; and Romot, B.: Studies 
on Human Myoglobin: I. Mj'oglobin in Sickle Cell Disease, 
Blood 10:979-986 (Oct.) 1955. 

7. Gilligan, D. R,, and Blumgart, H. L.; March Henifr 
globinuria; Studies of Clinical Characteristics, Blood Metab¬ 
olism and Mechanism, witli Observations on Tliree Ne's 
Cases, and Review of Literature, Medicine 20:341-39a 
(Sept.) 1941. 

8. Stahl, W. C.: March Hemoglobinuria: Report of Rve 

Cases in Students at Oliio State University, J. A. M. A. 
104:1458-1460 (July 27) 1957. ,, 

9. Hipp, H. R., and Shirkers, C. F.: Spontaneous Myo¬ 
globinuria; Report of Case with Symptoms of Myotoffia, 
Ann. Int. Med. 42:197-200 (Jan.) 1955. 


I NCREASED LINOLEATE CONTENT OF FOODS.-We know that the essen¬ 
tial polyunsaturated fatty acid-linoleic acid-is assumed by many to play a 
major role in the diets known to lower tire serum cholesterol. ... A number of 
common foodstuffs can be modified so as to increase their content of linoleic acid 
appreciably witJiout changing taste or appearance. Vegetable oil can be homogenized 
with skim milk to produce a palatable whole milk. Ice cream and certain cheeses 
can be made with vegetable oils rather than butterfat, and a spread resembhng 
butter can be manufactured that is rich in linoleic acid. Chickens, if fed a diet rich 
in essential fatty acids, will produce eggs whose yolks contain a high proportion ot 
polyunsaturated fatty acids. All these things are within om' technical grasp-the point 
is we still do not have a pattern of fatty acids that we can refer to as being optima 
for human health.-T. B. Van ItalUe, M.D., Nutritional Research 
-A Progress Report, Journal of the American Dietetic Association, March, 1958. 
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intestinal obstruction due to BISHYDROXYCOUIvIARIN poisoning 

Seibert C. Pearson, M.D. 

and 

Ronald J. MacKenzie, M-D., Long Beach, Calif. 


The excellent results achiex'ed by long-term ther¬ 
apy with anticoagulants in cases of coronarx' throm¬ 
bosis and recurrent thrombophlebitis have been 
marred by tlie occasional severe to.xic reaction. 
Hematuria, gastrointestinal bleeding, and hemop- 
hsis are tlie most commonly encountered complica¬ 
tions. Toxic manifestations of bishydro.xycoumarin 
(Dicumarol) tlierapy producing acute abdominal 



Fig. 1.—Roentgenogram of abdomen, xvitli patient recum- 
oent. Horseshoe loop of distended intestine in upper abdomen 
annot be differentiated as to small or large intestine. 


‘mergencies have been infrequently reported. Ber- 
nan and Mainella,' in 1952, reported five cases of 
anticoagulant toxicity resulting in abdominal sjnnp- 
onis, in one of which the patient presented signs 
'f intestinal obstruction. At operation a hemor- 
hagic infarct of tlie jejunum was found and re¬ 
acted. Mendelsohn and Iglauer," in 1953, reported 
"'0 cases of bishydroxj'coumarin Wxicitx^ produc¬ 
es a picture of intestinal obstruction. Botli patients 
lad free blood on the peritoneal eaxuty; however, 
10 obstruction xvas found. 



The folloxxdng case represents a rare instance of 
intestinal obstruction caused by ox'erdosage of 
bishydro.wcoumarin. 

A 69-year-old man was admitted to Seaside Memorial 
Hospital for the third time on April 21, 1937, complaining 
of cramping abdominal pain and vomiting blood for tliree 
days. He had been well until Aug. 1, 1956, when he was 
hospitah'zed for thrombophlebitis of the left leg witlr a left 
piilmonarj’ infarct. Bishydroxx coumarin therapy was started, 
and the patient was discharged, remaining on this therapx', 
on Aug. 14, 1956. He was readmitted to the hospital on Feb. 
23, 1957, with pain and claudication of one month’s duration 
in the right calf. Bilateral femoral arteriography showed ob¬ 
struction of both superficial femoral arteries w'ith poor periph¬ 
eral run-off. After this hospitalization he was maintained 
on bishydroxycoumarin tlierapy on an outpatient basis. Con¬ 
trol remained at a therapeutic level until four weeks before 
admission, when the patient failed to return for follow-up. 



Fig. 2—Roentgenogram of abdomen, with pah'ent standing. 
1 X 0 fluid lex els are seen in the intestine. 

For the ne.xt four xx-ecks the patient took as much of the 
drug as he felt he needed, sometimes as much as 200 mg. 
per day. 

Physical exantination on admission shoxx'cd a pulse rate 
of 76 per minute, respiration rate 20 per minute, temperature 
9S.6 F (37 C), and blood pressure 110/80 mm. Hg. Exc^, 
ears, nose, and tliroal xvere not remark-able. There xxere 
xx-licczes, xx-ithout rales, in both lungs. The abdomen xvas 


the surgical ser\ice of the Seaside Memorial Hospital. 



456 


fvJfsJi'fting dullness. No peristalsis 
was iicard. Tl\e laboratory c.\amination showed a red blood 

millimeter, TJie hemoglobin 
level was 13.6 Cm. per 100 cc. Vrimlysis was normal. Pro¬ 
thrombin time w-as under 10 %. 


INTESTINAL OBSTRUCTION-PEARSON AND MACKENZIE J.A.M.A,, May 2.^ }g.^ 






diagnosis of intestinal obstruction was made and c, '■ i 
consultation was. requested. A barium enema 

normal colon (fig. 3 ). enema outlined 3 

Blood transfusions were started, and the patient was hU. 
to surpry at 8 p. m. At operation a moderate an,0.1' 
free blood was Present in the peritoneal cavity. The uno,! 
jepinum was markedly dilated. The obstruction was proEd 
by massive hemorrhage into the wall of the jejunum approt 
matcly 6 in in length. There were also other segments ?tfo 
small intestine with areas of subserous hemorrhage Thei 
volved segment of jejunum was resected, and intestinal con¬ 
tinuity was restored by end-to-end anastomosis. The mt 
operative course was uneventful and the patient na. 
discharged on the eighth postoperative day. 

In a specimen consisting of a 20-cm. segment of smill 
intestine, tlie entire wall was hemorrhagic and measured If 
mm. in tliickness. The mesentery was hemorrhagic. Tnc 
centimeters of the proximal and distal end showed nonmi 
mucosa] pattern. Dense hemorrhagic infiltrations were seen 
microscopically throughout the entire tliickness of the in¬ 
testinal wail. 


Hemorrha.gic infarcts of the small intestine pro¬ 
ducing intestinal obstruction have been reported 
infrequently. Spencer, Bateman, and Horn^ col¬ 
lected 33 cases from the literature and added one 
of their own. Bishydroxycoumarin to.vicity produc¬ 
ing intestinal obsh'uction via a hemorrhagic infarc 
is an even more unusual phenomenon. It is doiibl- 
ful that conservative tlierapy would result in reso¬ 
lution of a large infarct and, in the face of a Inie 
mechanical obstruction, would be e.xti-emely dan¬ 
gerous. 


117 E. 8 th St, (Dr. Pearson). 


Fig. 3.—Roentgenogram of colon after barium enema. 
Distention of small intestine is consistent witli mechanical 
obstruction. 

During the next 24 hours the patient was given 150 mg. of 
vitamin Ki oxide. He vomited blood on three occasions, ap¬ 
proximately 300 cc. each time. On the second hospital day, 
chest and abdominal .x-rays revealed pneiimonitis at tlie base 
of the right lung and obstruction of the small intestine, al¬ 
though die possibility of an obstruction of the large intestine 
could not be completely excluded (fig. 1 and 2). A tentative 
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D iagnosis of virus INFECXIONS.-Immunologic and serologic studies 
offer the most practical approach to the diagnosis of virus infections. . . • 
Immunologic studies of diagnostic significance can be carried out only if 
blood is obtained in both the acute and convalescent phases of an infection. A single 
high titer may only reflect previous experience with a suspected virus and bear no 
relationship to the disease being studied; a minimum of a four-fold increase 1 ^ anti¬ 
body concentration is considered diagnostic. The stt'um should be obtained thi ee to 
six weeks apart, collected under sterile precautions, and stored at 4° C. until stu 
ied. The main disadvantage of this method is that the etiology of an infection is not 
immediately apparent. . , . Serologic tests of value in the diagnosis of vital 
are complement fixation, agglutination, hemagglutinin-inhibition and neutralization. 
Complement-fixation has the greatest field of application. Hemagglutinm-mhibition 
and detection of neutralizing antibody are tire next most useful; agg ^ 

employed least frequently.-Louis Weinstein, M.D., and Te-Wen Chang, M.D., ii e 
Diagnosis of Virus Infection, The Medical Climes of North America, Septembei, 

1957. 
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thrombocytopenia and leukopenia associated mtth use of 

SULFAMETHOXYPYRIDAZINE 


Miles J. Schwartz, M.D. 

and 

WiUiam S. Norton II, M.D., New York 


Sulfainethox)’p\'ridazine (K>Tiex) has recently 
been introduced as a new antibacterial sulfonamide 
with good gastrointestinal absorption and prolonged 
action. It has been proposed for use both as a 
prophylactic agent and for the therapy of subacute 
or chronic infections where sulfonamides have pre¬ 
viously been employed.* To date no reports of 
major to.xic reactions to sulfamethoxj'pj'ridazine 
have been noted in the literature. It is the purpose 
of this report to present two cases of severe to.xicity 
with predominantly hematological manifestations 
secondary to suIfamethoxj'pjTidazine. 

Report of Cases 

Case 1.—A 36-year-old housewife noted headache, heavy 
yellow postnasal drip, and fever on June 13, 1957. Two 
days later her private physician started therapy with sulfa- 
inethoxj’pyridazine, 0.5 Gm. rivice a day. A total of 15 
tablets were taken in seven and one-half days. On the 
eighth day the patient observed a “rash” and that evening 
vomited “coffee ground” material. The following day the 
rash was seen to consist of discrete small red spots which 
were not pruritic, and she observed blood in the urine. Ten 
days after the start of sulfamethoxypyridazine therapy the 
patient noted vaginal bleeding, and the following day she 
vomited blood and had a series of bow'el movements con¬ 
taining fresh blood. History revealed that the patient had 
taken an unknown sulfonamide some years previously for a 
respiratory infection without untoward reaction. 

Physical examination when the patient entered the hos¬ 
pital on June 25 revealed an afebrile woman with a blood 
pressure of 96/60 mm. Hg. There was a generalized pur¬ 
puric rash, most marked on the legs, lower arms, and 
axillary folds. The Rumpel-Leede test was positive. The 
gums were pale, and a few purpuric spots were seen on the 
hard and soft palates. The pharyn.x w'as otherwise normal. 
The nose was moderately congested with a clear mucoid 
discharge. The liver w'as palpable 2 cm. below the right 
costal margin and was elastic but not tender. The spleen 
was not palpable and there was no lymphadenopathy. A 
profuse, bloody vaginal discharge was evident, and bloody 
feces were found in the rectum. Serial blood cell counts 
are recorded in the table. The day after admission a periph¬ 
eral blood smear showed moderate hj'pochromia and baso- 
phdic stippling. The reticulocyte count was 6.5% and the 
prothrombin time w'as normal. 

The markedly reduced number of platelets seen on the 
peripheral blood smear supported the initial clinical im¬ 
pression of a thrombocytopenic syndrome. This was con¬ 
firmed by the platelet count of 8,000 per cubic millimeter 
on the following day. The anemia was felt to result from 
blood loss. The patient was given ACTH gel, 40 units 
mtramuscularly, daily for three days and prednisone, 10 mg, 
four h'mes daily, for five doses and then everj' eight hours 
fhrough the remaining five days of her hospitalization. In 
ad(htion she was given 1 Gm. of ascorbic acid, 50 mg. of 
rutin, and 1.2 Gm. of ferrous sulfate daily until discharge. 

From the Department of Medicine, St. Luke's Hospital. 


The patient remained afebrile, and no new cutaneous 
bleeding was observed after the first hospital day. The 
vaginal bleeding ceased by the third day, at which time the 
Rumpel-Leede test was negative. The platelet count rose 
rapidly to normal. The liver remained as on admission. 
After one week of hospitalization the patient was dis¬ 
charged. A maintenance dose 6f 10 mg. of prednisone was 
gix'en daily for five days. A complete blood cell count per¬ 
formed on Aug. 5, 1957, rex'ealed a hemoglobin level of 
12 Gm. per 100 cc., a red blood cell count of 4,260,000 per 
cubic millimeter, and a white blood cell count of 7,700 per 
cubic millimeter, with a normal differential. The platelet 
count was 220,000 per cubic millimeter. 

Case 2.—A 64-year-old male had suffered from chronic 
bem'gn prostatic hypertrophy and chronic nonspecific 
prostatitis since April, 1952. He was followed at six-month 
intervals. On April 6, 1957, he complained of some recur¬ 
rence of perineal discomfort. The prostatic expression at 
that time revealed pus clumps. The patient was given 3 Gm. 
of sulfisoxazole (Gantrisin) per day for txvo days. When he 
was seen on June 8, 1957, his symptoms had increased and, 
in addition to an increase in residual urine, the pus clumps 
were increased in the prostatic ex-pression. The patient was 
given sulfamefhoxjpyridazine, 0.5 Gm. every six hours for 
four doses, and then was instructed to take 0.5 Gm. daily. 
Four weeks later pus was still present in the prostatic ex¬ 
pression, and the dose of sulfametho\yp>’ridazine was 
increased to 0.5 Gm. twice a day. On the 30th day of 
sulfonamide therapy, a complete blood cell count revealed 
a hemoglobin level of 12.5 Gm. per 100 cc., a red blood 
cell count of 4,100,000 per cubic millimeter, and a white 
blood cell count of 5,150, with a normal differenb'al. On 
smear the red blood cells and white blood cells appeared 
normal. On July 20, 42 days after the start of'sulfamethoxy¬ 
pyridazine therapy, the patient developed malaise and 
stopped medication but resumed it again on the following 
day. The next day, the patient e.xperienced chills, fever, and 
back pain relieved by aspirin. Two days later the meta¬ 
carpophalangeal joints of the thumbs became acutely pain¬ 
ful, as did the right shoulder. At the same time a rash 
consisting of “tiny red spots” was observed in each axilla 
and a "red blush” dex’eloped over the upper trunk. The 
temperature rose to 103 F (39.4 C). 

Physical examination on admission revealed an acutely 
ill, elderly male xxith a temperature of 104 F (40 C), blood 
pressure of 166/100 mm. Hg, and a pulse rate of 120. Ox'er 
the upper trunk there was a diffuse, red, macular rash, and 
numerous petechiae were obserx'ed in each axilla and in the 
groin. A film nontender lix-er was palpated 3 fingerbreadths 
below' the right costal margin. The spleen was felt 1 finger- 
breadth below the left costal margin and was soft and 
nontender. There was acute tenderness over the meta¬ 
carpophalangeal joints of both thumbs and on motion of the 
right shoulder. The Rumpel-Leede test was markedly posi- 
tix'e. 

Urinalysis on admission rex-ealed a specific graxatx' of 
1.015, acid reaction, and no albumin, sugar, or bile; the 
microscopic examination was negative, including a search 
for abnormal crystals. Three subsequent urinalyses were 
normal. The serial blood cell counts are recorded in the 
table The bone marroxv aspirate rix'o days after admission 



SULFAMETHOXmRIDAZINE- 

revealed miici jiianulopoictic hyperplasia with prominence 
or immature forms and a decrease in erythropoiesis. Mega- 
Karyocytes apiicared normal. Marrow examination si.\‘ days 
later was normal. Blood chemical findings on admission 
n’cre as follows; blood urea nitrogen, 11.9 mg. per 100 cc.; 
albumin, 3,7 mg. per 100 ce.; globulin, 2.5 mg. per 100 cc.; 
serum glutamic, oxalacetic transaminase, 74 units; alhaline 

pho.sphata.se, 4.6 .nits; acid phosphatase, 

1.1 king-Armstroi.,, ■.■. 0.6 mg. per 100 cc.; 

sodium, 148 mEq. per liter; potassium, 3.6 inEq. per liter; 
chlorides, 107 mEq. per liter; and cephalin flocculation, 
3+. The sulfobromophthaicin (Bromsulfalein) test re¬ 
vealed 15% retention after 45 minutes. One week later the 
sulfobromophtlialein retention was 6 %; serum glutamic 
oxalacctic transaminase, 30 units; alkaline phosphatase, 5.2 
King-Armstrong units; cephalin flocculation megative; and 
thymol turbidity 12.9 units. The serology was negative. 
Examination of a clotted peripheral blood specimen for 
L. E. cells was negative. X-rays revealed only ostcoarthritic 
changes. 

The markedly reduced number of platelets seen on the 
peripheral blood smear supported tire initial clinical im¬ 
pression of a thromliocj'topenic syndrome. This was con¬ 
firmed by the platelet count of 46,000 per cubic millimeter 
on the following daj'. The prc.s‘ence of fever, artliritis, 
hcpatosplenomegaly, and lyinphadenopathy suggested serum 
sickness. 


■SCHWARTZ AND NORTON J.A.M.A., May 24 , 1955 

used. A history of reaction to any sulfonamide 
malces a reaction to its subsequent use more likelv 
and may sensitize the patient to other drugs of thk 
group.'" It is of interest that both of the reported 
patients had previousiy ingested a sulfonamide 
compound witliout untoward reaction. 

The mechanism of drug-induced thromboev- 
topenia is generally thought to .be an immunologic^ 
reaction in which platelet agglutinins can frequent¬ 
ly be demonstrated. Becovery is usually spontane¬ 
ous on withdrawal of the offending medicament,’ 
The use of steroids for bleeding secondary to 
thrombocytopenia appears well established. Their 
efficacy is believed to reflect an effect primarily 
upon capillary resistance although on occasloii 
steroid therapy does cause an increase in platelet 
count or a fall in platelet agglutinins.’ 

Although steroids were not used in the reported 
cases in a specific effort to influence the white Wood 
cell count, it is worthy of note that these com¬ 
pounds are considered of value in the treatment of 
toxic granulocytopenia—particularly where leuko- 


Serial Blood Ceil Counts in Two Cases of Throinhoctjtopenia Associated with Use of Sulfamethoxtjpyridazine 


leuVoc.vte.'!, % 


Date 

Remoelotiln. 
Gm./IOO Co. 

'I’otnU 
Cu. .Ifm. 

Polyinorpho. 
nticloar Cells 

Band Ccll« 

I,.vmnlmc.vtcs 

.Monocj'tcs 

Eosinophils 

Basophils 

Platelets/ 

Cu. Mm. 

Case 1 

0/2.'> . 

.... 8.9 

8,70(1 

r>2 

0 

42 

4 

0 

0 

(Feir on smear) 

0/20. 

.... s.a 

10,400 

7»*i 

0 

22 

2 

0 

1 

8,(W 

0/28. 

.... 8.1 

IS.UKI 

03 

0 

29 

7 

0 

1 

140,000 

0/2!). 

8.3 

12,.‘.00 

01 

0 

S3 


0 

1 

231,000 

Case 2 

r/2t. 

.... 13(1 

3,200 

<!I 

4 

19 

0 

0 

14 

(Fciv oD mm) 

7/23 . 

13.2 

2,or)(i 

00 

0 

10 

2(1 

0 


40,000 

7/20 . 

n.4 

1,7.‘)0 

37 

0 

22 

34 

0 

3 

28,000 

7/27 . 

14.8 

2.0011 

.38 

0 

2(i 

30 

n 

0 

6-2,000 

7/20 . 

I0.2 

»,2(W 

0.7 

0 

31 

4 

ft 

ft 

113,000 

8/1 . 

.... 15.0 

8,200 

•A/ 

0 

37 

8 

ft 

ft 

190.000 

8/2 . 

It.8 

7,4.70 

or. 

0 

28 

0 

1 

0 

240.000 


Prednisone, 10 mg. every six hours, was given starting on 
die day of admission. After four days, dosage was slowly 
decreased and the drag was withdrawn on tlie lOtli hospital 
day. A single injection of 40 units of ACTH gel was given 
on each of the last two days of prednisone tlierapy. There 
was a prompt symptomatic response. The patient’s tempera¬ 
ture was 104 F on tire first day and was normal by the 
diird hospital day. No ,new cutaneous bleeding was ob¬ 
served after tlie first day. The platelet count reached nor¬ 
mal levels on the 10th hospital day and the Rumpel-Leede 
test became negative 3 days later. Leukopenia was most 
marked tliree days after admission. The white blood cell 
count returned to normal on tire sixth hospital day. 

At tire time of discharge, on the 12 th day, tire spleen had 
receded to 1 fingerbreadth below tire left costal margin and 
the liver was only Hi fingeibreadtlrs below the right costal 
margin. The lymphadenopathy had regressed to one-half its 
previous proportions. One rveek later the spleen was no 
longer palpable. Follow-up examination Iras revealed no 
alteration in tliese findings. 

Comment 

Serious reactions after the use of sulfonamides 
Ijave frequently been reported. The incidence of 
these toxic side-effects varies with the preparation 


0)^6 agglutinins can be demonstrated.’ Develop¬ 
ment of serum sickness after use of sulfonamides 
has been emphasized by Longcope.® The time inter¬ 
val behveen first contact and the development 0 ! 
the clinical state in the second case was 45 days- 
somewhat longer than usually reported. 

Summary 

Two cases of thrombocytopenia were associated 
with the use of sulfamethoxypyridazine. la 
second case leukopenia was also noted. 

1185 Park Ave. (28) (Dr. Schwartz). 
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MYOCARDIAL INFARCTION IN AN INFANT WITH TRANSPOSITION 

OF THE GREAT VESSELS 

Michael Bemreiter, Kansas City, Mo. 


In complete transposition of the great vessels, 
the aorta arises from the right ventricle and the 
pulmonary arterj' from the left ventricle. This con¬ 
genital anomaly is incompatible witli sur\'ival unless 
there is a septal defect which allows mi.\ture of 
arterial and venous blood. 

The case reported here is of particular interest 
because an electrocardiogram taken a few hours 
before deatli showed tlie pattern of an impending 



Fig. 1.—Electrocardiogram taken two days after birth. 
Findings are essentially within normal limits. 


anterior myocardial infarction. This, as far as could 
be determined, has not been previously reported 
■in a 7-week-old infant witli complete transposition 
of the great vessels. 


From the Department of Electrocardiography, St. Mary's Hospital. 


Report of a Case 

In a male infant who was bom at St. Mary’s Hospital on 
March 27, 1957, marked c>’anosis appeared soon after 
birth. X-ray of the chest showed no evidence of pathology. 
An electrocardiogram taken hvo days after birth (fig. 1) 



Fig. 2.—Elechrocardiogram taken at age of 7 weeks. Tall, 
prominent P waves best seen in lead 2 indicate auricular 
hypertrophy. R wave in Vi and aVR is much more prom¬ 
inent and S wave in lead 1 deeper, as compared to preWous 
tracing (fig. 1). These findings indicate right ventricular 
hypertrophy. 

was not definitely abnormal. A sj'stolic mumur was heard 
over the precordium. The infant made fairly good progress 
and was dismissed from the hospital. 

The pab'ent was readmitted on May 17, 1957, approxi¬ 
mately 7 weeks old. There was marked dyspnea, cough,- 
and cyanosis, and a systolic murmur was heard over the 
precordium. The .x-ray findings were as follows: “Cardiac 
enlargement and liver enlargement with' increased vascular¬ 
ity of the limg fields, probably represenbng some degree of 
congesbve changes.” An electrocardiogram (fig. 2) rex’ealed 





























460 


MYOCARDIAL INFARCTION-BERNREITER 


die following information: “The changes which have oc¬ 
curred since tlie last tracing was taken indicate consider¬ 
able auricular and right ventricular hypertrophy." The pa¬ 
tient was again dismissed from die hospital on May 21, 
1957, only to be readmitted the following day. Tliere was 
deep cyanosis, gasping respiration, and evidence of broncho¬ 
pneumonia. A chest .v-ray taken at that time showed 
enlarged cardiac .silhouette and pulmonary congestion. An 
electrocardiogram (fig. 3) was obtained a few hours before 
dcadi. The changes indicated an impending anterior myo¬ 
cardial infarction. 
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Fig. 3.—Electrocardiogram taken at die age of 7 weeks 
and a* few liours before deadi. Marked ST segment eleva¬ 
tions are apparent in Leads 1, 2, aVL, and most of die 
precordial leads. Q wave has developed in aVL. These 
findings indicate impending anterior myocardial infarction. 


Autopstj Findings.-The heart was enlarged. The foramen 
ovale and duct arteriosus were patent. Tlicre were no 
defects of the interatrial and interventricular septums. 
There was transposition of the great vessels. The aorta 
arose from the right ventricle. The right ventricular myo¬ 
cardium measured 0.4 cm. in thickness. The valves were 
smoodr and competent. 

On microscopic examination a section from tlie anterior 
portion of die intenmntricular septum showed a few small 
focal areas of necrosis associated with interstitial hemor¬ 


J.A.M.A., May 24. 193S 

rhages. The endocardium showed moderate proliferative re-' 
action and the presence of a few prominent nerve trunks. 
There was no inflammatory cellular exudate. The myo¬ 
cardial necroses were ischemic in origin. 

( 

Comment 

Transposition of the great vessels is incompatible 
with survival unless there is a septal defect, most 
commonly a patent foramen ovale. In complete 
transposition, as in this case, the circuit from right- 
ventricle to the transposed aorta and systemic circu¬ 
lation is virtually closed, as is the circuit from the 
left ventricle into the transposed pulmonary artery 
and lesser circulation. Admixture of blood is possi¬ 
ble only dirough an associated shunt, in this case, 
a patent foramen ovale. With the failure of the left 
ventricle this shunt practically ceased. The coro¬ 
nary arteries arising from the transposed aorta re¬ 
ceived only venous blood, which in turn led to 
necrosis of the myocardium, presenting in the 
electi'ocardiogran a pattern of , acute myocardial 
infarction. 

Summary 

An unusual case of myocardial infarction oc¬ 
curred in an infant 7 weeks old with transposition 
of the great vessels. Serial electrocardiograms were 
taken from the time of birth to the time of death. 
The congenital cardiac anomaly and the myocardial 
infarction were verified at autopsy. Complete 
transposition of the large vessels with the coronary 
arteries arising from the transposed aorta supplying 
mostly venous blood to the myocardium was the 
basic congenital anomaly in tliis case. Myocardial 
infarction in infants has been described by others, • 
but always on tlie basis of congenital anomaly of 
die coronary vessels. This case, as far as could be 
determined, is the first in which myocardial infarc- 
don resulted as a dkect result of transposition o 
the great vessels with die coronary arteries original 
ing in the transposed aorta. The diagnosis of myo¬ 
cardial infarction was clearly established before 
death by the electi-ocardiogram. 


A ntibiotics and tubal MECNANCV.-Krohn, Beachm joh^^ 

hill and others feel that there is an increasing incidence of l«bal.pregnanc> 
. caused by the common usage of antibiotics in treating salpmgihs. Tnbal pat- 

the migration of the and since the ‘‘chronic’ 

changes are more marked in the o 

ectopic pregnancy usually l predispose to the more chronic or 

sonable to conclude that antibio F and R. T. Parker, M.D., 

December, 1957. 
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COMPLETE INTRATHORACIC' GOITER SIMULATING AN ANEURYSM 

OF THE ASCENDING AORTA 

REPORT OF A CASE 

John B. Codington, M.D. 

and 

R. Adams Cowley, M.D., Baltimore 


Aberrant tli\Toid tissue is most commonly found 
n the thorax.' Many case reports have been pub- 
ished about aberrant thjToid tissue, whereas re- 
lorts of complete intrathoracic goiters without 
isible cervical connections are rare. Many of the 
o-called complete intratlioracic goiters vdll be 
5«nd to hare some slight but definite eonueetion 
dthin the neck. 

DeCourcy and Price" reported finding three 
complete” intratlioracic goiters in a series of 1,000 
iiToid operations, all of M'hich had some cendcal 
innection. In 1947 Ri\’es " reidewed the English 
nd European literature for tlie years 1936-1946. 
le found only 14 cases of complete intrathoracic 
oiter. Of tliese, only two had no cerx'ical coll¬ 
ection. Ellis, Good, and Seybold ■* in 1957 reviewed 
eports of intratlioracic goiters removed at the Max'o 
Ib’nic and found 24 cases on file in which the 
jmor was removed by routes other than ceri'ical. 
)nly five of tliese n'ere felt to have had no con- 
ection in the neck. 

The problem of differentiation between I'arious 
omplete intrathoracic goiters and otlier thoracic 
isions occasionally becomes extremely difficult be- 
ause of conflicting results in diagnostic studies, 
he following case is presented to illustrate tliis 
ifficulty. 


A 39-ycar-old woman was admitted to the University 
lospital on March 9, 19-54, complaining of pain in her back 
Inch radiated to tlie right side of her chest. The history 
;\calcd tliat the patient had had an abdominal-perineal 
section 10 years pres-iously for rectal stricture secondarj' 
> lymphogranuloma venereum. Roentgenographic csannna- 
on and fluoroscopy prior to hospitalization gave an im- 
rcssion of a small, saccular aneurysm of the ascending 
wta. Physical examination revealed a well-nourished, wcll- 
c'clopcd, Negro female in no acute distress. The essential 
h.'sical findings were as follows: The neck was supple with 
0 adenopathy, and the tliyroid was not enlarged. The 
rachea was questionably shifted to the left. There was no 
racheal tug. There was some hoarseness to her voice; how- 
'cr, tile vocal cords were normal. The chest, lungs, and 
wrt were not unusTial; no bruit or murmurs were heard, 
le abdomen w-as negative except for a colostomy in the 
;. m"'er quadrant and a well-healed left paramedian in- 
■sional scar. Roentgenographic examination of tlie chest 
-'calcd a shadow wdiich was thought to be a saccular 
Heurj'sii) of tile thoracic aorta at the junction of the ascend- 
r"-t innominate arterj’, measuring 4 by 5 cm. 

S- 1 and 2). A retrograde aortogram was interpreted as 
^iieuiysm of the ascending arch of tlie aorta beginning at 

i^sp.-irtmcnt of Surgerj-, University of Mars land School of 


the region of tlie innominate artery.” On reexamination of 
the chest, including fluoroscopy and barium meal, there was 
again demonstrated the abox'e denslt>' in the right mediasti¬ 
num in the area of the ascending arch of the aorta. The 
Valsalx’a test was performed and, although the mass did not 
rise, it appeared wider and to pulsate, although tlie examiner 
coidd not tell whetlier the pulsations were expansile in tx-pe. 
A radioactive iodine survey suggested a substemal or 
mediastinal thjToid mass. A larger dose of radioacti\-e iodine 
was gix’en a few days later, and it xvas felt that the mass 
was tlixToid tissue. The neck was explored through a collar 
incision. The lobes in the thjToid gland were identified. 
The gland appeared to be entirely normal; there xvas no 
exidence of substemal extension; and no definitive procedure 
xx-as performed. Eight days later, a right thoracotomy xx-as 
perfomied and a nodule measuring 4.5 by 3.3 by 3 cm. xvas 



- Fig. 1.—Posteroanterior chest x-ray demonstraUng lesion 
at Icx'cl of ascending aorta. 


found fixed to tlie anterior ascending aorta near the arch. 
Tliere could not be demonstrated any type of connection, 
cither fibrous or vascular, betxveen this tumor and the neck. 
Tile tumor xx-as dissected free from the aorta and excised 
xx-itliout difficulty. The tumor bed xx-as x-ery x-ascular, but no 
large blood vessels xvere noted. The many small x-essels 
supplying the tumor apparently arose directly from the 
aorta. Microscopic examination of the operative specimen 
rex-ealcd adenomatous tlixToid tissue (fig. 3). Tlie patient 
made an unex-entful recoverx- and xx-as discharged from the 
hospital on tlie nintli postoperatix-e day. Txxo years later, 
radioactix-e iodine studies xx-ere reported as show-ing nor¬ 
mally functioning cerx-ical th}-roid tissue xx-ithout exidence 
of substemal extension. The patient stated that she had 
been asx-mptomatic since operation. 
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Coniment 


In an eflort to study and consider tliis type of in- 
tratlioracic goiter compieliensively, a differentia¬ 
tion 'should be made between the three main cate¬ 
gories of thyroid tissue: (1) true accessory thyroid 
glands derived directly from the main thyroid 
anlage during embryonic life; (2) metastatic thy¬ 
roid tissue representing cellular masses that aie 
disseminated to different parts of the body from an 
abnormally proliferating thyroid gland; (3) terato- 
moid thyroid tissue, perhaps springing from blas- 
tomcric material that was deranged or misplaced 
during the early states of embryonic life/' 

Since the most common form of anomalous thy- 
loid tissue is that located in the thorax, rnany 
classifications have been proposed. Rives" believes 
that tliere are two general groups: (1) aberrant 
mediastinal goiters and (2) substernal goiters. This 
author feels that abeirant mediastinal goiters in¬ 
clude all tliose which have no connection with the 
tiiyroid gland proper. He belie^'es that tins type 
arises from aberrant thyioid tissue located wdnn 
the thorax. Falor and co-workers" agiee with tins 
concept of origin but classify intrathoiacic goiter 
on tlie basis of vascular supply: (1) primary mtra- 




# 





Kg. 2.-Rifflit lateral chest x-ray demonstraUng les.on at 
3 vel of ascending aorta. 

ho-acic goite. ’’“wuhoSiL "goitincer- 

,eaicle5); (2) secondary mhatl oiacio g 

rical origin FL'tliesized that all intra- 

Jotoslon andT^svente 

thoracic goi eis cl superior tliy- 
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but definite connection with the neck. Raiely, how¬ 
ever, an intrathoracic goiter is found wliicli has no 
demonstrable connection vdth the neck, either h\ 
glandular tissue thiough its vascular supply or b 
a fascial band. It is this tumor Tor which the lerai 
“complete intrathoracic goitei” should he resend 



Fi". 3.-Photomicrograph showing 
scribed areas composed of small and large acini distcd 


Summary 

A case of complete ^trathoiacic goiter 
sible connection vutli the neck has bee P 
inted. Although simihm- 

le condition is a ranty. F no cLnccti 

Illy seven cases were found m w uc ^ ^ 

dth die neck was desciibed The presen ^ ^ 
f especial interest because o iodine st> 

jrential diagnosis despite ra j, ^nE 

;s and angiocardiograph)^ In retrosp t ti 
ardiographic result can e.xplained on t ^ 
f die vascularity of die turn , directlv k 
rast material in high ^ 3 ion of “a sn 

he aorta and ® ^ |ese studies, oj 

accular aneurysm. ' diagnosis and 

,tion Wens necessary to make die diagn 

nove the tumor. nr T B " 

Radioactive iodine studies were done y 

nan, division of radioactive isotopes. 
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DISSEMINATED COCCIDIOIDOMYCOSIS AFTABENTLY CUBED 

\’vt;th amphotericin b 

Margaret S. Klapper, M.D., Birmingham, Ala., David T. Smith, M.D. 

and 

Nonnan F. Conant, Ph.D., Durham, N. C. 


The treatment of disseminated coccidioidomyco¬ 
sis has preWously been unsatisfactory. Altliough a 
variety of therapeutic agents have been recom¬ 
mended from time to time, none ha\'e had any 
permanent beneficial effect as tlie disease has pur¬ 
sued its relentless course. Antifungal antibiotics 
have been employed in recent years.’ Nystatin has 
been reported to be of some benefit and has re¬ 
sulted in apparent cure or arrest in a few cases of 
tile disseminated disease.' Recently two new anti¬ 
fungal antibiotics, tlie amphotericins A and B, 
have been described. They were first isolated from 
soil samples from the Orinoco River region of Vene¬ 
zuela by the action of a streptomycete.” Both forms 
have antifungal activity when administered paren- 
terally or orally.^ The B form appears to be more 
active than the A form against Coccidioides immitis 
and some of the other yeast-like fungi. Recent 
studies seem to indicate that a combination of A 
and B forms increases the absorption and effect of 
the amphotericin B.° 

Tlie purpose of this report is to present our e.x- 
perience with the use of amphotericin B in a pa¬ 
tient with disseminated musculoskeletal coccidioi¬ 
domycosis of 10 years’ duration. 

Report of a Case 

The illness of this 34-year-old woman presumably began 
”) Januaiy, 1946, while she was \isiting in Phoenis, Ariz 
She was evposed to dust while sightseeing in the nearby 
desert and a week or two later developed a vague respira- 
ler)' infection resembling influenza. She recalls having had 
some chest pain, but no .\-rays were made and the illness 
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subsided spontaneously in about a week. In June, 1946, pain 
in the left lumbar area developed, and in August she was 
operated upon for what was considered to be an acute 
osteomyelitis, and a section of the peKic bone was remos'ed. 
Cultures were negative, and the patliological report was 
“granulation tissue, but no organisms seen.” A sanall shadow 
in the left ape\ of the lung was observed about this time. 
The patient remained febrile, the incision failed to heaJ com¬ 
pletely, and three draining sinuses persisted, in spite of 
extensive therapy with penicillin and sulfonamides for ses’- 
eral months. In April, 1947, a mass formed below the in¬ 
cision, and in May a second operation was performed and 
the entire incision left open on the presumptive diagnos'is 
of tuberculosis. Again cultures were negative. During the 
next year she was treated with streptomycin and penicillin 
but remained febrile, with temperatures of 101 to 103 F 
(38 to 39 C). The incision again healed only parb’ally, 
leasing several draining sinuses, and new abscesses fonned 
in the left inguinal region and around the incision. Repeated 
examinations for tuberculosis failed to show organisms. 

In May, 1948, the patient was taken to a clinic in Cleve¬ 
land, where studies for fungi were made. .A diagnosis of 
blastomycosis was made after a positive skin test and posi¬ 
tive complement-fixation antibodies for Blastomxces were 
obtained. It is not known whether she was studied for 
coccidioidoms’cosis at this time. During the next year she 
improved somewhat on therapy with iodides and a vaccine 
of blastomycin. She became ambulators', gained weight, and 
her fever became low-grade, with temperatures from 99 to 
101 F (37 to 38 C). Other abscesses, howexer, continued to 
form, although the infection was less acute over the next 
fexv years. 

In March, 1950, the patient entered Duke Hospital for 
studies by the department of mycology. At this time she had 
a low-grade fever, and examination was normal except for 
the local lesions oxer the left hip and thigh (fig. 1). The 
lesion in the left lung had disappeared except for a small 
scar. A pure culture of C. immitis xxas isolatcrl from pus 
aspirated from a fluctuant, nondraining area. Complement- 
fixation tests xvere slightly positixe for Blastomxces and 
strongly positive for C. immitis. It xx-as the opinion at this 
time that the patient h.id had coccidioidomx cosis from the 
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Fig. 1.—Partially healed operative site and abscesses in 
adjacent areas and over sacrum and posterior region of left 
thigh (19.50). 

caie of one of us (M. S. K.). In this five-year period, she 
received various types of therapy as they were lecommended 
for the disease. Therapy with prodigiosin had no effect and 
caused severe febrile reactions and thrombophlebitis at the 
sites of injection. In October, 1953, and Januaiy, 1955, she 
received one-month courses of 2-hydroxystilbamidine with 
no effect upon the lesions but some sliglit improvement in 
general strength. A mild trigeminal neuropathy developed 
after the first course, and localized thromboses occurred at 
the injection sites, C, immitis organisms continued to be 
doinonstrabie in the pus. The complement-fixation test re¬ 
mained positis'e at dilutions of 1:64, and the precipitin test 
at 1:10 for C. immitis. 

During the sunnnei of 1955 the disease became more 
active, fever svas higher, and the patient lost weight and 
strength and tended to be more anemic. A large abscess 
formed on the right thigh, tiie first evidence of e,xtens'ion of 
the disease to this extremity. During the next si.x months the 
patient deteriorated physically as her disease ran a 
more acute course than it had for the previous five years. 
Four to five new abscesses formed over the right thigh and 
buttock, her temperature reached 102-103 F almost daily. 
Coccidioidin vaccine was given svithout effect. By January, 
1956, the patient’s weight was 86 lb. (39 kg.), she was able 
lo get around only with the help of crutches or a wheel 
chair, and she was in constant pain. Frequent transfusions 

were necessary. 
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From January, 1956, until June, die patient «... • 
nystatin in doses of 10 Gm. ner dav On nJ u 

gained 10 Ib,, the temperature approaclied its*nre^™^V 

Wei, »10, f ,„d 

The new lesions gradually became less painful but tl, ’’ 
was no evidence of bealing, and new abscesS LSu T 

amphotencm J 

Treatment and Course with Amphotericin B.-Thcnm 
svitli amphotencin B was begun in June, 1956. One smm 
was given orally four times daily. At this time there iver% 
draining sinuses over the left buttock and tliigli hZks 
those m the incompletely healed operative site. There were 
eight draining sinuses over the right buttock and tliigli and 
one newly formed fiuctuant area not yet draining. W,th„ 
two weeks after institution of ampliotericin B therapy (liere 
was dehmte improvement in appetite and strength’ The 
lesions were draining less profusely and the patient \i.i 
atebnJe. In hve weeks it was apparent that the effects of ih 
drug were dramatic. The drainage from tlie abscesses Iwi 
changed from thick purulent material to a scant yellov 
syatery discharge. Some of tlie oldest lesions were healed 
the patient felt fine and was continuing to gain weight am 
strengtli. In seven weeks her weight was 114 lb. (51,7 Ig.) 
the incision had healed over for the first time in 10 years 
and all the lesions on the left side were healed over. Tin 
lesions on the right side were more persistent but wen 
tending to heal. 



Fig. 2.—Extension of disease process to left inguin*'! ■'■■S'® 
and anterior thigh (1953). 

By October, 1956, three months after 
with ampholeridn B, all lesions were 
tuant area had resolved. Her weight was 120 Ib. ( ’ 

and menses, which had ceased spontaneous!)' no ^ 
previously, resumed. During this first three-moii pc 
therapy, the white blood cell count gradually re . 
normal, and the red blood cell count rose to 
(fig. 3). Liver function tests and urinalyses 

normal. 
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It was decided at this time, altliough healing appeared 
complete, to continue therapy for at least one year. The pa¬ 
tient was followed periodically for tlie next year, and therapy 
was continued witli amphotericin B, 1 Gm orally four times 
dail), until April, 1957, at which time the drug as supplied 



Fig 3—Response of white blood cell count and hemo- 
dohm dunng therapy with amphotericin B. 






Wntained amphotericin A and B w'lth tlie recommendation 
tnit tile dose he 2 Gm daily. Treatment w'as conbnued 
through August, 1957, for a total of 14 months. As of Octo- 
her, 1957, the patient appeared to be in good health and the 
lesions remained healed (fig 4 and 5). It is the opinion of 
the radiologist that tlie bone lesions represent an old inactii e 
ostTOmj elitis involving the left ihum, sacrum, left ischium, 
and left femur. A shght limp and lumbar deformitj’ are all 


that persist. Kidney and hver function tests are normal The 
blood picture is normal. The complement-fixation for coccidi¬ 
oidomycosis in February, 1958, was posibxe at 1 16 diliibon 

Comment 

The coirect diagnosis in this case xvas made 
serologically and by positive cultures of C. immitis. 
However, it was not made until four years after the 
onset of the disease and not until tlie patient had 
failed to respond to the tlierapies of tlie more com¬ 
mon bacterial osteomyelitides. The significance of 
the mild respiratory^ illness during a short visit to 
an area endemic for coccidioidomycosis was not 
appieciated for many mondis after the onset of the 
disease. Tliis impoitant detail was recalled by the 



Fig 5 —Right oblique new of healed areas of right but¬ 
tock and thigh and medial surface of left buttock and thigh 
(1957). 

patient only upon close questioning when a diag¬ 
nosis of fungus infection was entertained The dis¬ 
ease followed a gradually progressix'e course for 10 
years, invob’ing the bones and muscles, responding 
little or not at all to the x'arious therapies tried. The 
response to amphotericin B was so definite and 
occurred so quickly after the institution of therapy 
that it seems a reasonable assumption that the heal¬ 
ing was directly' related to the tlierapy. 

Although healing appeared to be complete in 
diree montlis, long-term therapy was decided upon 
because of the tendency of recurrence in osteo- 
my’elitic processes and tlie extensive musculoskele¬ 
tal involvement present. The drug was administered 
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orally over the entire 14-month period and was well 
tolerated, with no subjective side-effects. There 
was no evidence of untoward hepatic, renal, or 
hematopoietic reactions. 

Summary 

Apparent cure was effected, after treatment with 
amphotericin B, of a patient with widespread mus¬ 
culoskeletal coccidioidomycosis of 10 years’ dura¬ 
tion. The drug was well tolerated wth no un- 
tow'ard effects over a 14-month period. The lesions 
healed within three months and were well healed 
one year later. 

Tlie ampliotcricin B and nystatin used in this study were 
supplied by the Squibb Institute for Medical Research, New 
Brunswick, N. J. 
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COUNCIL ON DRUGS 


NEW AND NONOFFICIAL DRUGS 

Monographs and supplemental statements on drugs described here and in subsequent edi¬ 
tions of New and Nonofficial Drugs are based on the evaluation of available scientific data and 
repotis of investigations. 

H, D. Kautz, M.D., Secretary. 


Azacyclonol Hydrochloride.—a,a-Diphenyl-4-piperi- 
dinemethanol hydrochloride.—a- (4-Piperidy]) benz- 
hydrol hydrochloride.—The structural formula of 
azacyclonol hydrochloride may be represented as 
follows: 



W // 


OH 

I 

C 




N-H 


HCl 


\\ // 


Actions and Hses.-Azacyclonol hydrochloride, a 
diphenylmethane, is a structural isomer of pipradrol 
hydrochloride, differing only \vith respect to die 
point of attachment of the piperidine ring to die 
methanol carbon atom. This subtle change in chemi¬ 
cal configuration is responsible for modifying its 
pharmacological action; pipradrol produces overt 
supramedullary stimulation, whereas azacyclonol 
appears to reduce certain types of cerebral stimuli. 
Tlie drug cannot qualify as a typical central n^rV' 
ous system depressant in man, however, since it 
does not produce any appreciable sedative or hyp¬ 
notic effects even in large doses. Meager evidence 
for'a mild depressant effect in animals is noted by 
the aSity of azacyclonol partially to antagonize 


die stimulant effects of its isomer pipradrol and t 
prolong the sleeping time, produced by use of lie.\c 
barbital, in mice. Neither action has been confirme 

in man. , 

The principal experimental basis in man tor tn 
present claims tliat azacyclonol hydrochloride is a 
antiliallucinatory agent stems from experiments re 
ported to demonstrate an antagonistic eScct ag<wis 
the confusion and auditory and visual hallncmation 
induced in human volunteers by mescaline an' 
lysergic acid diethylamide (LSD 25). 
studies attempting to confirm these observa 
have been unsuccessful. . 

The clinical trials stemming from , 

ments were initiated because of a postu a ec 
tionship between drug-induced 
diose associated widi natural disorders, a p, 
which remains to he proved. If, ”, nucini 
trials with azacyclonol in ^ yariablf 

tions and confusion 
Some investigators report decidedly 
suits in some, but not all, patients; oth 
find die drug entirely without value. 
of the more favorable reports, it woul PP 
azacyclonol is most likely to gj, 

schizophrenia and toxic states; it has b 
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value in chronic schizophrenia and has no place in 
the treatment of psychotic depressive states, obses¬ 
sive-compulsive disorders, or anxiety reactions. In 
general, most of tlie earlier favorable reports are 
based on studies over relatively brief periods of 
obser\’ation and are largely uncontrolled. More re¬ 
cent observ'ations in chronic schizophrenia suggest 
that with longer duration of tlierapy (four to six 
weeks), in which oral doses of 100 mg. per day are 
used, a larger number of favorable responses may 
be obtained than with placebo controls in reducing 
the incidence of hallucinations, delusions, assaul¬ 
tiveness, agitation, and seclusiveness. 

On the basis of botli laborator)' studies and 
clinical experience, tlie toxicity of azacyclonol hy¬ 
drochloride seems to be negligible. Even in ver>' 
large doses, both intravenous and oral, die drug has 
not produced any serious untoward reactions or 
side-effects. Rarely, a maculopapular skin rash has 
been obsen'ed which is reversible upon discontinua¬ 
tion of therapy. 

Dosage.—Azacyclonol hydrochloride is admin¬ 
istered orally or intravenously. There is no una¬ 
nimity regarding die effective dosage. Hence, 
proposed oral dosage for die treatment of acute 
schizophrenic hallucinosis varies from as little as 
20 mg. to as much as 100 mg. diree times daily. For 
schizophrenic patients in whom oral medication is 
not feasible, 100 mg. of the drug is suggested by 
direct intravenous injection or slow intravenous 
drip. For the treatment of toxic psychoses, such as 
postoperative confusion or delirium tremens, the 
proposed intravenous dose is 100 mg. everj' eight 
hours for one to seven days. Until more evidence 
can be accumulated to support the therapeutic 
value of the drug, the foregoing proposed dosages 
should be considered experimental. 

Preparations; tablets 20 mg. and 100 mg.; solution 
(injection) 20 mg. in 1 cc. 

Applicable commercial name: Frenquel. 

The Wm. S. Merrell Company cooperated by furnishing 
scientific data to aid in the evaluation of azacyclonol 
bjdrochloiide. 

Florantyrone.—y-Oxo-y- (8-fluoranthene) butyric 
acid.—The structural formula of florantyrone may 
ke represented as follows; 



Actions and Uses.—Florantyrone is a synthetic 
substance which, altiiough chemically unrelated to 
die natural bile salts, produces the pharmacological 
effects of dehydrocholic acid and related com¬ 
pounds. Tlie drag causes an increase in the volume 


of bile wnthout stimulating evacuation of the gall¬ 
bladder or increasing the quantity' of total bile 
solids. Hence, florantyTOne is properly classified as a 
hydrocholeretic agent. The bile produced by ad¬ 
ministration of this agent is usually deep green in 
color, low in sediment, and of loiv Hscosity'. 

Florantyrone has been proposed for use in the 
medical management of chronic cholecj'stitis and 
cholangitis and in the prevention of cholelithiasis. 
From a theoretical point of view, the production of 
a copious flosv of thin bile may be of value to en¬ 
courage drainage of the bile ducts by removal of 
mucus and inspissated bile and debris and to dis¬ 
courage the ascent of infection. However, available 
clinical studies do not demonstrate the effectiveness 
of floranty’rone in cases in which the gallbladder 
does not fill and in the presence of stasis of the 
biLar}’ ducts. 

Floranty’rone and other hydrocholeretics also 
have been employed for the treatment of so-called 
biliarj’ dyskinesia. This condition is supposedl)' 
characterized, in part, by hj’pertonicity' of tlie 
biliarv’ musculature, resulting in spastic obstruction 
to the flow of bile. Since it is questionable whetlier 
such a clinical entity’ does, in fact, e.xist, it is diffi¬ 
cult to interpret the significance of case reports of 
patients witli biliary dyskinesia who are alleged to 
have responded favorably to florantyrone. In the 
absence of controlled observations, the benefits 
claimed in biliar>’ dyskinesia may rvell have been 
psychological. Nevertheless, some clinicians advo¬ 
cate a trial of the drag in conjunction w'ith anti- 
spasmodic agents in cases in which spasm of tlie 
sphincter of Oddi is suspected. 

FlorantyTone is reported to be useful for the treat¬ 
ment of postcholecystectomy syndrome. Although 
this is a difficult diagnosis to make or refute, the 
majority’ of patients treated for this condition 
showed some degree of sj’mptomatic improvement. 
Since slow improvement is to be e.xpected after 
such an operation inthout treatment by floranty’rone, 
there is no convincing evidence that the improve¬ 
ment cited w’as due to the drag. However, there 
may be some validity’ to the concept that postopera¬ 
tive therapy to increase the flow’ of bile may com¬ 
pensate to some e.xtent for tlie missing bile resen'oir 
removed at surgerv’. There is no doubt that a 
copious flow' of thin bile is helpful in remowng 
small stones or otlier foreign material overlooked at 
operation. In patients w’ith T-tube drainage after 
choledochoplasty’, the drag is of considerable value 
in maintaining the patency of the tube, by prevent¬ 
ing or diminishing tlie amount of incrustation and 
inspissated material w’hich may form. 

Tliere is no valid esidence that florantyTone is 
useful in the treatment of hepatic dysfunction. Tlie 
w'isdom of employing this or any otlier hydro¬ 
choleretic in the presence of severe hepatitis is 
questionable. The toxicity' of florantyTone is low’ and 
its margin of safety’ wide. As with other hydro- 
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clioleietics, die drug may produce some diarrhea. 
It may also aggravate pruritus in jiatients with some 
roims of partial intraliepatic or extrahepatic biliary 
obstruction. 

Theie is no I'eport of liver toxicity in patients 
with normal hepatic function. Since the drug is 
likely to be used in jiatients widi chronic hepatic or 
biliary tract disease and for long periods of time, 
further investigation for possible harmful effects in 
such patients and under such conditions is indi¬ 
cated. Because it increases die flow of bile, floran- 
tyrone is contraindicated in patients with complete 
mechanical biliary obstruction. It should not be 
used in the presence of acute cholecystitis. 

Dosage.—Florantyivne is administered orally. Tlie 
usual dose for adults ranges from 750 mg. to 1 Gm. 
daily. 

Preparations; tablets 250 mg. 

Aiiplicable commercial name; Zanchol. 

G. D. Searle & Co. cooperated by furnishing scientific 
data to aid in the evaluation of florantyrone. 

Prochlorperazine.—2-Chloro-lO-[3-(l-methyl-4-pi- 
perazinyl)propyl]phenodiiazine.—Tlie stiuctural for¬ 
mula of prochlorperazine may be represented as 
follows: 

r~\ 

CHzCHaCHzN N CH3 



J.A.M.A., May 24, 195 ; 

Actions and C/ses.-Prochlorperazine etlianedisii! 
fonate has the same actions and uses as prochlor 
perazine maleate except that it may be administerec 
intramuscularly as well as orally. Parenteral tlieram 
is usually reserved for the treatment of severi 
nausea and vomiting, for the immediate control 0 
acutely disturbed psychotics, or for patients wht 
cannot be relied upon to take oral medication. (Se( 
the monograph on prochlorperazine maleate.) 

Dosage.-Prochlorperazine edianedisulfonate i 
administered orally or by deep intragluteal injec 
tion. Oral dosage for adults and children is.thesarai 
as tliat outlined in the monograph on prochlorpera 
zine maleate. For severe nausea and vomiting, tb 
usual intramuscular dose for adults is 5 to 10 mg 
every tliree to four hours. No more than 40 mg 
should be injected in any 24-hour period unless tin 
patient is hospitalized and under adequate observa 
tion. For control of acutely disturbed patients, thi 
suggested intramuscular dose is 10 to 20 mg. re 
peated at intervals ranging from one to six hours 
depending on individual clinical response. For al 
indications, tire usual intramuscular dose for chi! 
dren is 0.10 mg. per pound of body weight. Ora 
therapy should be substituted as soon as feasible. 

Preparations; solution (injection) 10 mg. in 2 cc., 50 mj 
in 10 cc.; syrup 1 mg. per cc. 

Applicable commercial name; Compazine Etlianeclisul 
fonate. 

Smith, Kline & French Laboratories cooperated by fin 
nishing scientific data to aid in the ev'aluation of prochloi 
perazine ethanedisnlfonate. 


Actions and C/xes.—Prochlorperazine has the same 
actions and uses as prochlorperazine maleate except 
that it is administered rectally. (See the monograph 
on prochlorperazine maleate.) 

Dosage.—For rectal administration, tlie suggested 
dose for adults is one 25-mg. suppository twice 
daily. Rectal dosages for children are as follows: up 
to 2 years of age, one-half to one 5-mg. suppository 
twice daily; ages 2 to 6 , one 5-ing. suppository twice 
daily; ages 6 to 12, one to two 5-mg. suppositories 
twice daily. 

Preparations; suppositories 5 mg. and 25 mg. 

Applicable commercial name; Compazine. 

Smith, Kline & French Laboratories cooperated by fur- 
ni.shing scientific data to aid in the evaluation of prochlor¬ 
perazine. 

Prochlorperazine EthanedisuIfonate.-2-Chloro- 
. 10 -[ 3 '(l-methyl- 4 -piperazinyl)propyI]phenotliiazme 

ethanedisu!fonate,-The structural formula of pro¬ 
chlorperazine ethanedisulfonate may be represented 
as follows: ^^ 

CHzCHzCHzN N CHs 
1 / 

CHzSOsH 
CHzSOaH 



Prochlorperazine Maleate.— 2-Chloro-10-[3-(l 
metbyl-4-piperazinyl) propyl]phenotliiazine dimale 
ate.—The structural formula of prochlorperaa'ni 
maleate may be represented as follows: 


0 
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Actions and Uses.— Prochlorperazine maleate js a 
henothiazine compound widi actions and tises 
'milar to those of chlorpromazine to which it is re¬ 
tted chemically. On a weight basis, prochlorpera- 
ine is considerably more potent than chloipro 
ine, and comparable therapeutic effects may 
chieved vdth doses which are approximately 
fth those of the latter agent. The drug produc 
;ss adrenergic blockade and consequen 5 
ypotension than does chlorpromazine. R 

lild antihistaminic and antispasmodic effects. 

ke chlorpromazine, its potentiating 

entral nervous system depressants is 

lay be clinically insignificant. of 

nism of action, metabolic fate, and excr 

rochlorperazine are not IcnovAi. 
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Prochlorperazine maleate is employed for the 
treatment of those neuroses and mild emotional dis¬ 
turbances in which an.viety, tension, and agitation 
predominate. Tlie drug is apparently capable of 
alienating tliis hTie of mental stress and of lessen¬ 
ing motor activitj’ in a sizable percentage of pa¬ 
tients. Prochlorperazine maleate has also been em¬ 
ployed in se\’ere psychiatric disorders such as 
schizophrenia, mania, involutional psychoses, de¬ 
generative conditions, and senile and to.xic psy¬ 
choses. On the basis of subjective obser\'ations, the 
drug appears to be useful in many such cases. 
Beneficial results ascribed to its action include, 
among others, reduction in psychomotor agitation 
and excitement, diminished aggressiveness and de¬ 
structiveness, loss of hallucinations and delusions, 
and a general calming effect. The drug has also 
been used successfully in some cases of psycho¬ 
motor retardation marked by apathy' and lethargy'. 
Prochlorperazine maleate is effectively employed as 
an antiemetic, and for this purpose it exhibits a 
potency of about four to five times that of chlor- 
promazine. Accordingly', it may be used for the 
control of mild or severe nausea and vomiting due 
to a variety' of causes. 

In general, the over-all clinical toxicity of pro¬ 
chlorperazine appears to be somewhat less than 
that of chlorpromazine. In the usual therapeutic 
dosage range, side-effects are generally infrequent, 
mild, and transitory. These include sedation, dizzi¬ 
ness, hypotension, tachycardia, and xerostomia. 
Rarely, a skin reaction, tinnitus, vertigo, nasal con¬ 
gestion, miosis, or gastric hyperacidity may' occur. 
Prochlorperazine also compares favorably wth 
chlorpromazine wth respect to the infrequent oc¬ 
currence of orthostatic hypotension, sedation, and 
lethargy'. To date, no jaundice or blood dy'scrasias 
have been reported; however, in view of the pheno- 
thiazine structure of the drug, phy'sicians should be 
alert to this possibility'. On the other hand, neu¬ 
rological sequelae referable to extrapy'ramidal in¬ 


volvement may' be troublesome at liigher dosages 
and not infrequently comphcate therapy wth pro¬ 
chlorperazine. Sy'mptoms are Parldnsonian-like in 
character and include spasticity' and painful con¬ 
striction of skeletal muscles, chiefly' those of the 
head, neck, and shoulders. Such effects are most 
frequent when high doses are used but have oc¬ 
curred wth even moderate dosage. Hence, ade¬ 
quate obserx'ation of the patient is necessary'. If 
extrapyrnamidal sy'mptoms appear, they' may' be con¬ 
trolled by; either a doxTOward adjustment of dosage, 
by' the concomitant administration of an antiparkin- 
son drug, -or by' temporary wthdrawal of pro¬ 
chlorperazine. 

Dosage.—Prochlorperazine maleate is adminis¬ 
tered orally'. In mild and moderate emotional dis¬ 
turbances and in nausea and vomiting, the oral dose 
for adults ranges from 5 to 10 mg. three or four 
times daily. In more resistant cases, the dosage may' 
be increased gradually until symptoms are con¬ 
trolled or side-effects become bothersome. The 
suggested initial oral dose for the treatment of in- 
stitutionahzed psychotic patients is 30 to 40 mg. per 
day in divided doses. This is then increased gradual¬ 
ly' until the desired response has been obtained. 
The usual effective dose for such patients is 75 to 
125 mg. daily. 

For infants and children up to 2 years of age, the 
usual oral dose is 0.25 mg. per pound of body 
weight one or two times daily but not exceeding a 
total of 15 mg. per day'. Doses of 5 mg. two or three 
times daffy but not exceeding 20 mg. per day may' 
be gix'en to children behx'een the ages of 2 and 6. 
For children between 6 and 12 years of age, tlie 
usual oral dose is 5 mg. two or three times daily, 
but it should not exceed a total of 25 mg. per day'. 

Preparations: capsules (sustained-release) 10, 15, and 
30 mg.; tablets 5, 10, and 25 mg. 

Applicable commercial name: Compazine Dimaleate. 

Smith, Kline & French Laboratories cooperated by fur¬ 
nishing scientific data to aid in the evaluation of prochlor¬ 
perazine maleate. 


C AUSAL FACTORS IN HYDRONEPHROSIS.-The autlior endeavored to 
determine the causal factors in 104 hydronephrotic kidneys, and he concluded 
that accessory vessels which constrict the pelvi-ureteric junction or the upper 
end of the ureter were responsible in half of these cases. In the other half, some¬ 
thing that upset the normal muscular action of tlie renal peKis or the upper ureter 
was responsible. In many cases the pelwc musculature appeared to be incapable of 
normal rhy'thmic contraction; it contracted in segments and appeared to fibrillate. 
In many cases the ureter adjacent to tlie pelw-ureteric junction appeared to be in 
persistent spasm, and rhythmic contraction was arrested at this point. Congenital 
anomalies such as malrotation, horse-shoe kidney or retrocaval ureter accounted for 
a few cases, but organic stenosis or stricture was seldom responsible. The condition 
appeared to be bilateral in 50 per cent of cases, although in most instances it was 
more evident on one side.—J. C. Anderson, O.B.E., T.D., F.R.C.S., The Treatment 
of Hydronephrosis, The British Journal of Clinical Practice, January, 1958. 
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OPTIMAL BIRTH WEIGHTS 

[ HE U. S. Department of Health, Educa¬ 
tion, and Welfare, tlirough tlie National 
Office of Vital Statistics of the Public 
Health Serrice, has issued a study of 
births and neonatal deaths by birtli weight.' Tlie 
data cover the period 1952-1954, and all but one of 
the states are represented. Tliis study was made 
possible by adding an item on birth weight to the 
birtli certificates formerly in use. Tlie addition was 
made by most states in 1949, and by 1950 nearly all 
had included it. It thus became possible to obtain 
extremely valuable information on the relation of 
mortality to birth weight by matching birth and 
death records. 

One diflBcuIty encountered in this study deserves 
comment because it so often besets the statistician 
who tries to work with data supplied by collabora¬ 
tors from other fields. This difficult}', the problem 
of false modes, is noted by the authors in connec¬ 
tion with data on length of gestation periods. A 
false mode is caused by measurements tliat appear 
oftener than they should because of some fault in 
the way the original observations were reported. 
In the present study, the information on gestation 
showed an abnormal frequency of 40-week periods. 
This must be interpreted to mean tliat some physi¬ 
cians, reporting births, failed to calculate a period 
of gestation for newborn infants who appeared to 


1. Births nnd Neonatal Deaths by Birth Weight: Reporting Areas, 
1952-54, Vital Statistics 47:1-19 (Dec. 16) 1357, 

!> Nesbitt R. E. L., Jr.: Postmature Pregnancy-Clinical Obstefnc 
AsLVs! j. A. M. A. 165:1658-1658 (Nov. 30) 1957. ^ ^ ^ ^ 
3 Kohl S G.: Oxygen Levels in Postmature Fetus, J. A. M. A. 

a™, I- A. M. A, XO»:166a.ie65 (Nov. 30) 1957. 
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be nomally developed. There was also an abnor 
mally high proportion of pstation periods repLd 
^ 36 weeks, presumably due to an erroneous 

by 4. It IS evident diat accurate data on gestation 
periods will not be available until physicians even-- 
where, m reporting individual births, are able to 
supply the actual, instead of the estimated, time 
m every case. 

An important result of the tabulation of mortality 
against birth weight is the finding that in most states 
the lowest neonatal mortality occurs in the group of 
babies weighing between 3,501 and 4,000 Gm, In 
four states tlie minimal mortality was in tlie next 
heavier group, between 4,001 and 4,500 Gm. Further 
detailed study would be required to locate tlie 
minimum exactly and to tell whetlier tlie differences 
among states had any significance, but it is evident 
tliat there exists an optimal birth weight and that 
it lies nearer to 4,000 than to 3,501 Gm. To locate 
it more exactly would require more elaborate 
mediods. Moreover, die neonatal mortality (that is, 
the rate of deaths under 28 days per 1,000 live, 
birdis) is onl}' one of die possible criteria by which 
the optimal birth weight could be judged. The 
point is, hoivever, that the present tabulations 
suffice to show diat an optimal birdi weight exists. 

Tlie tabulations show diat, during die period 
1952-1954, die births in the 3,001 to 3,500 Gm. 
category numbered 4,308,726. Tliis is the largest 
group, since the corresponding figures for the 
3,501 to 4,000 and 2,501 to 3,000 Gm. groups were 
3,036,137 and 2,076,134 respectively. It would ap¬ 
pear that the modal and optimal groups do n( 
coincide. It is inevitable that many babies will h 
bom before they attain die optimal birth weigh 
but at first glance these figures seem to indicaf 
diat too many babies fail to attain it. Tliere hav 
been ample warnings, of late, concerning die dar 
gers of elective induced labor and the handicap 
of die “unfinished child.” Tlie problem of definin! 
and locating the optimal birth weight is therefon 
of great importance. Physicians everywhere car 
help to solve it by suppljdng the most accuratf 
data possible when filling out birth certificates. 

Tlie data illustrate the fact diat prematurif) i- 
more frequent, and more important as a cause 0 
fetal wastage, dian is postmaturity. Because figures 
for postmaturity are less abundant, the effects 0 
postmaturity on neonatal mortalit)' have been mor 
difficult to follow statistically. Nevertheless tne 
are important, and die dilemmas that confron 
physician when he has to deal with a case 0 p 
longed gestation have been discussed recen } - 
Nesbitt,= KohU ChflFord,^ and others. A more « 
tailed analysis of die national data on 
mortality as related to longer gestation ‘, 

for birth weights exceeding 4,501 l. 

sirable. It should afford a valuable f for 
sicians in judging the risk involved when b< 
overdue. 
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SAFEGUARDING M.D. CREDENTIALS 

Come H-bomb or high water, physicians everj'- 
where will be able to prove tlieir qualifications, un¬ 
der a medical credentials program to be launched 
at tlie A. M. A. Annual Meeting next month. The 
first applications for placing medical credentials 
in well-protected repositories will be accepted at 
the World Medical Association’s booth in the 
A. M. A. Scientific E.xhibit at San Francisco, from 
June 2.3 to 27. At least tivo repository sites in dif¬ 
ferent parts of the w'orld are contemplated in case 
one is wiped out in w'ar or other catastrophe. 

Doctors will fill out the detailed application 
blanks in triplicate, attaching passport-U'pe photo¬ 
graphs and their thumb prints. These, along with 
copies of medical school and licensure credentials, 
will be sent to the WMA secretariat in New York 
City. There, each set of data will be assigned a file 
number for the registered physician, and will be 
stored in a repositor}'. Credentials could be with¬ 
drawn through presentation of the file number with 
proper identification. The cost for physicians be¬ 
tween tlie ages of 25 and 34 is $60 for life. There is 
a 10-year service rate for older doctors. 

Details of the central repository' program were 
announced early' this month by' Dr. Walter C. 
Bomemeier, chairman of the 'WMA’s United States 
Committee for Northern Illinois, at the annual con¬ 
vention of the Student American Medical Associa¬ 
tion. It w'as the S. A. M. A. w'hich first suggested a 
central repository' sy'stem for credentials. Dr. Bome¬ 
meier told the student House of Delegates in Chi¬ 
cago on May 1; 

“Unless the doctors of the w'orld avail themselves 
of this service, your resolution and the four years 
spent in implementing it become meaningless. I 
w'ould like to suggest that you consider appointing 
a permanent committee to develop and promote a 
satisfactory' educational program for informing 
every future doctor of the untold value he may' 
realize by depositing copies of his professional 
credentials in the central repository'. 

As y'ou know, during World War II and the 
recent Hungarian tragedy' hundreds of doctors left 
their countries. Their medical credentials W'ere lost 
Or destroy'ed. Today many of them are laborers, 
research assistants or hospital serx'ice personnel be¬ 
cause they have no means of proving that they' are 
medically' trained and fully' accredited to practice 
medicine. Even in a holocaust less frightful than 


W'ar y'our credentials might be lost or stolen and 
y'ou w'ould find it difficult or greatly inconvenient 
to replace them.” 

Dr. Louis H. Bauer, secretary' general of the 
WMA, W'hich is a confederation of 53 national med¬ 
ical associations representing more tlian 700,000 
phy'sicians throughout the w'orld, has said; “Success 
in this one program alone—a central repository' for 
medical credentials—w'ould justifv the e.xistence of 
WMA.” 

Other IVMA objectives include promotion of a 
freer medical practice; support of freely' functioning 
medical practice; establishment of national medical 
organizations w'here none e.xist; promotion of medi¬ 
cal research; universal adoption of a special emblem 
that w'ill identify and protect civ'dian medical units 
in time of armed conflict; the monitoring of acti- 
\ities of more than 23 other international organiza¬ 
tions as they afiFect the practice of medicine; formu¬ 
lation of principles of cooperation among practicing 
physicians and public health officers; and ,sponsor- 
ship of w'orld conferences on medical education. 

NEW A. M. A. PUBLICATIONS 

Pamphlets on “Health Aspects of Aging” and on 
“Suggested Guides to Relationships Behveen Medi¬ 
cal Societies and Voluntary' Health Agencies” now' 
are available for distribution to phy'sicians and 
other interested indi\iduals. Mailing began late in 
April. 

The booklet on aging, prepared by tlie A. M. A. 
Committee on Aging under the Chairmanship of 
Henry' B. Mulholland of Charlottesville, Va., is a 
compilation of articles w'hich appeared as a series 
in The Joubn.vl during the past year. Each author 
is a recognized autliority' on the subject selected, 
and has endeavored to minimize technical termi¬ 
nology' in order to gain acceptance by a large num¬ 
ber of readers. 

The A. M. A. Committee on Relationships Be- 
Uveen Medicine and Alh'ed Health Agencies, w'hose 
Chairman is Sidney J. Shipman of San Francisco, 
prepared the other pamphlet as a re\'ision of a 
draft W'hich also had appeared in The Journal. An 
introduction of these “Suggested Guides” takes note 
of the widespread growth of \'oluntary' health 
agencies, and it adds: 

‘Thy'sicians, because of their special training, 
recognize they have a singular responsibility’ as 
guardians of tlie indn'idual’s and nation’s health. 
Phy’sicians also recognize a national emotional re- 
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sponse b}' individuals toward pleas for help to aid 
the unfortunate, Tliere comes a time, however, 
when tliose activities which arouse natural emo¬ 
tional responses should have some evaluation and 
guidance.” 

Copies of either or both of the two pamphlets' 
may be obtained from die Council on Medical Serv¬ 
ice, American Medical Association, 535 N. Dearborn 
St, Chicago 10. 


DR, ROBERT E. WILSON HONORED FOR 
AID TO MEDICAL EDUCATION 

Medical Education Week was highlighted in the 
Chicago area April 21, at a luncheon in the Drake 
Hotel honoring Robert E, Wilson, Sc.D., LL.D., 
retired chairman of the Standard Oil Company 
(Indiana), for his leadership in developing aid-to- 
medical-education programs among coiporations. 
The luncheon, sponsored by tlie Association of 
American Medical Colleges, the National Fund for 
Medical Education, and tlie American Medical 
Association, ivas attended by 250 corporaHon execu¬ 
tives, ph 5 's/cfans, and medical educators. 
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Dr. David D, Henry, president of the Universih' 
or linnois, presided at the luncheon and introduced 
the principal speaker, Stanhope Bayne-Jones, AJ.D. 
chairman of the Secretary’s Consultants on Medical 
Research and Education of the U. S. Department of 
Health, Education, and Welfare. 

Dr. Bayne-Jones warned that low faculty salaries 
are weakening the basic science departments of 
tlie nation’s medical schools, and the situation in 
the medical schools is particularly serious at this 
time because of the added pressures on the schools 
resulting from tlie current revolution in science 
through the study of the atom, the cell, and nuclear 
physics. 

“It may be predicted that this trend will continue, 
and at an increased rate as new schools are de¬ 
veloped, if salaries of teachers in tliese departments 
fail to maintain a reasonable matching of salaries 
paid in competitive organizations,” he said. 

The luncheon was part of the nationwide ob¬ 
servance of Medical Education Week, April 20-26, 
sponsored by medical schools and state and county 
medical societies. 


“WIDE WIDE WORLD” COMMENDED 



Pictured are, left to right, Drs. George F. Lull, President, 
American Medical Education Foundation, Robert E. Wilson, 
Stanhope Bayne-Jones, and F. J. L. Blasingame, General 
Manager of the American Medical Association. 

Dr. Wilson, in accepting a citation of merit pre¬ 
sented by Lowell T. Coggeshall, M.D., AAMC 
president, estimated that American industry’s gifts 
to healdi, education, and welfare totaled more than 
half a billion dollars last year. He said tlie financial 
needs of higher education is a Joint responsibility 
of industry, the government, foundations, and the 
public. “We should consider the difference between 
what we are doing and what we should be doing— 
or the difference between what we have in the way 
of healdi and security and what we could do, he 

said. 


Tlie Board of Trustees of the American Medical 
Association has commended die National Broad¬ 
casting Company and its Sunday afternoon feature, 
“Wide Wide World,” for its program on American 
doctors. Tliis program presented “The House 1 
Enter,” the story of American doctors, on Sunday, 
Oct. 27,1957. 

Tlie Board commendation read: “Through the 
miracle of television, ‘Wide Wide World’ took a 
vast audience of televiewers around the country to 
see tlie work being done by doctors in various types 
of medical practice. The medical profession is grate¬ 
ful for this opportunity to report its activities to the 
American people.” 

A special citation was also issued to Ted Rogers, 
who produced tlie show. “Wide Wide World w 
sponsored by General Motors and is seen over the 
full NBC television netivork each Sunday from 4. 
p. m. to 5:30 p. m. EST. 


CHANGE OF ADDRESS 

If you change your address please notify T® 
Journal at least six weeks before the | 
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mLINOIS 

Hospital Lecture,—The final lectoe in the eighth 
annual North Shore Hospital lecture series on Emo¬ 
tional Problems of Childhood will be held June 4, 
8 p. m., on “Management of the Emotional Prob¬ 
lems of the Physically Handicapped Child,” by Dr. 
William Cooper, assistant professor of clinical sur¬ 
gery, Cornell University' Medical School, New 
York City. The Commission on Education of the 
American Academy of General Practice has ap- 
prored these lectures for category 11 credit. 

Appoint Director of University Health Service.— 
Dr. Orville S. Walters, of Danwlle, has been named 
director of the University of Illinois Health Service. 
Dr. Walters, staff psychiatrist at the Hospital in 
Danville, will take over his new duties Aug. 1. He 
was president of Central College, McPherson, Kan., 
from 1939 to 1944, when he entered private prac¬ 
tice. In 1953 he became associated \\'ith the Vet¬ 
erans Administration. Dr. Walters succeeds Dr. 
Lester M. Dyke, who resigned last year to become 
head of the health serwce at University of Mary¬ 
land, Baltimore. 

Chicago 

Dr. Newman Honored.—Dr. Louis B. Newman, chief 
of the physical medicine and rehabilitation serv¬ 
ice, VA Research Hospital, recently received the 
“CiWl Servant of the Year” award from the Federal 
Personnel Council and Regional Council of Federal 
Agencies. He was selected from among 70,000 civil 
seiv'ice employes in the Chicago area. Dr. Newman 
is president-elect of the American Academy of 
Physical Medicine and Rehabilitation and is on the 
e.xecutive committee. Section on Physical Medicine, 
American Medical Association. 

Dustfall in Chicago.—The Armour Research Foun¬ 
dation of the Illinois Institute of Technology, in its 
report of the amount and chemical analysis of the 
dustfall for Chicago for March, has announced that 
the average dustfall at its 25 stations, including the 
hoop, was 45.6 tons per square mile per month of 
30 days. Of this amount 23.4 tons were water in¬ 
soluble constituents and 22.2 tons were water 
1 soluble constituents. The “Loop Average” total dust- 


Physicians are invited to send to this department items of news of 
BPneral interest, for example, those relating to society actiWties, nesv 
o^itals, education, and public health. Programs should be received 
tit least three weeks before the date of meeting. 


fall was 94.6 tons per square mile. The least amount 
of dustfall was 21.8 tons per square mile at a station 
in the near-north section of the city. 

Gastroenteritis in a Hospital.—The U. S. Public 
Health Service’s Morbidity and Mortality' Weekly' 
Report, released May 2, notes that Dr. Olga G. 
Brolnitsky, Chicago Board of Health, reported an 
outbreak of gastroenteritis in a hospital where 51 
persons became ill with nausea, vomiting, cramps, 
and diarrhea, three to seven hours after eating a 
luncheon of tuna-fish salad. Of the 51 food handlers 
investigated. Salmonella was recovered from the 
stools of two persons. Shigella from the stool of 
another, and coagulase-positive Staphy'lococcus 
was cultured from the throats of four others. These 
seven employees were removed from their jobs 
and hospitalized. 

Grant to Insure Salary Until Retirement.—The 
American Cancer Society has made a grant to the 
University of Chicago of $587,344, specifically' 
allocated to pay the salary until he reaches retire¬ 
ment age of 34-y'ear-old Dr. Paul Talalay, associate 
professor of biochemistry in the university'’s" Ben 
May' Cancer Research Laboratory. According to 
Tower Topics, published by the university for its 
alumni, the grant is part of a program designed “to 
lure the most brilliant young scientists in the coun¬ 
try' to fight cancer.” It is said to be probably' the 
largest grant ever awarded to a single indiwdual 
by a voluntary' agency. Dr. Talalay'’s earlier dis¬ 
covery and isolation of enzy'mes involved in the 
utilization of sex hormones by' the body won him 
the Theobold Smith Award in Medical Sciences. 

Dr. Huggins Receives German Honor.—Dr. Charles 
B. Huggins, director of the Ben May Laboratory 
for Cancer Research of the University' of Chicago’s 
medical and biological research center, has been 
named to membership in the Order of Pour le 
Merite by the German Federal Republic. Founded 
by Frederick the Great as a military’ honor, it now 
prowdes recognition in the sciences and arts, with 
membership in the group limited to 30. Tliomton 
Wilder, author and p]ay'\wight, and Arthur H. 
Compton, phy'sicist, are the only two otlier Ameri¬ 
can members. President 'Theodor Heuss of the Ger¬ 
man Federal Republic wll install Dr. Huggins and 
the otlier newly' elected member. Dr. Georg von 
Hevesy', professor of chemistry’ and phy’sics in tlie 
Universities of Copenhagen and Stocldiolm, in a 
ceremony' at Bonn July 7. 
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Grant for Study of Birth Process.—A grant of $400,- 
000 to the Hansard Medical School and the Boston 
Lying-In Hospital for l^asic studies in problems 
surrounding the origin of life and the birth process 
has been made by the Association for tlie Aid of 
Ciappled Children. The grant is in addition to 
$371,000 pre\4ously voted by the association to sup¬ 
port \vork in tlie same general area at the univer¬ 
sity. The money wall be a\'ailable over a 10-year 
period and will support a coordinated program of 
research and teaching devoted especially to prob¬ 
lems associated with tlie beginning and early 
development of human life. Dr. Duncan E. Reid, 
professor of obstetrics, Di-. Clement A. Smitli, asso¬ 
ciate professor of pediatrics, and Claude A. Villee, 
Ph.D., associate professor of biological chemistry, 
wall be resiJonsible for the program. 

Dr. Malamud Named Research Director.—Dr. Wil¬ 
liam Malamud wall resign as chairman of the 
division of psychiatiy at Boston University School 
of Medicine and as psychiatrist-in-chief at the 
Massachusetts Memorial Hospital, Sept. 1, to ac¬ 
cept the post of research director for the National 
Association for Mental Healdi. Under Dr. Mala- 
muds direction the NAME research committee 
wall allocate grants to research scientists investi¬ 
gating tlie cause, treatment, and prevention of 
mental and emotional ailments. The new' program 
w'ill be supported at first by a minimum allocation 
of 5% of the association’s annual fund-raising cam¬ 
paign receipts. Dr. h'falamud’s career includes pro¬ 
fessorships at the Universit}' of low'a, Iowa City, 
and Tufts Medical School, Boston. He is secretary 
of the American Psychiatric Association; director 
of research, Scottish Rite and National Association 
for Mental Health Committee on Schizophrenia 
Research; director, American Board of Psychiatry 
and Neurology; and consultant to the Ohio State 
Department of Mental Hygiene and the Boston 
Veterans’ Hospital. 


MICHIGAN 

Appoint Professor of Physical Medicine.—Dr. 
Joseph N. Schaeffer has been appointed as special 
professor of physical medicine, Wayne State Uni¬ 
versity, Detroit. A new department of physical 
medicine was created at the College of Medicine 
when his appointment became effective May 3. Dr. 
Schaeffer, of Peoria, Ill., was recently named direc¬ 
tor of the Rehabilitation Institute of Metropolitan 
Detroit. He served as a medical officer in the Air 
Force from 1942 to 1953. He is a diplomate of the 
American Board of Physical Medicine and Re¬ 
habilitation. 


Personal.-Dr. Archer A. Claytor, of Saginaw, has 
received notice of his appointment to the board of 
directors of the Virgin Islands Corporation, an- 
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nounced Jan. 25 by President Eisenhower Virgin 
Islands Corporation is a government corporation 
w'hicli promotes development of industry and trade 
in the islands. Among odier things, it is engaged in 
sugar production, electric power production, promo¬ 
tion of tourist trade, and soil and water preserva¬ 
tion.—Dr. Austin W. Heine, Mount Clemens has 
been awarded the American Legion’s Citizen of the 
Year award for “outstanding service to the com¬ 
munity, state and nation.” 

MINNESOTA 

Medical School Admissions to Increase.-Admis- 
sions to the University of Minnesota Medical 
School, Minneapolis, will be increased from 125 to 
140 students for the next school year (1958-1959) 
and to 150 in 1959, Dr. Robert B. Howard, asso¬ 
ciate dean, has announced. By 1962, the four medi¬ 
cal school classes wdll have a combined total en¬ 
rollment of about 600, as compared with under 500 
at present. Enlarged laboratory facilities and 
strengthening of the staffs of tire university’s basic 
medical sciences departments are the principal 
factors w'hich permit tire increases. 


University New's.—Dr. Takeo Hayashida, a member 
of the surgical faculty of tire University of Tokyo, 
visited the Mayo Clinic and Mayo Foundation at 
Bochester Jan. 20-23, observing inffacardiac surgi¬ 
cal procedures and clinical and e.xperimenal vascu¬ 
lar surgery. On returning to Japan, he will become 
head of a new' department of intracardiac and 
vascular surgery.—Dr. Grant H. Lathe, of fire de¬ 
partment of chemical pathology, University of 
Leeds School of Medicine, England, discussed re¬ 
cent work on tire chemistry of jaundice at the Mayo 
Clinic and Mayo Foundation, Rochester, March 12 


MONTANA 

Annual Conference at Missoula.—The annual 
Vestern Montana Medical and Surgical Con er- 
nce, sponsored by the Western Montana Medica 
lociety, w'ill be held June 28 at the Hotel Florence 
Aissoula. Dr. Eugene J. P. Drouillard, president o 
he society, will open the meeting with an address, 
"wo panel discussions are scheduled; The Oyo 
Dgic Diagnosis of Uterine Cancer” and home 
ilood Disorders in General Practice, mo era e< 
ly Drs. Glenn A. Carmichael and Bryce D. L ■ 
veil, of Missoula, respectively. The following 
le presented by guest speakers: 

)varian Tumors, Dr. Clifford L. Fearl, Portlf O'-®’ 
.eukemia. Dr. Claude E. ForJener, New York City. 

Jterine Bleeding, Dr. Fearl. „ 

'he Philosophy for tlie Practice of Medicine, Dr. 

The program has been submitted for 
f credit by the American Academy of Uen 
‘ractice. A program of ladies’ activities is 
J'or information write the Western Montana 
)wen and West Broadway, Missoula, Mont. 
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Dr. Vaughan to Head Immunology Program.—Dr. 
John H. ^^aughan, on the medical faculty of the 
Medical College of Virginia, Richmond, wll join 
the University of Rochester School of Medicine and 
Dentistry’ July 1 to head a new training and re¬ 
search program in clinical immunology. Dr. 
Vaughan has been appointed associate professor of 
medicine and assistant professor of bacteriology' 
and immunology in the Medical School, and senior 
associate physician in Strong Memorial Hospital. 
Four of Dr. Vaughan’s research associates will 
move from Richmond to Rochester with him: Dr. 
and Mrs. Richard W. Dutton, of London, England; 
Dr. Mariam George, of Bombay, India; and Dr. 
Jean L. Harris. 

Three Named Professors at Rochester.—Three 
- members of the University of Rochester Medical 
School faculty who have been on the department 
of medicine faculty for 30 years or more have been 
promoted to full professors; Dr. Launrence A. Kohn, 
first chief resident in medicine at the Medical 
Center when it was opened Jan. 21, 1926, named 
clinical professor of medicine, the first to be given 
that title; Dr. Ernest H. Keutmann, who came to 
the Medical Center as an intern in Strong Memorial 
Hospital in 1928; and Dr. Paul H. Garvey, who has 
been in charge of the neurology section since 1928. 
Dr. Kohn (in 1956) and Dr. Garvey (in 1957) 

; have been awarded die Gold Medal of the Medical 
. School Alumni Association for “inspiring teaching, 
;; integrity, and devotion to students.” Dr. Kohn 
came to Strong Memorial Hospital in 1925 as an 
instructor in medicine. He became an assistant pro¬ 
fessor (1929) and associate professor in the Medi¬ 
cal School and associate physician in Strong Me¬ 
morial Hospital (1941). In 1956 he received the 
-, Award of Merit of the Rochester Academy of 
Medicine. Dr. Garvey came to the Medical School 
as an instructor in medicine from the University of 
/ Michigan, Ann Arbor, where he had been an in- 
structor in neurology. He was promoted to assistant 
professor and assistant physician in 1930, and to 
J." associate professor and associate physician in 1937. 
.- Dr. Keutmann was appointed an assistant in medi- 
■. cine and assistant resident physician in 1929 and 
rose to instructor and resident physician in charge 
of the medical outpatient department in 1930, 
assistant professor of medicine and pharmacology 
j in 1947, and associate professor in 1948. 

New York City 

> Personal.—Dr. Howard A. Rusk of the department 
ij-' of physical medicine and rehabilitation, New York 
University-Bellevue Medical Center, was recipient 
of a bronze plaque “for his services to the mentally 
retarded” at tlie annual dinner of tlie Association 
'J-' the Help of Retarded Children May 18.—Dr. 


William E. Studdiford, professor emeritus of ob¬ 
stetrics and gy'necology'. New York University Col¬ 
lege of Medicine, received the New York Univer¬ 
sity presidential citation at a reception in his honor 
April 11. The presentation was made “in recogni¬ 
tion of Dr. Studdiford’s outstanding sen'ices to the 
University and for his high professional attainment 
within his specialty prior to his retirement in Sep¬ 
tember, 1956, as professor and chairman of tlie 

department of obstetrics and gy'necology'.”-Dr. 

Frank G. Boudreau, who received the Albert 
Lasker Award in 1957 for “outstanding contribu¬ 
tions in public health administration,” has been 
elected president of the National Vitamin Founda¬ 
tion. 

OHIO 

State Medical Election.—The Ohio State Medical 
Association has installed the folloiving oflBcers: Dr. 
George A. Woodhouse, Pleasant Hill, president; 
Dr. Frank H. Mayfield, Cincinnati, president-elect; 
and Dr. George J. Hamwi, Columbus, reelected 
treasurer for a three-year term. Tlie follow'ing were 
elected to the Council for the first time: Dr. 
Charles W. Hoyt, Cincinnati, first district, and Dr. 
Floyd M. Elhott, Ada, third district. Tlie 1959 
meeting w'ill be held in Columbus the week of 
April 19. 

Plan Memorial for Dr. Paryzek.—Staff members at 
St. Alexis Hospital, Cleveland, and friends are 
planning a memorial to Dr. Harr)' V. Paryzek, who 
was president of the Ohio State Medical Associa¬ 
tion in 1941-1942. The memorial is to be a $125,000 
penthouse conference room atop the five-stor>' 
service wing which is to be built with tlie proceeds 
of the St. Alexis Hospital Million Dollar Building 
Improvement Fund Campaign. Dr. Harold J. 
Barker is chairman of the memorial committee. 
Dr. Parj'zek, who served in Europe during World 
War 1, became director of medicine at St. Ale.xis 
Hospital and chief of staff in 1930. In 1933 he was 
president of the Cleveland Academy of Medicine, 
and at the time of his death was chairman of the 
state medical association’s Committee on Chronic 
Illness. For information write The Harry V. Pari'- 
zek Memorial Fund, c/o St. Ale.xis Hospital, 51M 
Broadway, Cleveland 27. 

OREGON 

Bacteria in Cream-Filled Doughnuts.—Tlie U. S. 
Public Health Service’s Morbidity and Mortality 
Weekly Report, released May 2, notes that Dr. 
Samuel B. Osgood of die Oregon State Board of 
Healdi, reported an outbreak of gastroenteritis in 
four persons in a family after eating cream-filled 
doughnuts from a baker}'. A 5-day-old doughnut 
obtained from the home had a bacterial count of 
850,000,000 per gram, while a fresh doughnut from 
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tile bakery had a bacterial count of 6,200,000 per 
gram. The bakery discontinued making cream-filled 
products, and all of their equipment ivas disin¬ 
fected. 


PENNSyL^^ANIA 

Hospital Ne\vs,~A suite of climate-simulating 
rooms being constructed for Lankenau Hospital, 
Oi'crbrook, ivill enable scientists to study body me- 
tabolism. Tlie suite will consist of three rooms with 
minutely controlled temperatures and humidities. 
Costing $105,000, it will be shipped in knocked- 
down state from New Jersey for installation in the 
first floor of a si.\-slor)' research wing now being 
erected at the hospital. 


Campaign to Endow Chair in Biochemistry.-A half- 
million-dollar campaign to endow a chair of bio¬ 
chemistry in honor of Dr. William S. McEllroy, 
retiring dean of the Unii'ersit}' of Pittsburgh School 
of Medicine, is under ivay by ahimni of the school. 
Dr. McEllroy will retire as dean June 30 after 41 
years of service to the university. He wall retain his 
academic rank as professor of biochemistry and also 
will serve as an ad\asor on medical affairs. Dr. John 
E. Weigel, assistant professoj- of surgery and general 
chairman of the campaign, announced that $100,000 
of the needed funds already is available from gifts 
by medical alumni. The remaining $400,000 will be 
raised principall)^ tlirough personal solicitation by 
alumni who have volunteered to assist in the cam¬ 
paign. Dr. McEllroy joined the Pitt medical faculty 
in 1917 and became dean in 1939 after having 
served as assistant dean from 1921 until that time. 


Philadelphia 

Dr. Babcock Feted at Surgical Society Dinner.—Dr. 
W. Wayne Babcock, emeritus professor of surgery. 
Temple UuiversiW School of Medicine, rvas guest 
of honor at the commemoration of the 50th anni- 
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Dedicate Hospital for Rehabilitation.-The Maeee 
Memonal Hospital for Convalescents was openS 
with formal ceremonies March 9. A fi\'e-stor\' nV. 
con Jtioned 78-bed building, it ml] furnish services 
for the rehabilitation of physically disabled patients 
of all income groups, races, and religions over the 
age of 14 years ivho are residents of meti-opolitan 
1 hiladelphia. The hospital was established with a 
7-million-dollar trust fund left hi' Miss Anna J 
Magee. The cost of the hospital'and equipment 
w'as about 2.5 million dollars; income from the re¬ 
maining funds will be used to support free and 
part-pay beds. The hospital is controlled byiepre- 
sentatives of 11 general hospitals of the 'city in¬ 
cluding the four large medical school hospitals 
(Hahnemann, Jefferson, Temple, and University of 
Pennsylvania). Dr. Henry F. Parry is director of 
the institution. 
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versary of The Babcock Surgical Society, oldest 
student organization at the school. Among the 
guests was Dr. David B. Allman, President, Ameri¬ 
can Medical Association, who spoke on “Medical 
Education.” Other guests included Robert L. John¬ 
son, LH. D., president, Temple University; Dr. 
William A. Steel, emeritus professor of the princi¬ 
pals of surgery at Temple and first president of the 
Babcock Surgical Societ)q Dr. William N. Parkin¬ 
son, dean of the Medical School; and Dr. Robert 
A. Bucher, associate dean. Senior medical student 
John A. Udall, current president of the honor 
society, was toastmaster. Dr. Babcock, who served 
as head of the department of surgery at Temple 
University School of Medicine from 1903 until his 
retirement in 1943, was succeeded by Di. W. 
Emory Burnett. In 1954, Dr. Babcock was awarded 
the American Medical Association s Distinguished 
Service Medal. 


Select New Dean at Jefferson Medical ColJege.- 
The board of trustees of Jefferson Medical College 
has named Dr. IVilliam A. Sodenian dean of me 
college, to succeed Dr. George A. Bennett, who 
died in February. Dr. Sodeman is the Magee Pro- 
lessor of Medicine and head of the department o 
medicine at Jefferson. He is certified by the Amen 
can Boards of Internal Medicine and PieventiW 
Medicine. He was prerdonsly a member Z! 
e.\ecutive faculty of the Tulane University Meciw 
College, New Orleans, and a professor of medjcine 
at the University of Missouri Medical Schoo, 
Columbia. Dr. Sodeman is a past-president o 
American Society of Tropical Medicine. 

"American Way” Tour for Foreign 

sicians from 34 foreign countries who are tar i ^ 

their medical education at the University o 
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to Dr. Fred T. Burling, New York State School of 
Industrial and Labor Relations, Cornell Universit\’, 
Itliaca, N. Y. 

Card for Patients on Anticoagulant Therapy.—An 
“emergency” identification card for the protection 
of patients on long-term anticoagulant Qierapy is 
now available. to physicians from the American 
Heart Association and its affiliates. The card, de¬ 
signed as a wallet insert, was developed as a result 
of requests from physicians seeking to protect their 
patients on anticoagulants in case of accident, dental 
surger}', or other treatment that may induce bleed¬ 
ing. It points out that the bearer “is being treated 
witli anticoagulants which slow down clotting of 
the blood.” In case of emergency—bleeding, injury' 
or illness—tlie card ads'ises diat a doctor be called, 
since the patient may require an antidote. Tlie card 
has space to indicate tlie kind of anticoagulant 
prescribed and tlie patient’s blood ty'pe. Physicians 
may obtain samples of the card from tlieir local 
heart association or from the American Heart Asso¬ 
ciation, 44 E. 2.3rd St., New York City'. 

Rehabilitation Fellowships for Venezuelans.—A 
program to supplement Venezuela’s medical facili¬ 
ties and tecliniques for rehabilitating the crippled 
and handicapped has been announced by Mr. Percy' 
C. Spencer, LL.B., president of Sinclair Oil Cor¬ 
poration, through its Venezuelan affiliate, Sinclair 
Venezuelan Oil Company'. Fellowships sHll be es- 
tabh'slied to enable a selected group of Venezuelan 
doctors, nurses, physical tlierapists, social workers, 
and prosthetic technicians to obtain further train¬ 
ing and experience at tlie Institute of Phy'sical 
Medicine and Rehabilitation, New York Univer- 
sity-Belles'ue Medical Center and other rehabilita¬ 
tion centers in the United States. The program sHll 
be administered by the World Rehabilitation Fund 
and its president. Dr. Howard A. Rusk, chairman, 
department of phy'sical medicine and rehabilitation 
at tile medical center. Dr. Rusk has helped establish 
rehabilitation programs in some 36 countries, princi¬ 
pally through the International Society for the 
Welfare of Cripples, a nongovernmental organiza¬ 
tion. 

Northwest Meeting of Plastic Surgeons.-The 1958 
meeting of the Pacific Northwest Society' of Plastic 
and Reconstructive Surgery ivill be held May' 2.3-24 
in Tacoma, Wash. Three movies are planned: “Con- 
bol of Hemorrhage,” presented by' Dr. Walter S. 
Brown, Seattle, and “Mammaplasty” and “Motiva- 
fion in Overcoming Handicaps,” presented by' Dr. 
Darid E. Sullivan, Spokane, Wash. Program topics 
and speakers include: 

Homograft Sur\ival, Dr. C>Tus G. Pow, Vancouver, British 
Columbia, Canada. 

tctopic Salivai}’ Tumor of Upper Lip, Dr. Robert J. Cow¬ 
an, Vancouver, B. C. 

^ . E ■’ ' Badre, Vancouver, B. C. 


Reduction of the Hspertroplued Breast, Dr. Charles E. 

Gurney, Portland, Ore. 

Complications in the Care of Major Bums, Dr. Edward E. 

Wayson, Portland, Ore. 

Correction of the Deformed Mucocutaneous Angle, Dr. Ad¬ 
albert G. Bettman, Portland, Ore. 

For information write the Pacific Northwest Society 
of Plastic and Reconstructive Surgery', 419 Mayer 
Building, Portland 5, Ore. 

Decrease in Mental Patients.—Despite an increase 
in admissions, the population of U. S. mental hos¬ 
pitals continued to decline in 1957, a surx'ey' released 
by the American Psy'chiatric Association and the 
National Association for Mental Health has dis¬ 
closed. It marked the second y'ear of downtrend in 
mental hospital rolls after a 2.5-year climb. Ad¬ 
missions during 1957 increased by' 5.6% svliile dis¬ 
charges increased by' 9.2%. With other factors, in¬ 
cluding a 2.4 reduction in mental hospital deaths, 
the net drop in population amoimted to one half of 
one per cent in state, county', and veterans’ mental 
hospitals, sustaining a “turning point” which started 
in 1956. During 1957, e.xpenditures per patient were 
increased from S3.27 a day' to $3.64 a day'. FuU-time 
employ'es in public mental hospitals rose from 153,- 
715 to 162,885, an increase of 6%. Last y'ear 23 states 
increased their appropriations per patient by more 
than 10% and 12 increased the amount by' more 
than 15%. Kentucky' spent 57.5% more per patient 
than in the pre\'ious year, bringing up the figure to 
83.25 a day, and increased the number of full-time 
personnel per 100 patients by 42.3%, or from 21.3 
employ'ees per 100 patients to 30.3. 

Plague in Rodents.—Mr. F. M. Prince, Public Health 
Serx'ice San Francisco Field Station, has reported 
the isolation of PasteiireUa pestis from the follov'ing 
specimens collected in Klamath County', Oregon: 

Specimen 663—One Microtiis montanus (field mouse) found 
dead, Ian. 26, five miles northwest of Klamath Falls. 
Specimen 688—One Af. montanus found dead, Jan. 26, six 
miles northwest of Klamath Falls. 

Specimeas 872 and 893—Cifcl/us hcldingi oregonus (ground 
squirrel), one found dead and one trapped, March 6, 
twelve miles east of Klamatli Falls. 

The recent isolations were from rodents collected 
in an investigation of an e.xplosive buildup of the 
Microtiis population which was first noted last fall 
in Klamath County'. The density' of tliis population 
reached as high as 10,000 per acre in some areas 
and remained at an abnormally high level during 
the past winter. Of a limited number of samples of 
mice a liigh proportion xvas found to have tularemia. 
Only one confirmed case of human plague has ever 
been reported in Oregon. This xvas in a sheepherder 
employed in Lake County xvhich is adjacent to Kla¬ 
math. He dex'eloped plague and died in 19.34. A 
suspect case in anotlier sheepherder occurred in 
1943 in Harney County. 
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Traffic Deaths Decrease for March.-Cities led the 

S ton since 

55, the National Safety Council has reported. 
Tfie March tally of deaths was 2,630 for the nation, 
a 1 eduction of 9% from the March level a year ago. 
Cities of 10,000 population or more achieved a 14% 
reduction. Traffic deaths totaled 2,890 in March last 
year, the council said. In 1955, the toll was 2,602. 
March was the fifth month in a row and the 15th 
out of tlie last 16 in which traffic deaths totaled 
the same or fewer than in the corresponding 
inontlis of the previous year. For the first quarter 
of the year, the death toll Avas 7,730-down 6% 
from last year s 8,250. 

Grant for Study of Mental Hospital Programs.- 
Tire Southern Regional Education Board has re¬ 
ceived a grant which will enable staff members of 
Southern mental hospitals to observe new or un- 
nsual programs in other Irospitals, starting June 1. 
The grant was made by the National Institute of 
Mental Health in the amount of $42,000 for the 
1958-1959 period and $48,000 for the 1959-1960 
period. The grants to hospital staff members will 
vary witli eadi request and wall be made according 
to the need in each case but will not exceed $500. 
Applications must be made to the board through 
the head administrator of the applicant s hospital 

Foundation for Research in Parkinson’s Disease.— 
Announcement has been made of the establishment 
of a foundation for research into the cause and cure 
of Parkinson’s Disease and related disorders. The 
officers of tlie Parkinson’s Disease Foundation, Inc., 
include Mr. William Black, president; Dr. Edgar 
A. Lawrence, treasurer; Mr. Lawrence Valenstein, 
secretary; Dr. H. Houston Merritt, chairman, re¬ 
search advisory board; and Dr. Melvin D. Yahr, 
medical director. The offices of the foundation are 
at 125 E. 50th St, Neu' York 22. Grants will be 
made to assist the work of investigators in this field. 
Application blanks are now available at the offices 
of the foundation and, uffien submitted, they should 
be addressed to Dr. Yahr. 

International Surgeons Elect Officers—Prof. Dr. 
Raffaele Paolucci diValmaggiore, head, surgical 
clinic, University of Rome, Italy, has been chosen 
president-elect of the International College of Sur¬ 
geons, to be installed in September, when Dr. 
Henry W. Meyerding, Rochester, Minn., will be¬ 
come president to succeed Prof. Dr. Carlos Gama, 
of Sao Paulo, Brazil. Otlier international officers 
elected are: first vice-president, Dr. Lyon H. 
Appleby, Vancouver, B. C., Canada, and the follow¬ 
ing vice-presidents from the U. S.: Drs. Alexandei 
Brunschwig, New York City; Edward L. Compere, 
Chicago; Arnold S. Jackson, Madison, Wis.; and 
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Francis L. Lederer, Chicago. International secre 
toy general is Dr. Max Thorek, Chicago; treasnm 
Di. Clement L. Martin, Chicago, and executive 
director, Dr. Ross T. Mclntire, Chicago. 


Scientific Tape Recordings Available.-A catalog of 
tape-recorded scientific lectures by recognized 
medical authorities has been prepared undw the 
auspices of the Commission on Medical Education 
and Licensure of the Indiana State Medical Asso¬ 
ciation. These tapes, recorded at 3% IPS, include 
medical forums, and such subjects as cardiovascular 
and peripheral-vascular diseases, cancer, obstetrics 
and gynecology, psychiatry, pediatrics, and treat¬ 
ment. Instructions for loan or purchase of tapes by 
members and nonmembers of tlie state society' caii 
be found on tlie first page of the catalog entitled 
“Learning Through Listening.” Copies of the cata¬ 
log and tapes are available from: Indiana State 
Medical Association, 1021 Hume Mansur Building, 
Indianapolis 4, Ind. 

% 

Nutritionists Receive Awards.—At a dinner com¬ 
memorating the 25th -anniversary of the founding 
of the American Institute of Nutrition, Lemuel D. 
Wright, Ph.D., professor of nutrition, Cornell Uni¬ 
versity'’, Ithaca, N. Y., was awarded the 1958 Borden 
Award in Nutrition ($1,000 and a gold medal), and 
Tlie Osborne and Mendel Award ($1,000) was pre¬ 
sented to Dr. Paul Gyoxgy, pediatrician-in-chief at 
the Hospital of the University of Pennsylvania, 
Philadelphia. Before joining the staff of Cornell, 
Dr. Wright was a research associate at Merck, Sbaq) 
and Dohme Reseavcli Laboratories. Dr. Gyorgy, 
discoverer of riboflavin and of vitamin Bo, is a native 
of Hungary. The Borden Award in Nirtrilion is 
given annually by the Borden Company Founda¬ 
tion, Inc.; the Osborne and Mendel Award by tlie 
Nutrition Foundation, Inc. 


ellowships in Industrial Psychiatry.—To meet tbe 
eed for industrial psychiatrists in major Amencan 
rdustrial firms, the Carnegie Corporation of Aeff 
ork has granted support for Cornell fellowships 0 
,vo years duration. One academic year is spen ) 
jsidency at Cornells New York State 
idustrial and Labor Relations, with individuals^ 
Durse work in industrial human relations, person 
roblems, preventive mental health J 

he second year is spent in a supervised 
t a selected business or industrial 
)tal program is approved as one-year resic en 
sychLy. The stipend is $5,250 &•' I'-' 
od, with satisfactory performance, $5,« 

3 cond year. To be eligible for tire fellowship 

licants must have completed a 

ears residency in psychiatry. For informs 
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Ten’oort, of the School for the Deaf, St. Michiels- 
gestel. The Netherlands, will also speak. Of special 
interest to parents will be a one-day session devoted 
to the organization of tlie newly formed parents’ 
section of the association. Under tlie chairmanship 
of William G. Hardy, Ph.D., director. Hearing'and 
Speech Center, Johns Hopkins Hospital, Baltimore, 
parents vill elect officers and plan action to improve 
the education of deaf children. The Alexander 
Graham Bell Association for the Deaf is an organi¬ 
zation to promote teaching of speech and lipreading 
to the deaf. 

FOREIGN 

Congress on Child Psychiatry.—The fourtli Inter¬ 
national Congress for Child Psychiatry, under the 
auspices of the Portuguese Government, will be 
held June 15-20 at the Medical School Hospital of 
Santa Maria, Lisbon, Portugal. Official languages 
Mil be French, English, German, and Portuguese 
with simultaneous translation provided in the 
plenary' sessions. Subject for tire congress is “The 
Psychological Problems of Children Behveen the 
Stir and the 10th Year of Age,” and will be dealt 
with under the following division headings: (1) 
emotional lack in children between 6 and 10, (2) 
teamwork in child psychiatry', (3) the formation of 
child psychotherapists, (4) psychotherapeutic 
methods, (a) infantile analyses, (b) individual 
psychotherapy. Afternoon discussion groups of 
limited membership will consider the following: 

Clinical problems in relation to psychotherapeutic methods. 
E.rtemal relations of the child guidance team (cooperation 
with pediatrists, schools, jurisdictional services for minors, 
social ser\ices, etc.; metliods of preventive mental hy¬ 
giene). 

Diagnostic terminology. 

Institutions for the treatment of irregular children. 

Group therapy for children. 

Relations of cliildren with their families. 

Ps)'chotherapy and psychosomatic problems. 

Emotional problems and tlie psychological care of sick 
children. 

Children and school. 

Fees are $15 for associate members and $5 for 
accessory members. For information write the 
General Office, Institute A. A. Da Costa Ferreira, 
Fravessa Terras Santana, 15, Lisbon, Portugal. 

Congress on Allergology in Paris.—The third Inter¬ 
national Congress of Allergology will be held in the 
New Medical School, Paris, Oct. 19-25, sponsored 
the International Association of Allergolog)', 
nnder the presidency of Dr. Samuel M. Feinberg, 
Chicago, and by inwtation of the French AUergy 
Association. Tlie program will include sj'mposiums 
nn astlima and emphysema, physic-chemical prop¬ 
erties of allergic antibodies, recent advances in 
phases of clinical allergy', biochemical aspects in 
jh’persensitivity', a round-table conference on auto¬ 
immune reactions, a discussion of allergy' manage¬ 


ment and problems in different parts of die world 
(including socioeconomic aspects), and a demon¬ 
stration of special techniques in clinical and experi¬ 
mental allergy'. Participants will include Sir Henry' 
Dale and Pasteur Vallery-Radot. For information 
w'Tite Dr. Bernard Halpem, 197 Boulevard St, 
Germain, Paris VIP, France. A post-convention 
tour is also being planned. The social aspects of 
the Congress will include a reception and party at 
the Louvre Museum, an evening at the opera 
(ballet), conducted tours, and a party' at the Medi¬ 
cal School. 

EXAMINATIONS 

AND 

LICENSURE 



EDUCATIONAL COUNCIL FOR FOREIGN 
MEDICAL GRADUATES, INC. 

Educational Council for Foreign Medical Graduates, Inc.: 
The American medical qualification e-xamination to be 
given henceforth hvice a year for foreign medical grad¬ 
uates. Medical Schools in the United States and Foreign 
Countries, Sept. 23. Final date for filing application is 
June 23. Executive Director, Dr. Dean F. Smiley, 1710 
Orrington Ave., Evanston, Illinois. 

NATIONAL BOARD OF MEDICAL EXAMINERS 

Nation'ai. Boabd of Medical Esaxoners: Written. Parts I 
and 11. All medical centers in the United States and Can¬ 
ada, June 17-18. Sec., Dr. John P. Hubbard, 133 S. 36th 
St., Philadelphia. 

BOARDS OF MEDICAL EXAMINERS 

Alabama: Examination. Montgomery, June 17-19. Sec., Dr. 

D. G. Gill, State Office Building, Montgomery 4. 
Arizona:" Examination. Phoemx, July 16-18. Reciprocity. 
Phoenix, July 19. Sec., Dr. Thomas N. Bate, 826 Securitj- 
Bldg., Phoenix. 

Arkansas:" Examination. Little Rock, June 5-6. Sec., Dr. 
Joe Verser, Harrisburg. 

California: Written Examination. San Francisco, June 16- 
19; Los Angeles, August 18-21; Sacramento, Oct. 20-23. 
Oral Examination. San Francisco, June 14; Los Angeles, 
August 16; San Francisco, November 15. Oral and Clinical 
Examination jor Foreign Medical School Graduates. San 
Francisco, June IS; Los Angeles, August 17; San Fran¬ 
cisco, November 16. Sec., Dr. Louis E. Jones, 1020 N 
Street, Sacramento. 

Colorado:" Examination and Reciprocity. Denver, June 10- 
11. Exec. Sec., Mrs. Beulah H. Hudgens, 715 Republic 
Bldg., Denver 2. 

Connecticut:" Examination. Hartford, July 8-10. Sec., Dr. 

Creighton Barker, 160 St. Ronan St., New Haven. 
Delaware: Examination and Reciprocity. Dox'er, July 8-10. 

Sec., Df. Joseph S. McDaniel, Professional Bldg., Dover. 
Floiud.x:" Examination. Miami, June 29-July 1. Sec., Dr. 

Homer L. Pearson, 901 N. W. 17th St., .Miami. 

Georgi.a: Examination. Atlanta and Augusta, June 11-12. 
Reciprocity. Atlanta, June 13. Sec., Mr. C. L. Clifton, 224 
State Capitol Bldg., Atlanta. 

Id.viio: Examination. Boise, July 14-16. Exec. Sec., Mr. Ar- 
mand L. Bird, 364 Sonna Bldg., Boise. 

Illinois: Written Examination. Cliicago, July 7-11. Oral 
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Prevalence of PoHomyelitis.-According to the Na¬ 
tional Office of Vital Statistics, the following 
number of reported cases of poliomyelitis occurred 
in tlie United States, its territories and possessions 
in the weeks ended as indicated: 


Area 

Xe« nnirJimiJ Statos 

Maine. 

Xi'w Hmiipshirc. 

Venn on t... 

Ma.'.'-aciKKctts. 

Uhotic Wand... 

Conneetient. 

MUUUe Atlantic States 

Nc\r York... 

•Ven Jersey . 

■ponnsylvii i.a .. 

Ka^t North Central Stntci 

Ohio. 

Irniinnn. 

Illinois. 

.MIchiRnR....... 

U'/sfons/n. 


April 20, J9,')8 

,-*-April 27, 

I’nrnlpUc Total 1957 

3’j'pc Oases Total 


1 


1 

1 


1 


1 

1 


\Vc«t North Central States 

Minnesota. 

loira . 

Mf>"Sotirl. 

North Dakota. 

South Dnkoln. 

N'eliraska ... 

Kani-ns. 

.South Atlantic States 

Delaiv'ure. 

.Maryland. 

District of Coliimliln... 

Virginia . 

West VirRlnla. 

.North Carolina. 

.South C.aiolinn. 

Ocorsia. 

Florida.. 

East South centiui States 

Rcnlucky. 

Tennessee.. 

Alahnnia. 

.Mi'«!sslpi>i... 

West .South Cential .States 



.likansas. 

I.oulsiana. 

Oklahoma. 

Te.vas. 

.Mountain .States 

Montana. 

Idaho .. 

IVyoinlDK. 

Colorado... 

New Mexico. 

Arizona... 

Utah. 

Nernda. 

PiifSfic States 

WashlnKtOD... 

Oregon... 

Cnllfoinla... 

'I'erritoilcs and Possessions 



Alaska...... 

Hawaii. 

Puerto Rico 
Total... 


2 2 

8 If) 
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Nuclear Medicine Society Meeting.-The Society of 
Nuclear Medicine will hold its fifth annual meeting 
in Los Angeles June 19-21, according to Dr. 
Marshall H. Brucer, chairman, Medical Division, 
Oak Ridge Insdtute of Nuclear Studies and presz- 
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dent of the society. Subjects of the papers deaU«(k 
diagnostic, therapeutic, and fundamental reseaS 
implications or applications. Chairman of the mo- 
gram committee is Granvil C. Xyker, Ph D chief 
laboratorj^ research at the GRINS Medical bitision 
The formal sessions will also include four in^tnic- 
tional courses that will he offered on hvo days and 
ivill deal with thyToid-uptafce calibration, measure¬ 
ment of mixtures of radioisotopes, measurement ot 
total exchangeable electrolyte, and medical applica- 
tion of a live-ivatt aerojet reactor. The meeting ui 
include tours of Los Angeles nuclear medical facili¬ 
ties, a session on the training of physicians in the 
use of radioisotopes, and scientific and commercial 
exhibits. A series of 37 small midget evhibits de¬ 
signed to supply a phj'sician witli the preclinical 
information he needs before using radioisotopes is 
planned. Information is available from thesecretaiy 
of the society', Dr. Robert W. Lackey, 452 Metro¬ 
politan Building, Denver. 


Meeting of Chest Physicians in San Francisco.-Rie 
24th annual meeting of the American College ol 
Chest Physicians will be held June 18-22 at the Fair¬ 
mont Hotel, San Francisco. Seminars on pulmonary 
disease (medical) and cardiology (surgical) are 
planned for June 8 , with question-and-answer peri¬ 
ods following eacii lecture. The third Louis Mail 
Memorial Lecture, "The Individual Man and Medi¬ 
cine,” will be given by Dr, John B. deC. M. Saun¬ 
ders, dean, University of California School oi 
Medicine, San Francisco. A clinical cardiac confer¬ 
ence moderated by Dr. John J. Sampson, 28 "fireside 
conferences,” and the followng forums are sched¬ 
uled: Basic Reseai'ch in Diseases of tlie Chest: (1) 
Pulmonary, (2) Cardiac, and Pulmonary' and Car¬ 
diovascular Effects of Smoking. Symposiums on 
tuberculosis, clinical cardiology', idiopatlric intw- 
stitial fibrosis of the lung, biologic effects of radio¬ 
active exposure on the lungs, effects of air pollution 
on the lungs, and congenital heart disease are ar¬ 
ranged. Round-table luncheons wli be held jane 
20-22. A program of ladies’ activities is plameO' 
and the annual president’s banquet aviU be w 
June 21, 7:30 p. m. For information rmte ' 
American College of Chest' Physicians, IL 
Chestnut St., Chicago 11. 


eting of Association for the Deaf.~Tbe 

nmer meeting of the j 90,07 Ib 

:ociation for the Deaf will be held J™ "" 
tsburgh. Speakers at tire 6 ''^Cen- 
lude S, Richard Silverman, 

I Institute for tlie Deaf; ^ i 

:cutive director, Gordon D. Hoopla 
2 ech Center, SyTacuse University'; 
nnell, Pli.D,, director, Bill Wfikersw H 
iech Center, Vanderbilt Umyersity, n 
bert Fririna, dtedor. Eear»6 S 
„ter, Galhudet College. The Bev. Fr. 
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DEATH! 


Imick, Louis Burton S' Sac Cit)', Iowa; Chicago 
k)lleee of Medicine and Surgery, 190S; veteran of 
\'orld War I; sers’ed as health officer; on the staff 
f the Loring Hospital; died Feb. 22, aged 77, of 
arcliovascular accident. 

lalkema, Walter S. S Sheldon, Iowa; State Uni- 
ersih' of Iowa College of Medicine, Iowa CiW, 
932; for many years secretarj'-treasurer of .tlie 
I’Brien Count)' Medical Societ)'; on the staff of 
le Communit)' Memorial Hospital, where he died 
eb. 4, aged 69, of adenocarcinoma. 

ame, Samuel RoUand ® Carey, Ohio; Eclectic 
ledical College; Cincinnati, 1911; veteran of 
/odd War 1; died March 17, aged 73, of coronar)’ 
irombosis^ 

lair, James Albert ® Home, Pa.; Jefferson Medical 
ollege of Philadelphia, 1923; on the courtesy staff 
: the Western Pennsylvania Hospital in Pitts- 
iirgh; died March 17, aged 65, of coronary occlu- 
on. 

lair, William McBroom * Wharton, Texas; Baylor 
niversit)' College of Medicine, Dallas, 1931; mem- 
:r of the American Trudeau Society; fellow of the 
merican College of Surgeons; past-president of 
le Wharton Count)' Tuberculosis Association; at 
le time on the facult)' of his alma mater; on the 
afI‘of the Caney Valley Hospital, where He died 
arch 14, aged 55, of acute coronary occlusion. 

3yhton, Bedford Forrest ® Houston, Texas; bom 
Aiken, S. C., Sept. 25, 1916; Jefferson Medical 
allege of Philadelphia, 1941; on the faculty of the 
lylor University College of Medicine; at one time 
stnictor of singery at the Columbia Universit)' 
allege of Physicians and Surgeons in New York 
ity; specialist certified by the American Board of 
rthopedic Surgery; president "of the Houston 
rthopedic Club; member of the American Acad- 
ny of Orthopaedic Surgeons; fellow of the Ameri- 
n College of Surgeons; veteran of World War II; 
' the-staffs of the Jefferson Davis, Methodist, and 
aterans Administration hospitals; died in tlie 
■ D. Anderson Hospital March 22, aged 41, of 
ncer. 

fey, Peter Francis * Milwaukee; Milwaukee Medi- 
il College, 1910; died. in. the Milwaukee Count)’ 
l>spital in Wauwatosa, Wis., March 22, aged 79, 
: Polmonar)’ embolism and bronchopneumonia. 


^ Indicates Member of the American Medical Association. 


Browa, Brian Tuck, Sherman, Texas; Unir’ersit)' of 
Te.xas School of Medicine, Galveston, 1918; veteran 
of World War II; died March 14, aged 64. 

Brown, Francis Henry ® Des Moines, Wash.; Uni¬ 
versity’ of Southern California School of Medicine, 
Los Angeles, 1904; formerly practiced in Seattle 
and was past-president of the Seattle Academy of 
Surgery; died March 23, aged 82, of cerebral throm¬ 
bosis. 

Bro^vn, Susan Willard, Cincinnati; Rush Medical 
College, Chicago, 1922; formerly a medical mis- 
sionar)’ in China; died March 20, aged 66. of heart 
disease. 

Brown, William Edu’ard. ® Char1nt-tpc\n11e, Va.; 
Baltimore Medical College, 1908; formerly on the 
faculty at the University of Virginia Department of 
Medicine; veteran of World War I; in June, 1944. 
retired as superintendent and medical director of 
the Blue Ridge Sanatorium; died in the University’ 
of Virginia Hospital March 17, aged 73, of cardiac 
insufficiency. 

Bucher, Louis F., Dayton, Ohio; Rush Medical 
CoUege, Chicago, 1900; for many years school 
physician; died in the Miami Valley Hospital 
March 9, aged 80. 

Caldwell, Gene Delmar ® Shreveport, La.; Univer¬ 
sity of Nebraska College of Medicine, Omaha. 
1930; speciahst certified by the American Board of 
Orthopaedic Surgery’; member of tlie Clinical 
Orthopaedic Society and American Academy of 
Orthopaedic Surgeons; fellow of the American Col¬ 
lege of Surgeons and the International College of 
Surgeons; chief surgeon for the Shriners Hospital- 
for Crippled Childem; chief consultant for the 
Veterans Administration Hospital; veteran of 
World War H; died March 11, aged 51, of coronary’ 
occlusion. 

Campbell, Marvin Bishop, Nashville, Tenn.; Van¬ 
derbilt University School of Medicine, Nash\’ille, 
1906; veteran of World War I; died March 14, aged 
78, of pneumonia. 

Caraway, Agnes Burt ® Shreveport. La.; Louisiana 
State University School of Medicine, New Orleans. 
1950; formerly member of the Mississippi State 
Board of Health; died March 12. aged 37, of coro¬ 
nary’ occlusion. 
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Carlsen, Edwin Lawrence * Tacoma, Wash ■ Uni- 
versit}^ of Minnesota College of Medicine and 
Surgery, Minneapolis, 1906j served on the staff of 
the Northern Pacific Hospital, wliere he died Aiarch 
1, aged 78, of hypernephronla of the right kidney. 

Carroll, Francis Matthew ® Seattle; Cooper Medical 
College, San Francisco, 1896; fellow of the Ameri¬ 
can College of Surgeons; veteran of World War I; 
served as city health officer, coroner, and health 
commissioner; died March 10 , aged 88 , of chronic 
myocarditis, emphysema, and bronchiectasis. 

Chadwick, Glenn William ® Portland, Ore.; College 
of Medical Evangelists, Loma Linda and Los An¬ 
geles, 1951; member of the California Medical 
Assoeiatjfm; died An Alv? Pa’Ak’M? 

Hospital March 12 , aged 33, of massive gastric 
hemorrhage due to ulcers. 

Chaffin, Rafe Chester ^ Los Angeles; University of 
Soutlicrn California College of Medicine, Los An¬ 
geles, 1907; emeritus professor of gjmecology at 
the College of Medical Evangelists; vice-regent and 
fellow of the International College of Surgeons; 
fellow of the American College of Surgeon^; mem¬ 
ber of the senior staff of California Hospital, where 
he died March 23, aged 75, of acute myocardial 
infarction. 


J.A.Af.A., May 24 ,1555 

Dispensary in Washington from 1944 to I 917 
served as chief surgeon and officer in charm of. 
U. S. Penitentiary Hospital in Leavenworth%J 
Fort Leavenworth, Kan., and Federal Reformate 
at El Reno, Okla.; at one time instructor of mi- 
rology at the University of Colorado in Denver 
^cturer in the school of public health nnrsin; 
Catholic University, and lecturer at Georgetown 
University; fellow of the American Public Healiii 
Association, American College of Surgeons, and 
the American Psychiatric Association; serv’ice mem¬ 
ber of the American Medical Association; member 
of the Association of Military Surgeons of tlie 
United States, American Hospital Association, 
and the Industrial Medical Association; specialist 
certiBe^ by the Amedcm Board of Preventive 
Medicine; received die honorary degree of doctor: 
of sdence from Miami University, Oxford, Ohio,; 
June 6 , 1955; died March 26, aged 52, following 
heart attack. 

Crawley, Walter Garlington Jr. ® Marietta, Ga 
Emory University School of Medicine, Atlanti 
1927; twice president of the Cobb County Medicj 
Society and vice-president of the Georgia Ped 
atrics Society; formerly practiced in Lancastei 
S. C,, and served as director of the Chester Count] 
Healtli Department; died in the Piedmont Hospital 


Claflin, Guy Malverton, Adrian, Mich,; Detroit 
College of Medicine, 1904; veteran of the Spanish- 
American War and World War I; served as city 
health officer; died Marcli 20, aged 84, of circula¬ 
tory failure. 

Coughlin, John Benedict ® Durham, N. C.; Univer¬ 
sity of Maryland School of Medicine and College 
of Physicians and Surgeons, Baltimore, 1943; mem¬ 
ber of the American Society of Anesthesiologists 
and the Medical Society of tlie State of Pennsyl¬ 
vania; veteran of World War II; died in the Watts 
Hospital March 3, aged 40, 

Craig, Paul Stuart, Washington, C. H., Ohio; Uni¬ 
versity of Cincinnati College of Medicine, 1929; 
died in the Mount Carmel Hospital, Columbus, 
Feb. 21, aged 60, of cerebral hemorrhage. 

'Cronin, John William ® Assistant Surgeon General, 
U. S. Public Health Service, Washington, D. C.; 
born in Springfield, Ohio, June 15, 1905; University 
of Cincinnati College of Medicine, 1933; ehief of 
medical services, U. S, Public Health Seirvice, a 
p&st 44 ? ivKirh he was promoted in 1956, and prior 
to which he was chief of the division of hospital 
and medical facilities; from 1947 to 194i) chief. 
Federal Employees Health Division; e.vecutive 
medical officer of the U, S. Coast Guard Training 
Station, Sheejpshead Bay, N. Y., 1943-1944; medical 
officer in charge of the U. S. Public Health Service 


Atlanta, March 22, aged 55, of cancer.. 

Curry, Ernest Francis ® Sagamore, Mass,; Trili 
College Medical School, Boston, 1905; medid 
examiner of Barnstable County; for many yeffi 
school physician for Sagamore and Bouniedalf, 
served as health officer; on the staff of the paff 
Cod Hospital in Hyannis; died in tlie McLean Ho.- 
pital, M^averly, March 17, aged 81, of cardioafj 
cular and respiratory failure. j 

Dempsey, Joseph Harry, Cleveland; Western 
serve University Medical Department, CIevel 3 B| 
1912; on the staffs of the Bootli Memorial HospiW 
in Cleveland and the Eiiclid-Glenville Hospiri 1 
Euclid, Ohio, where he died Marcli 6 , aged n, 
multiple pulmoiwy infarcts. 

Downey, Carl Ham's, Salem, Ore.; 
University Medical Department, Salem, 19L> ^ : 
March 5, aged 77, 

Duran-Reynals, Francisco, New Haven, Coft 
born in Barcelona, Spain, Dec. 5,1899; 
de Barcelona Facultad de Medicina, Spam, ; 
associated with Rockefeller Institute, Nev 
City, for 10 years, first widi the rank 0 
and then with the rank of associate; /owf' 
faculty of the Yale University School ot 
in 1938 as a research assistant, was ” 
research associate in 1941, and was name ^ 
and research associate in microbiology m 
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research on the influence of aging on biological 
processes; lectured at universities, and medical 
inferences throughout the United States and in 
Europe and Canada; died in the Grace New Haven 
Hospital March 27, aged 58, of cancer. 

Dutrow, Howard Victor ® Dayton, Ohio; bom in 
::i)arlesr11Ie, Md., Dec. 30, 1880; University of 
'\Iarr-]and School of Medicine, Baltimore, 1904; 
Tpecialist certified by the American Board of Oto- 
ar)Tigology; member of the American Academy of 
Iphthalmology and Otolarjmgology; fellow of the 
Imerican College of Surgeons; past-president of 
'he Montgomery County Medical Society and the 
-)a)1on Academy of Medicine; veteran of World 
Var II; for many years member of the medical 
^‘epartment of the Isthmian Canal Commission, 
;dvancing to chief of eye, ear, nose and tlmoat 
-linic. Colon Hospital, Canal Zone; associated with 
■liami Valley Hospital, where he was formerly 
hief of staff, St. Elizabeth and Good Samaritan 
ospitals; died March 17, aged 77. 

-jeyer, Alfred B. ® Medical Director, U. S. PubHc 
-fealth Service, retired, Palos Verdes Estates, Calif.; 
vniversity of Oregon Medical School, Portland, 
. BO; seriice member of ■ the American Medical 
■/isociation; retired from the U. S. Public Health 
^inice Aug. 1, 1955; member of Admiral Byrd’s 
. pedition to the South Pole and was awarded 
e Third Antarctic Ser\'ice Expedition Medal for 
•>• services as surgeon aboard the e.xpedition ship 
.■■)rth Star; died in Carmel March 6, aged 55, of 
T-ronaiy' occlusion. 

f 

^.Ikison, William L. ® Loogootee, Ind.; Indiana 
' 2dical College,-School of Medicine of Purdue 
; liversity, Indianapolis, 1906; on the staff of the 
' iviess County Hospital in Washington; died Feb. 
aged 84, of coronary thrombosis. 

- sman, George Henry Banldn ® Colonel, U. S. 
^ Jiy, retired, Arcadia, Calif.; University of Penn- 
'Vania Department of Medicine, Philadelphia, 
member of the Massachusetts Medical So- 
r--ty; fellow of the American College of Smrgeons; 
Oran of World War I; entered the medical corps 
the U. S. Army in 1901; retired Dec. 31, 1922; 
.•A the Distinguished Service Medal and other 
‘^rations; died in the Veterans Administration 
spital, Los Angeles, Feb. 3, aged 81, of arterio- 
.-f^irosis. 

^I^lham, Charles L., Tollesboro, Ky.; Kentucky' 
^jool of Medicine, Louisville, 1906; served on 
staff of the Hays^vood Hospital, Maysville; 
'A March 6, aged 83. 

^••‘■)'bowski, Stanley Theodore, Chicago; Chicago 
,^dical School, 1942; served an internship at St. 
Hospital in Chicago Heights, and a residency 

>'■ 


at the Highland Park (Ill.) Hospital and the Vet¬ 
erans Administration Hospital in Hines, lU.; vet¬ 
eran of World War II; died March 5, aged 45, of 
coronary' occlusion. 

Gunn, William Parker ® Janesville, Wis.; College 
of Phy'sicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1907; mem¬ 
ber of the Illinois State Medical Society; veteran of 
World War I; associated with St. Bernard’s and 
Ilhnois Central hospitals, Chicago; died March 20, 
aged 75, of coronary thrombosis. 

Haas, Fredrick William, Naco, Ariz.; Southwestern 
Homeopathic Medical College and Hospital, Louis- 
wlle, Ky'., 1906; died in Warren Jan. 4, aged 79, of 
congestive cardiac disease. 

Henderson, James Paris, Excelsior Springs, Mo.; 
University Medical College of Kansas City, 1903; 
serv'ed as second vice-president of the Missouri 
State Medical Association; served on the faculty 
of his alma mater; veteran of World War I; for¬ 
merly' practiced in Kansas City, Mo., where he was 
associated with the Kansas City General Hospital; 
ser\'ed on the staff of the McLeary' Hospital and 
Clinic; died March 11, aged 79, of acute cardiac 
dilatation. 

Howell, William Wescott, Topsham, Maine; Har¬ 
vard Medical School, Boston, 1900; practiced in 
Boston; specialist certified by the American Board 
of Pediatrics; member of the American Academy 
of Pediatrics and the Massachusetts Medical So¬ 
ciety; died in Portland Feb. 14, aged 84, of 
aneury'sm of the abdominal aorta. 

Jones, Harold Wellington ® Colonel, U. S. Army', 
retired, Orlando, Fla.; bom in Cambridge, Mass., 
Nov. 5, 1877; Harvard Medical School, Boston, 
1901; for two years resident and house phy'sician 
in the Children’s Hospital, Boston; practiced med¬ 
icine in St. Louis, where he was associate professor 
of orthopedic surgery at St. Louis University 
School of Medicine, 1904-1905; commissioned in 
the Medical Corps of the U. S. Army in 1906; an 
honor student at the Army Medical School, where 
he later serv'ed as professor and as secretary' of the 
faculty, 1917-1918; was in command of an ambulance 
train wth Pershing in Mexico in 1916 and of the 
Beau Desert Hospital Center, near Bordeaux, 
France in World War I, and later of Tripler Gen¬ 
eral Hospital in Honolulu; was chief of the surgical 
service at the Fort Sam Houston Hospital; was 
librarian at the Army Medical Library (now Na¬ 
tional Library' of Medicine) in Washington, D. C., 
from 1936 until 1943 and director from 1944 to 
1946; serxice member of the American Medical As¬ 
sociation; an honorary' member of the Cleveland 
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Medical Library Association; formerly secretary- 
treasurer of Association of Honorary Consultants 
to the Army Medical Library; was honorary cu¬ 
rator, Osier Library, ^'Iontrea^, from 1936 to 1946, 
piesident, Medical Library Association, 1940-41, 
editor of the BuUeiin of the Medical Library As¬ 
sociation, 1941-1942; awarded the honorary LL.D, 
degree by Western Reserve University in 1945; in 
1956 rccei\'ed the Marcia C. Noyes Award; was 
chief delegate to the 9th International Congress of 
Mihtaiy Medicine in Bucharest in 1937, and secre- 
tar}’-genera} of the 10th International Congress in 
1939 in IVashington and editor of its proceedings; 
vice-president of the International Congress of Air 
Relief in Bucharest in 1937; delegate in 1937 to tlie 
Geneva Convention of the International Hague 
and Geneva-Red Cross Societies; decorated by 
France (twice), Rumania, Poland, Mexico, and tire 
United States (Legion of Merit in 1945); fellow 
of the American College of Surgeons and the 
American Association for the Advancement of 
Science; honorary member of the Mexican Associa¬ 
tion of Military Surgeons; edited the “New Gould 
Medical Dictionary"; for sex’eral years chief editor 
of the medical section of the “Encyclopedia Amer¬ 
icana”; died suddenly April 5, aged SO. 


J.A.M.A., May 24, 19' 

Magee, David Miller Pomfret, Marianna, Fla.- Hr 
versity of Pennsylvania Department of’ Med’icin 
Philadelphia, 1906; died March 4 , aged 73 , of pv 
monary edema, bronchopneumonia, and conmtr 
heart failure. 

Magill, William Henry ® Providence, R. I.; Cornf 
University Medical College, New York Ci’ty, 190 
fellow of the American College of Surgeons; sem 
' on the medical draft board during World War 
formerly chief medical examiner in Rhode Islai 
and for many years Providence medical examine 
associated with Rhode Island and St. Joseph’s k 
pitals; died March 12, aged 87. 

Main, Robei-t E., Vernon, Texas; St. Louis Colie: 
of Physicians and Surgeons, 1898; died Feb, 
aged 88 . 

Margulis, Abraham Bernard ® Bridgeport, Con; 
Medical School of Maine, Portland, 1920; died 
Miami Beach, Fla., March 8 , aged 67, of corona 
thrombosis. 

Mavraides, William Peter ® Boston; University 
Vermont College of Medicine, Burlington, 193 
certified by die National Board of Medical Exai 
iners; died March 7, aged 54. 


Jones, Isaac Newton, Greensboro, Ala., Birmingham 
Medical College, 1909; member of the Medical As¬ 
sociation of die State of Alabama; served as county 
health officer; died Feb. 26, aged 74. 

JCoem'g, Charles Albert ® Woodville, Pa.; St. Louis 
University School of Medicine, 1911; served as 
assistant professor of psychiatry at the University 
of Pittsburgh School of Medicine; specialist certi¬ 
fied by the American Board of Psychiatry and 
Neurology; member of the American Psychiatric 
Association; veteran of Vtorld War I; for many 
years clinical director of die Woodville State Hos¬ 
pital; died in St. Mary’s Hospital, Riviera Beach, 
Fla., Feb. 26, aged 73, of pneumonia and diabetes 
mellitus. 

Levison, Louis A. ® Toledo, Ohio; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1903; specialist certified by the Amer¬ 
ican Board of Internal Medicine; fellow of the 
Ametican College of Physicians; associated with 
Toledo Hospital and St. Vincent’s Hospital, where 
he died March 10, aged 77, of virus pneumonia and 
hypertensive heart disease. 

Lewis, Walter Warren, Marvell, Ark.; University 
of Tennessee College of Medicine, Memphis, 1914; 
died in Helena (Ark.) Hospital Jan. 4, aged 69. 


McCann, Neal Joseph ® Toirance, Calif.; Loyo 
University School of Medicine, Chicago, 192 
served as president of the Marquette-Alger Cou 
ties (Mich.) Medical Society; veteran of Woi 
War I; formerly healtli officer of Islipetning, Mid 
died March 10, aged 58, of arteriosclerotic hea 
disease. 

Mixter, William Jason ® Woods Hole, Mass.; bos 
in 1880; Harvard Medical School, Boston, W 
member of tlie founders group of tlie America 
Board of Surgery; specialist certified by the Ame 
ican Board of Neurological Surgery; member of tl 
American Surgical Association, International Si 
ciety of Surgery, American Neurological Assod 
tion, and the Association for Research in Nervoi 
and Mental Disease; fellow of the American Coileg 
of Surgeons; past-president of the New Engaa 
Surgical Society; veteran of World War I; 
civilian consultant for neurosurgery to the Surgeo. 
General during World War 11; honorary surgeon a 
the Massachusetts Genei'al Hospital, where re e 
chief of neurosurgical service; died }>larch 18, 

77 , of carcinoma of the lung. 

Moffett, William Thomas, Blue Mound, HL ^ j 
Medical College, Chicago, 1895; veteran o 
War I; died in Wauchula, Fla., Feb. 20, age 
of acute cardiac failure. 
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Mugrage, Edward Rosseter * Denver; bom in 
Leadville, Colo., in 1885; University of Colorado 
Scliool of Medicine, Denver, 1913; professor emer¬ 
itus of clinical patliology at his alma mater; 
specialist certified by the American Board of 
Pathology’; member of the College of American 
Pathologists and tlie American Society of Cbnical 
Padiologists; fellow of the American College of 
Physicians; past-president of the Colorado State 
Medical Society; for many years secretary’-treasurer 
of the Medical Alumni Association of the Univer¬ 
sity of Colorado School of Medicine; associated 
with Swedish National Sanatorium in Englewood, 
St. Luke’s Hospital, National Jewish Hospital, Cliil- 
dren’s, Denver General, Mercy, and St. Joseph’s 
hospitals; died in the Colorado General Hospital 
March 4, aged 72, of acute enterocolitis. 

Tallman, Ralph LaRue ® Chicago; Loyola Univer¬ 
sity School of Medicine, Chicago, 1928; a member 
of the board of governors of South Shore Hospital; 
died March 20, aged 59. 

Taylor, Cornelius John * Bangor, Maine; Medical 
School of Maine, Portland, 1911; served as medical 
examiner for Penobscot County'; for many' years 
medical e.xaminer for the Metropolitan Life In¬ 
surance Company and the New York Life Insurance 
Company; on the staff of the Eastern Maine Gen¬ 
eral Hospital; died Feb. 18, aged 70, of acute cor¬ 
onary' disease. 

Taylor, John Mortimer, South Egremont, Mass.; 
Columbia University' College of Phy'sicians and 
Surgeons, New York City, 1898; died in the Fair- 
Mew Hospital in Great Barrington March 6, aged 
86 , of bronchopneumonia. 

Taylor, Martin Clever, Pittsburgh; Western Penn¬ 
sylvania Medical College, Pittsburgh, 1900; an as¬ 
sociate member of the American Medical Associa¬ 
tion; member of the American Academy of Oph¬ 
thalmology' and Otolaryngology; associated with 
the Southside Hospital; died Feb. 23, aged 80, of 
pulmonary embolism. 

Taylor, Ralph Buren ® Columbus, Ohio; Eclectic 
Medical Institute, Cincinnati, 1898; served as a 
member of the Ohio State Medical Board; associ¬ 
ated with the Grant Hospital, and the Home for 
•■Iged; died Feb. 23, aged 84, of arteriosclerosis. 

Taylor, Walter Frederick, Keene, N. H.; McGill 
University' Faculty' of Medicine, Montreal, Que., 
Canada, 1914; member of the New' Hampshire Med¬ 
ical Society’; sers'ed as a member of the board of 
health, and as city and school physician; veteran 
of IVorld War I; died Feb. 21, aged 70. 


Thayer, James Manning ® Memphis, Tenn.; Univ’er- 
sity' of Tennessee College of Medicine, Memphis, 
1954; serxice member of tlie American Medical 
Association; a captain and flight surgeon in the 
U. S. Air Force; killed Feb. 15. aged 27, in the 
crash of a transport plane on Mount VesuMus, out¬ 
side Naples, Italy'. 

Thomas, Francis Willard, Columbus, Ohio; Star- 
ling-Ohio Medical College, Columbus, 1912; served 
on the faculty' of the Ohio State University' College 
of Medicine; specialist certified by the American 
Board of Otolary'ngology’; associated w’ith Grant 
and Mount Carmel hospitals; died in Palrn Beach, 
Fla., Feb. 18, aged 68, of coronary' disease. 

Tuttle, George Bass, Arlington, Va.; Wasliington 
University' School of Medicine, St. Louis, 1894; 
formerly’ serx’ed in the regular Army; died in the 
Arlington Hospital Feb. 19, aged 86. 

Twente, Julius * Thomasx'ille, Ga.; Rush Medical 
College, Chicago, 1930; serx'ice member of the 
American Medical Association; medical officer at 
Veterans Administration Domiciliary'; died in the 
Archbold Memorial Hospital Feb. 4, aged 58. 

Walker, William A. ® Cairo, Ga.; Louisville (Ky'.) 
Medical College, 1889; serx'ed as mayor of Cairo, 
as a member of the county board of education, 
and in the Georgia Legislature; died Feb. 20, aged 
91. 

Webster, Fred Paterson ® Portland, Maine; Harvard 
Medical School, Boston. 1901; member of the 
American Academy' of Pediatrics; at one time pro¬ 
fessor of pediatrics at the Bow'doin Medical School; 
on the staffs of the Maine Ey'e and Ear Infirmary' 
and the Maine General Hospital; died Feb. 26, aged 
79, of coronary' tlirombosis. 

Weiss, Rudolf ® Cleveland; Medizinische Fakultat 
der Universitat, Vienna, Austria, 1917; associated 
with Mount Sinai Hospital; died March 2, aged 66, 
of myocardial infarction. 

Wescott, Clement Plummer ® Portland, Maine; 
Tufts College Medical School, Boston, 1909; served 
on the staffs of the Mercy and Maine General hos¬ 
pitals; died Feb. 16, aged 79, of heart disease. 

Wilson, James Frederick, Washington C. H., Oliio; 
College of Phy'sicians and Surgeons, Baltimore, 
1909; served as secretary of tlie Fayette County 
Medical Society’; for many years county' health 
commissioner; past-president of the Ohio Federa¬ 
tion of Public Health Officials; died in tlie Mount 
Carmel Hospital, Columbus, March 4, aged 76, 
of cerebrovascular tlirombosis. 



488 


J.A.M.A., May 24, 1958 


FOREIGN LETTERS 

- <> - 


AUSTRIA 

Phimosis—At the meeting of the Society of Pediat¬ 
rics in Vienna in Aiarcli Di*. H. R. Jonas emphasized 
the necessity of differentiating between true plii- 
nmsis characterized by an abnormal narrowing of the 
preputial ring and pseiidophimosis with an elonga¬ 
tion of the"^ prepuce and physiological adhesion of 
the prepuce to the glans penis. The separation of 
the preputial adhesions or the stretching of the 
prepuce in early infancy is in general not ad\dsable. 
As a rule, the adhesions spontaneously separate in 
the second or third year of life. The sketching of 
a conti-acted and elongated prepuce should be per¬ 
formed with great care but not earlier than between 
the second and third year. Surgical treatment of a 
genuine phimosis can be performed as late as the 
third 3 'ear of life unless recurrent balanoposthitis or 
parapliimosis make an early operation necessary. 
Circumcision with extensive resection of tlie inner 
preputial membrane is the operation of choice. 

Dr. H. K. Kundratitz stated that surgical treat¬ 
ment of a phimosis is rarely necessary. In most 
cases stretching the prepuce will correct the con¬ 
dition. He saw no objection to a separation of the 
adhesions during infancy, since failure to do so 
might result in balanitis and retention of smegma. 
Dr. H. W. Lesigang said that the phimosis in nurs¬ 
lings is physiological. Congenital phimosis with a 
retention of urine rarely occurs, but when present it 
should be corrected. As long as the flow of urine is 
free, the condition is harmless. Attempts at stretch¬ 
ing of tile prepuce by the mother as prescribed by 
some practitioners is to be condemned for psycho¬ 
logical reasons and because of sexual irritation. In¬ 
flammations of the prepuce in children from the sec¬ 
ond to the sixth year of life are mostly caused by 
friction of tlie clothes. The friction may cause an in- 
Lammatory swelling, especially of a prepuce that has 
been hypertrophic from birdi. In this stage the re¬ 
traction of the prepuce over the glans is difilcult. 
The usual treatment of such an inflammation will 
restore normal conditions witliin a few days. 

Symposium on Carcinoma of the Uterine Cervix. 

At the meeting of the Society of Physicians in Vien¬ 
na on March 14 Dr. Antoine said tliat better re¬ 
sults in the campaign against carcinoma of die 
uterine cervix are due to earlier diagnosis and new 
therapeutic developments. Three methods for early 
-diagnosis are cytolog y, colposcopy, and colpomicro- 

The item, in these letters ate contnbuted by regular correspondents 
in the various foreign countries. 


scopy. R Klein and H. Kremer said tliat malignant 
epithelial cells are relatively easy to detect in a 
smear. The findings were accurate in 93.7% of tiie 
patients with carcinoma of the uterine cervix and 
nonevasive carcinoma in their series. Dr. V. Gruen- 
berger said that in 1956 and 1957 of 150 patients 
with carcinoma of tlie uterine cervix who were ex¬ 
amined by the' three methods mentioned, 35 
(23.3%) were not suspected of having carcinoma on 
macroscopic examination. If die doubtful cases 
are added to those with positive findings of carci¬ 
noma, all diree mediods showed about the same 
efiicacy. Three of these cases were detected by the 
colpomicroscope alone, and four by cytology alone. 
In only one case did all three mediods fail-an acci¬ 
dental histological detection of subepithelial spread 
of carcinoma in a patient whose cervix was ampu 
tated immediately above the vagina. Of 547 othe 
patients with liistologically detected erosions, false 
positive findings were obtained in 17 to 20% and i 
correct diagnosis was made only by biopsy. 

Dr. Antoine said tliat when the results wen 
doubtful the patient should be kept under clos( 
observation. A positive result requires biopsy tc 
corroborate the diagnosis. Conization or amputa' 
tion of the part of the uterine cervix immediate!) 
above the vagina combined with a curettage proved 
to be the most efiicacious treatment. Dr. A. H, 
Dalmrich stated that treatment of die preinvasive 
carcinoma consisted of high amputation of the cer¬ 
vix or high conization. An extirpation of the utenis 
would have to follow if all the invaded area was 
not removed. The Sclianta-Wertheim operation can 
be applied to patients with invasive carcinoma. If 
operation is still desirable in a patient with ad¬ 
vanced carcinoma which has spread to the bladder 
or rectum, posterior, anterior, or total evisceration 
must be performed. Drs. E. Picha and K. Weghaupt 
said that only carcinomas classified in groups 3 and 
4 should be irradiated. The standard method in¬ 
cludes three insertions which are performed at in¬ 
tervals of two weeks. The first two insertions are 
vaginal whereby about 80 mg. of radium, radio¬ 
cobalt, or radiogold is aflBxed to the front of the 
cervix. The third insertion (also 80 mg.) is inb'a- 
uterine. This standard method must be adapted to 
the individual patient. 

Dr. K. Fochem reported that after a radical oper¬ 
ation he gives a total of 16,000 r of x-rays in ree 
series. The noninvasive carcinoma (stage 0) is no 
irradiated postoperatively. If an especially arge 
area has been invaded, up to 12,000 r should 
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applied to lateral fields and 2,000 to 3,000 r to a 
nilvoperineal field. For recurrent cases the body 
cavih' tube, cross fire irradiation, mosdng irradia¬ 
tion, or grid irradiation may be used. The last- 
mentioned method proved most valuable because 
a maximum dosage was least damaging to the sldn. 
In 17 of 30 women with recurrent carcinoma of the 
uterine cerxlx who were irradiated, the recurrent 
tumor disappeared; in 7 the tumor receded slowly, 
and tlie rest were therapeutic failures. Dr. J. Spumy 
said that the absolute five-year cure rate in 312 pa¬ 
tients admitted and treated in all stages of the dis¬ 
ease amounted to 55.8% \xath 51% of the patients 
in an operable condition. 

Lupus Eiy'thematosus.—At the meeting of the So¬ 
ciety of Physicians in Vienna on March 28, Drs. F. 
Egghard and H. Braunsteiner reported on fix'e pa¬ 
tients with visceral lupus erythematosus. The pro¬ 
dromal phase may last for years; in one patient 
it lasted eight years. This phase is characterized by 
few sjTnptoms in most patients, and joint complaints 
and pleuritis occur most frequently. Joint involve¬ 
ment plays an essential part in the progress of the 
disease. No major joint deformities occurred in the 
above-mentioned patients despite a prolonged 
course. Lupus erythematosus must be differentiated 
, from primary' chronic polyarthritis. The character- 
/ istic cutaneous changes did not occur in four of the 
five patients. The diagnosis was based on the L. E. 
cell test. Four patients became almost completely 
free of complaints as a result of maintenance ther¬ 
apy with prednisolone. One patient died of renal 
and pulmonary complications. 

Treatment of Edema xvith Chlorothiazide.—At the 
same meeting Drs. H. Frischauf and G. Geyer re¬ 
ported on the effect of chlorothiazide, a diuretic re¬ 
lated to acetazolamide. Part of the diuretic effect 
is attributed to suppression of carboanhydrase 
which may he recognized by the increased elimi¬ 
nation of carbon dioxide and the reduction of the 
titratable acidity in short-term experiments. The in¬ 
crease of sodium excretion occruring after the ad¬ 
ministration of the diuretic is, however, accompa¬ 
nied by a distinct increase of chloride excretion in 
contrast to the effect produced by acetazolamide. 
Chlorothiazide remains effective even if given over 
a long period. 

brazil 

Prolapse of Rectum in Ghildhood.—Prolapse of the 
rectum in children may be due to conditions which 
are different from those in adults, such as heavy' 
infestation with intestinal parasites and the position 
taken during defecation, according to Drs. A. 
Amorim and A. F. de Gamargo (Maternidade e 
Infancia, March, 1958). They advocate supporting 


the natural healing tendencies rather than surgical 
interference. If operation becomes necessary' trauma 
must be kept to a minimum. In their series of 63 
patients 61 made complete recoveries, and 2 left 
treatment against medical advice. 


FRANCE 

Mass Production Laboratory.—At the Rothschild 
Foundations Laboratory, Suchet has devised a 
means whereby' all the hematological and serologic 
reactions required can be obtained from a single 
specimen of blood. One of his centrifuges holds 200 
test tubes. He can make 20 different tests xvith only 
1 cc. of blood from the finger. Tests for anemia can 
be made on 200 people in 10 minutes, and one 
laboratory technician can perform 1,400 tests a day.' 

Angina Pectoris.—At a meeting of the French So¬ 
ciety of Cardiology' M. Blondeau and co-workers 
reported on the studies of electrocardiographic" 
changes (apart from effort) in 200 patients xx-ith 
angina pectoris of effort, excluding all spontaneous 
or prolonged attacks and other x'alx'ular or hy'per- 
tensive cardiopathy. The age at xvhich angina pec¬ 
toris started xx'as between 37 and 71 years. Tlie 
elapsed time betxveen the onset of angina and the 
electrocardiographic study xvas 5 day's to 15 years, 
the tracings shoxx'ed (1) major anomalies in 56 
(bundle-branch block in 13, myocardial infarction 
in 15, ischemia in 26, and left ventricular hy'per- 
trophy in 2); (2) minor anomalies in 82 (flattening 
of the T xvave in 23, flattening of the T xvave xx'ith 
dome-shaped ST segment in 9, symmetrical and 
pointed T xvaves in 17, and miscellaneous anomalies 
in 33); and no anomalies in 62. Age and sex did 
not influence the electrocardiographic patterns but 
the duration of the disease xvas an important fac¬ 
tor. The ma.ximal electrical dex'iations xvere seen in 
patients xvith an onset of less than three months. 
Tracings made after exertion in 38 patients modi¬ 
fied the pattern of 13. This xx'as observed more fre¬ 
quently' in those xvith abnormal tracings at rest. 

Palfium.—Although the World Health Organization 
has placed Palfium (2,2-dipheny'I-3-methyl-4-mor- 
pholino-buty'l-py'rrolidine) in tlie group of poison¬ 
ous drugs of the same character as morphine. 
Professor Langeron {Journal science medicaJes de 
Lille, vol. 76, 1958) x-igorously maintains that this 
drug is not habit-forming. He beliex'es that it is a 
potent and a true analgesic, suppressing pain rather 
than masking it. It has no toxic effect on the heart, 
liver, or kidneys. It prox'okes minor secondary' but 
frequent reactions (mostly dizziness), but these 
disappear in time and are rare xx’hen the drug is 
gix'en for sex'ere pain. The dose should be adapted 
to the indmdual patient. The drug should be given 
only' under medical supervision. 
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Cerebral Atrophy in Infantile Chronic EneephaJop- 
athy.-Sarrouy and co-workers {La semaine des 
Jopifnux de Paris 34;845, 1958) studied patients 
with infantile chronic enceplialopatliy using aero- 
encephalography to localize areas of cerebral 
atrophy. False positive diagnoses are often made 
because of inequality in the thickness of the sub¬ 
arachnoidal space, especially at the level of the 
frontal lobe; injection of air into the subdural space; 
and modifications in water metabolism of the cere¬ 
bral parenchyma. With these reservations in mind 
it is possible to observe certain changes in the 
pneumoencephalogram in patients witlr cerebral 
atrophy. In the presence of motor disturbances the 
ventricular dilatation is observed either alone or 
associated with the cortical sulci, in the shape of 
irregularities. This is evidence of a subcortical 
atrophy, most often symmetrical in the case of 
diplegia and paraplegia and nearly always asym- 
meti'ical in the case of hemij^Iegia, In those patients 
in whom the psychic or psychomotor disorders pre¬ 
vail there is often a diffuse dilatation of the sulci of 
the convcxih' indicating a diffuse covtieal atrophy. 
The pnevrmoencephalogram is, however, frequently 
normal. The presence of an obvious cerebellar 
syndrome associated with the course of an en¬ 
cephalopathy is a radiologically detectable cere- 
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Community and Health Insurance.-The medic 
deiegates of the national organizations representing- 
cosignatory countries of the European Economi! 
Tieaty approved the spirit which presided at the 

1958) This treaty looked towards establishing har¬ 
mony between the medicosocial systems and in par- 
ncujar of the various social insurance systems The 
physicians representing Western Germany, Belgium 
France Italy, Luxembourg, and Holland, meet¬ 
ing at Luxembourg in January and Febniar)', said 
tliat tlie reforms and adjustments of the medico- 
social systems should maintain the liberal character 
of the medical profession but should also conform 
to the conditions and to the economic and social 
possibilities of the cosignatory countries. Tlie dele¬ 
gates agreed that (1) die medical profession should 
keep its liberal character; (2) die patient should 
have free choice of his physician; (3) the physician 
should be free to prescribe whatever he believes 
will benefit his patient; (4) professional secrecy 
should not be violated; (5) fees should be based 
on the serwce given and not on die financial status 
of the insurance company; (6) the physicians 
should be represented in all medicosocial organiza¬ 
tions; and (7) medical control should be independ¬ 
ent of die administrative authorities. 


bellar atroplij' in 90%. In patients with severe 
encephalopathy, dieatropbic changes are usually 
diffuse, cortical, and subcortical. 

Carcinoidosis.—In a symposium on carcinoidosis in 
La semaine des hopitaux de Paris (34:647-673 
[March 4] 1958) Geffroy and Jouanneau stated 
that die vascular storm characteristic of this disease 
is probably caused by the discharge of serotonin. 
Beside the cutaneomucosal, abdominal, and res- 
piratorj'^ signs, they observed electroencephalo- 
grapbic manifestations. R. Laumonier and co-work- 
ers stressed the absence of lesions in die right side 
of the heart and die presence of renal changes and 
cerebral edema in patients with diis disease. The 
histochemical findings showed diat silver reduction 
and argentaffin tests are common to die vari¬ 
ous types of carcinoid, whether functional or not, 
whereas yellow fluorescence and the diazo reaction 
express the' functional aptitude of die tumor to 
elaborating serotonin, Schrub and Geffroy said that 
the slow development of intestinal carcinoids is no 
contraindication to the surgical removal of the 
primary tumor and accessible metastases even 
though die metastases were widely disseminated. In 
the presence of carcinoidosis, the use of antagonists 
to serotonin with a view to preventing die parox¬ 
ysmal accidents has failed and may even aggravate 
this disease. Treatment with radioactive colloidal 
gold was followed by dramatic, but transient, re¬ 
mission. 


Medical Psychology and Hospitals.—Mr. G. Berger, 
general director of higher education, at the first 
conference on medical psychology in March at 
Rennes announced die creation of an institution of 
human science (Med. ef hijg. 15:152, 1958). He 
said that because the patient’s morale is an im¬ 
portant factor condibuting towards recovery, medi¬ 
cal students should be taught the essential elements 
of psychology. All the speakers stressed the tliera- 
peutic value of a comprehensive medical inter- 
\4ew, apart from any prescription. Understanding 
die patient s mental reactions and acting on them 
has been practiced since Hippocrates. The increas¬ 
ing use of the exact sciences in modern medicine 
involves the risk of overshadowing the art of medi¬ 
cine, thereby jeopardizing dierapeutic results. 

Professor Lamaclie and Dr. Davost deplored the 
depersonalization of the treatment given in many 
modern hospitals. This is aggravated by the fact 
diat the patient is deprived of his own clothing and 
most of his personal belongings and tliat the visiting 
hours are often inconvenient for his family. It has 
been shown that a child separated from his mother 
has a much longer convalescence dian one kep 
with his parents. Lamaclie and Davost conclndec 
diat visiting of patients in hospital by their fami 
should be encouraged and tlie psychological ant 
social training of medical students and nurses 
should be increased. Psychological examination i 
just as important as roentgenological examma o 
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or blood analysis. The physician should explore the 
structure of the family environment and the pro¬ 
fessional and social life of the patient. 


ICELAND 

Eradication of Echinococcosis.—Dr. N. Durigal 
{Nord. med., March 27, 1958) stated that in 1890 
a law was passed putting a tax of 2 kroner on every 
dog in the countr}'. Dogs were not to be fed on 
the entrails of cattle and sheep, and once a year 
ever)^ dog had to be treated with some vermifuge, 
each count)’ being obliged to provide a building 
in which all its dogs could be collected for this 
purpose on a given day. No dog was allowed in¬ 
side an abattoir, and slaughtering outside an abat¬ 
toir was forbidden. Hitherto, however, rams were 
castrated as lambs and were not slaughtered till 
they were 3 or 4 years old. While at pasture they 
had thus had ample time in which to become in¬ 
fested. This system has now been abandoned in 
favor of slaughtering lambs when they are 4 or 5 
months old so that the parasite does not have a 
chance to come to maturity. This change of policy 
has done more than any other measure to stamp 
out echinococcosis. Other contributory factors in¬ 
clude greatly increased general cleanliness, svith 
improved human habitations to which dogs are 
not admitted. At the close of the last centur)’, about 
25% of the adult population harbored echinococci. 
In 1956 they were found at 6 of the 279 autopsies 
performed, and as these cases presumably repre¬ 
sented infections dating back a long time, Iceland 
uiay now be said to have successfully eradicated 
the disease. 

INDIA 

Barium Enema in Intestinal Amebiasis.—Basu and 
Bhattacharya (Bulletin Calcutta School of Tropical 
Medicine, vol. 5, 1957) studied 84 patients wth 
intestinal amebiasis and diagnosed parasitologically 
by means of a barium enema. Eight of these were 
asymptomatic cyst passers, 31 had vague abdominal 
s)'mptoms, 15 had recurrent diarrhea, and 30 had 
acute or chronic dysentery; 61 showed suggestive 
radiological signs after barium enema examination. 
These included (1) cecal lesions in 27—the cecum 
did not fill or filled incompletely and this was 
associated wth tenderness and restricted mobility; 
(2) irregular contour of the colon—this was the 
most frequent finding, being present in 43; the 
colon had a moth-eaten appearance or was grossly 
irregular with a fuzzy outline while fine spicules of 
the contrast medium projected beyond the colonic 
Outline; the terminal ileum was also irregular in 3 
patients; (3) lack of haustration was seen in 5 and 
irregular haustration in 3; (4) multiple filling de- 
■fects suggestive of amebic granulomas were seen 


in 1; and (5) persistent spasm, influx of the barium 
into the small intestine, and incomplete empt)'ing, 
as seen in the remaining patients. 

These findings were compared wth those ob¬ 
tained in 72 patients with nonspecific cohtis after a 
barium enema. Cecal deformity was uncommon in 
tliese patients. In a few who showed deformity of 
the cecum, a past histor)’ of dysentery was ob¬ 
tained; while in another, subsequent examination of 
stools revealed Endameba histolytica. Irregularity 
of the colon was obsen'ed in both conditions. Die 
spiky appearance was more commonly seen in 
amebiasis but was rarely found in nonspecific co¬ 
litis. Lack of baustrations was more common in 
nonspecific colitis. As the radiologic signs were not 
observed in all patients mth amebiasis, although 
stools examination was positive for E. histol)4ica, 
the colonic damage could not be ascertained radi- 
ologically in all. In patients in whom radiologic 
signs were seen, some assessment of the damage 
could be made. Thus cecal deformities suggested 
chronic lesions. Spik)' appearance was probably 
indicative of ulceration ivith or ivithout superim¬ 
posed localized spasm of the muscularis mucosa. 
Lack of haustration and irregular haustration sug¬ 
gested chronic inflammation of the colon. Post¬ 
evacuation studies of 22 patients in whom empty’ing 
was complete showed evidence of chronic colitis 
such as a disorganized pattern of the mucosa, 
thickened plicas, and lack of haustrations. Barium 
enema examination was repeated after treatment in 
12 patients. In five the abnormalities had disap¬ 
peared while others showed persistent fine irregu¬ 
larities. The cecal deformities, whenever present, 
did not disappear after treatment. 

Mongolism in ChUdren.—Manchanda and Gxderia 
(Indian Journal of Child Health, vol. 7, Februar)’, 
1958) came across 35 children wth mongolism in a 
series of 200 mentally retarded children; 21 were 
below 3 years of age, the youngest being 3 months 
old and the oldest 15 years. Seven mothers gave 
birth to normal children after the birth of the 
mongoloid child; 18 were above 3-5 years of age; 
the average age of the mother at the time of the 
birth of the mongoloid child was about 34 )'ears. 
There was no histor)’ of an attempt to end tlie 
pregnane)’ in any case nor was there any significant 
illness or accident during the antenatal period. No 
instance of mongolism was found in other siblings 
or either parent and none of the 35 children were 
tw’ins. There was no history’ of consanguinity. The 
incidence of some clinical features characteristic of 
this condition, such as flat occiput, squint, and otlier 
ocular anomalies was low in this group as com¬ 
pared wth other reports but obliquity of the eyes 
and h)’potonia were present in all cases. Grading 
of mental retardation revealed imbecility in 50% 
and idioc)’ in 30 to 35%; the rest were morons. 
Congenital ventricular septal defect was suspected 
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in 3 patients; 16 gave a history of repeated respira¬ 
tory infections and needed antibiotics. In one child 
there was evidence of a primary tuberculous com¬ 
plex which was confirmed at autopsy. Histological 
examination of the brain of tliis' child showed 
marked ati*ophy of neurones and increase in cere¬ 
bral glial tissue. Advanced maternal age was die 
only possible causative factor observed. 

Family Planning.-Launched as an oflScial part of 
the First Five-\ear Plan, the family planning pro¬ 
gram is gradually gathering momentum. During 
the Second Plan period, it has been intensified by 
opening a large number of clinics, urban and rural; 
proiiding financial assistance to state governments 
anrl voluntar)' organizations hr family planning 
centers; and extending tlie training program for 
different categories of personnel who will imple¬ 
ment the program. Research into population prob¬ 
lems has also been fostered. Greater efforts are 
being made to educate the public on die methods 
of family planning. About $10,500,000 has been 
allocated to this program in die Second Plan period. 
The fundamental consideration in this connection 
is diat the population of India is growing at die 
rate of about 5 million a year and die various pro¬ 
grams for economic development envisaged in the 
Five-Year Plan would be upset by a continuous in¬ 
crease in die population at diis rate. 

Amodiaquin for Lupus Erythematosus.—P. H, 
Magnin (Current Medical Practice, vol, U, Febru¬ 
ary, 1958) treated lupus erydiematosus with anti- 
malarial drugs. The first to be tiled was quinacrine 
in a series of 23 patients who took 0.3 Gm, by 
moudi daily. Tlie results were favorable in 17 and 
die lesions disappeared completely in 8. Because 
of die side-effects of the dmg it was used only 
topically or by iontophoresis in anodier group of 
patients, but the results were not satisfactory. Com¬ 
bined dierapy using the drug topically and orally 
gave better results. Tlie next drug to be tried was 
chloroquine which was given to 16 patients in a 
daily dose of 0.5 Gm. Tlie lesions disappeared 
completely in 8, partially in 6, and in 2 die re¬ 
sponse was poor. Tlie author dien gave 0.4 Gm. 
of amodiaquin daily to 23 patients. Tlie lesions 
disappeared completely in 16 and improved in 3. 
Tliere was only one relapse. Intolerance was in¬ 
frequent and of little importance. Amodiaquin was 
dius found to be an active therapeutic agent in the 
treatment of this disease and in some its results 
were dramatic. Tlie mechanism of its action is un¬ 
known but is probably due to its antiactinic prop¬ 
erty. Its therapeutic efiiciency is equal or even 
greater than diat of odier antimalarial drugs used 
h the ti-eatment of lupus erythematosus. As re¬ 
lapses are frequent, a prolonged follow-up period is 
necessary. 


J.A.M.A., May 24, ]93S 

Treatment of Chorea with Corticotropin.-S T 
Malhotra (Indian Journal of Child Health vol 7 
March, 1958) treated four patients who had chorei 
with corticotropin. Three had die severe type with 
involuntary movements that were disabling and one 
had a mild case. Corticotropin was given by intra¬ 
muscular injection in two doses, the total daily 
dose being 10 to 20 units for a period of four to 
eight days. They were also given 0.6 Gm. of aspirin 
three times daily and 5 mg. of vitamin K daily b)- 
mouth. Clinical classification and progress were 
based on the clinical features, a dexterity test which 
consisted of unbuttoning a jacket, and a writing 
test. The improvement following the injections of 
corticotropin was dramatic. There was a cessation 
of involuntary movements and improvement in 
the dexterity and writing tests. The patients were 
followed up for periods for 8 to 24 months and the 
improvement had been maintained, but because 
of the possibility of remissions, tlie small number 
of patients treated, and the absence of suitable con¬ 
trols, no definite conclusion could be drawn. 


Industrial Medicine.—At the nintli All India Con¬ 
ference of the Society for the Study of Industrial 
Medicine in Madras in February Dr, U. K, Rao 
said tbat medicine should consider the complex 
problems that link tlie healtli and welfare of the 
workers and tlieir families. He suggested tliat in¬ 
dustrial medicine should form part of the training of 
every physician. Accidents in factories are costly to 
industry both on the production front and oii the 
efiiciency front. Safety-first programs should there¬ 
fore receive a high priority. The balance between 
mechanization and employment must be carefully 
managed in order to avoid creating fear, mistrust, 
and anxiety among die workers. He also suggested 
die establishment of institutes of occupational 
health to provide the requisite training to special¬ 
ists in industrial medicine. Referring to the Employ¬ 
ees’ State Insurance Scheme, he said that from tlie 
point of idevv of the worker, it was distincdy a step 
forward. There have been many obstacles to the 
smooth working of this scheme but they are being 
gradually eliminated. 


Venographic Studies of Chronic Filarihsis.-U. S. 
Arora and co-workers (Btdletin of Calcuiia Schoo 
of Tropical Medicine, vol. 5, October, 1957) made 
venographic studies of the veins in the e-xtremiries 
of 15 patients widi chronic filarial lymphedema. 1 e 
lymphedema was unilateral in all patients so tne 
opposite limb could be used as a control. The 
tion of illness varied from two to five years. ■ 
edema was solid nonpitting or slightly pitting, ij 
microfilariae could be found in any of the altecte 
limbs. In die leg the long and sliort 
were within normal limits in 11 of L pa > 
there being no dilatation stenosis or local ^nf^^mura 
or extramural obstruction. The deep leg veins 
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appeared normal. In the thigh the long saphenous 
and femoral veins showed no abnormahty. The veins 
in the lymphedematous upper e.vtremities were also 
normal. Thus tliere was no indication of any ana¬ 
tomic or functional disturbance in venous systems 
of the affected limbs to account for the edema. 

Hemophilia.—J. B. Chatterjee and co-workers ( Bul¬ 
letin of Calcutta School of Tropical Medicine, vol. 
5, October, 1957) stated that hemophilia is a s}m- 
drome consisting of deficiency of antihemophilic 
globulin (AHG), plasma tliromboplasdn compo¬ 
nent (PTC), and plasma thromboplastin antecedent 
(PTA). AHG and PTC are indispensable for norm¬ 
al coagulation. Deficiency of AHG and PTC ordi¬ 
narily occurs only in males while PTA deficiency 
may occur in both se.\es. The autliors attempted to 
ascertain the specific deficiency factor in 14 pa¬ 
tients with hemophilia. In addition to platelet 
counts and a study of platelet morphology, they 
determined the bleeding and coagulation time, cap¬ 
illary' resistance, clot retraction time, and levels of 
prothrombin plasma labile factor, serum prothrom¬ 
bin conversion accelerator, and fibrinogen. All the 
tests were normal except the coagulation time which 
was prolonged in all but two patients, the serum 
prothrombin actisoty which was high, and the pro¬ 
thrombin consumption which was low in all pa¬ 
tients. Results of die corrective studies showed de¬ 
ficiency of AHG in nine patients, of PTC in three, 
and of PTA in one, a 56-year-old woman who had 
hematuria. One patient had a combined deficiency 
of AHG and PTC. The ratio of the incidence of vari¬ 
ous deficiencies approximated that reported in other 
countries. 

Diaminodiphenyl Sulfone,—Chatterjee and Poddar 
{Bulletin Calcutta School of Tropical Medicine, 
voL 5, October, 1957) studied the uptake of diamino¬ 
diphenyl sulfone by patients svith leprosy' to de¬ 
termine the localization of the drug in the afiFected 
tissues. Biopsy specimens of healthy and affected 
tissues were made after a single oral dose of 4 /ic 
per kilogram of body weight of the sulfone tagged 
with S'” was given to the patients. Autoradiographs 
of healthy and affected tissues showed a greater 
concentration of radioactive drug in the affected 
than in the healtliy tissues. The localization in the 
affected skin was most marked around hair follicles, 
sweat glands, blood vessels, nerves, and areas of 
IjTnphocytic infiltration. The histiocytes, epithelioid 
cells, and foam cells also showed a high concentra¬ 
tion. 

Capillary Permeability in Chronic Filariasis.—Arora 
and Bhaduri {Bulletin of Calcutta School of Tropi¬ 
cal Medicine, vol. 5, October, 1957) stated that the 
protein concentration of the peripheral lymph and 
the accumulated tissue fluid in chronic filarial ly'm- 
phedema of the extremities is much higher than 


normal. To determine whether this is due partly to 
the presence of excessive leakage from the capil¬ 
laries, the authors used the cuff experiment devised 
by McCance and Thrussel on 10 patients with 
lymphedema of forearm and hand on one side. The 
duration of the iUness was beUveen 20 and 50 y’ears. 
An increased filtration rate was seen in all but one 
patient. Thus an increased capillary permeability' 
together with the pathological changes in the lym¬ 
phatics would appear to cause chronic filarial ly'm- 
phedema. 


NEW ZEALAND 

Carbon Monoxide Hemoglobin Estimation.—J. 
Brueckner and F. B. Desmond (Clin. Chim. Acta 
3:173, 1958) described a simple and reliable spec- 
trochemical method for the rapid estimation of car¬ 
bon monoxide hemoglobin (HbCO). The quotient 
value of specific extinction coefiBcients of a hemoglo¬ 
bin pigment in solution measured at two wave¬ 
lengths is a constant and characteristic figure. If 
two pigments are present in the same solution the 
quotient can be used to calculate the proportions 
of each pigment. The authors have further intro¬ 
duced the use of the ratio of extinction values at 
two suitable isobestic points of o.xy'hemoglobin 
(HbOs) and HbCO to indicate the presence of oth¬ 
er pigments or sources of interference which could 
adversely influence or offset the sensitive spectro- 
photometric measurements. In the methods hither¬ 
to described, though they are theoretically sound, 
little endeavor has been made to guard against such 
intereferences. The present method requires only' 
0.1 ml. of blood obtained by finger prick; 2 ml. of 
saponin-ammonium hydroxide diluting solution is 
added to the sample in a centrifuge tube. To obvi¬ 
ate any' possibility' of dissociation of HbCO, mixing 
is done gently. The solution is then centrifuged for 
10 minutes at 3,000 rpm. By strong transmitted light 
the fine clot which forms is easily seen and readily 
removed with a capillary pipette. The now clear 
solution is transferred to a 0.1-cm. cuvette, the ex¬ 
tinctions (E) at 541, 561, 573, 577, and 597 m/x are 
measured and the ratios E54i:E5ci, •E.-,77:E3oi, and 
E37j:E3a7 are calculated. The percentage of HbCO 
can be read directly from a standard graph. 

Experimental Lung Transplantation.-Realizing that 
the biological barrier of tissue resistance will not al¬ 
low successful homotransplantation of lung, except 
possibly in identical tiwas, J. Borne and J. Z. Mont¬ 
gomery' (Proc. Univ. Otago M. School 36:1, 1958) 
reported that it seemed reasonable, however, to 
evolve a technique for completely excising and re¬ 
implanting a lung in tlie same animal and checking 
function by o.xygen uptake studies before and after 
operation. A method for dixiding and resuturing in 
turn the pulmonary' artery, vein, and bronchus was 
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first devised, then complete excision and reimplan¬ 
tation were performed at the one operation. The left 
lung lias been removed and reimplanted in 10 
siieep. Because its upper lobe bronchus arises di¬ 
rectly from the ti-achea, the right lung was not used. 
None of the 10 sheep survived beyond six days, 
early deaths being due to tension pneumothorax in 
one, operative hemorrhage in one, and bronchial 
obstruction in three, and late deatlis being due to a 
slowly dex^eloping tlirombosis within the pulmonary 
artery or veins producing pulmonary infarction. Of 
five animals who had immediate postoperative dif¬ 
ferential bronchospironietry, however, two had ven¬ 
tilatory and oxygen-absorbing function similar to 
their preoperative tracings and one had a latent 
function made obvious when the right lung was 
occluded. These tracings indicate the pattern of 
respiration one may expect when successful lung 
homografting becomes a realit)'. 

Hypnosis of Prisoners.-Dr. H. M. Buchanam re¬ 
ported at the annual conference of Justice Depart¬ 
ment psychologists diat he used hypnosis for 16 
difficult prisoners and that it was a better method 
of helping muddled and hysterical prisoners tlian 
the use of tranquilizihg drugs, altliough the use of 
tranquilizers has not been given up. One subject 
was a young man with hysterical paralysis of the 
leg. Physiotherapy gave no relief, but hypnosis 
helped hini to u'alk witliout crutches and to make a 
conq^lete recovery. Another subject, a 22-year-old 
girl, was aggressive and insolent and required tran¬ 
quilizers in large doses. After hypnosis the dose 
of the drug was reduced and finally cut out. The 
girl was released and entered nurse’s training. 
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SWEDEN 

Urogenital Tuberculosis.-A. Beskow (Nonl. med 
Feb. 20, 1958) sought for urogenital tuberculosis in 
such of the 367 patients admitted to Romaniis Sana¬ 
torium during the period 1950 to 1952 as had dis¬ 
turbances of micturition and albuminuria In the 
tliree years, 1953 to 1955, the searchjor urogenital 
tuberculosis was made routinely in practically ev¬ 
ery case. In die first three years only 79 patients 
were examined for urogenital tuberculosis, wliich 
was found in 5. In the second three-year period 485 
patients were thus examined, and urogenital tuber¬ 
culosis was found in 9. Among this total of 14 pa¬ 
tients there were 2 in whom both the guinea pig 
test and the culture were positive, and 12 in whom 
the guinea pig test was positive and die culture 
negative. There were three others in whom both 
tests were negative in the face of convincing evi¬ 
dence to the conti-ary. In tivo of these chemotherapy 
was responsible for the tests being negative. Com¬ 
paring die merits of the two systems of examina¬ 
tion, the selective and the routine, Beskow -con¬ 
cluded diat the former was reliable enough and 
much more economical. 

Tropical Diseases.—Since March, 1955, facilities 
have been provided at the Jonkoping fever hospital 
for the treatment of patients with tropical diseases 
hitherto scattered throughout Sweden. Dr. 0. Ga- 
binus (Nord. med., March 27, 1958) reported 156 
patients coming from die tropics have been e.v- 
amined for some tropical disease. Of diese 24 were 
admitted to the hospital. Most of the 16 cases of 
malaria were diagnosed widiout microscopic evi¬ 
dence during a parasite-free interval, by means of an 


Bovine Tuberculosis.~At die Annual Conference of 
the New Zealand Veterinary Association, Dr. C, H. 
King reported that bovine tuberculosis was prob¬ 
ably responsible for 40 to 50 new'cases of tuber¬ 
culosis in human beings and five or six deaths each 
year. The disease is a rural problem, and it seldom 
appears in the bovine form in townspeople. A highly 
dangerous practice is the feeding of rural chilc^en 
widi unpasteurized milk, as some people still 
wrongly believe that milk containing the living 
bacillus of bovine tuberculosis confers immunity 
against the disease to the child. The general inci¬ 
dence of bovine tuberculosis in cattle in New Zea¬ 
land is about 11%, but in vast areas it is 2% or less. 
In certain localities it reaches 50%. For any national 
scheme of eradication to be successful, it must ini¬ 
tially operate on a voluntary basis, and restrictive 
controls should therefore be kept to a minimum. It 
is not yet clear how best to protect a tubercle-free 
herd from reinfection. The greatest problem to a 
national scheme of eradication is the shortage of 
trained personnel to undertake all the testing re¬ 
quired. 


enlarged spleen, anemia, and recovery from various 
symptoms under treatment wridi chloroquine and 
primaquine. Infestation widi the tissue nematodes 
was found in 41 patients including 19 with filariasis 
and 20 widr acanthocheilohemiasis. The diagnostic 
complexity' of the task was increased by the possi¬ 
bility of more tiian one nematode infestation in the 
same patient. Such duplication was observed in sev¬ 
en patients, and there was one with a triple infesta¬ 
tion. 

Hitler and Parkinsonism.—Professor K. A. Fkbom 
(Svenska lahsallsk. forhandl, March 28, I9 d 8) 
reported that it was not till 1945 that Hitler was 
said in public to be suffering from paralysis agitanj 
What was, perhaps, the clearest account appeared m 
1951 when Guderian published his reminiscences 
of Hitler from whose presence he was banished or 
14 montiis. At the end of this interval he was struc' 
by the complete change in Hitler s appearance. 
left hand trembled, he stooped, and his expression 
was stony. These changes were P^ogressh^ a 
after die attempt on his life in July, 19 j , 
trembling extended from, his hand to the who c 
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his left side. To mask tliis he used to cover Iris left 
hand with his right. His gait was dragging, his 
movements were slow', and his attendants had to 
slip a chair under him w'hen he was about to sit 
down. 

Pulmonar)’ Tuberculosis of Old Age.—At the chest 
hospital to w'hich he is attached. Dr. T. Bruce 
{Quart. ]. Swedish Nat. Tuherctdosis A.) noted 
that 20 years ago only 5% of the patients w’ere over 
50 years old. At present barely 25% of the recently 
admitted patients are under 35, w'hile more than 
are over 50. Before it can be argued tliat tuber¬ 
culosis has become more frequent than it w’as in 
the elderly, account must be taken of the increased 
expectation of life and the greater proportion of old 
persons in the population. Kallqx'ist has shown that 
in the last 15 years there has been practically no 
change in the frequency of pulmonarx' tuberculosis 
among persons ox'er 50 but tlie declining incidence 
of pulmonarx' tuberculosis among the young, thanks 
to BCG x'accination, should ultimately improx'e the 
outlook for older persons. 

UNITED KINGDOM 

Bronchitis in Britain and Denmark.—In England and 
Wales bronchitis causes 25,000 deaths a year, ac¬ 
counting for 50% of the deaths due to respiratory 
disease and 5% of those due to all causes. These 
figures are much higher than tliose of otlier Euro¬ 
pean countries and the United States. Christensen 
and Wood compared the mortalit)' due to bron¬ 
chitis in England and IVales w'itli that in Denmark 
and inx'estigated some of the possible factors re¬ 
sponsible for the high prex'alence of the disease in 
the former country. The mortality' from bronchitis 
in England and Wales is 15 times that in Denmark. 
The excess mortality' in England and \Vales occurs 
at all ages for both sexes, although male mortality 
is much greater than female. In England and IVales 
the mortality' from bronchitis is much greater in 
the tow'ns than in rural districts, in contrast to the 
situation in Denmark xx'here there is little differ¬ 
ence in the txvo regions. A possible explanation of 
the greater mortahty' from bronchitis in England 
and Wales is its greater urbanization xvith ac¬ 
companying atmospheric pollution. Another factor 
niay be the difference in the national smoking 
habits of the txx'o countries, the cigarette consump¬ 
tion of England and Wales being txx'ice that of Dcn- 
m.ark. 

deduction of the Side-effects of Morphine.—Shaxx’ 
and co-xvorkers {Brit. M. J. 1:675, 1958) used cy'- 
clizine hydrochloride, an antihistaminic and ami- 
phenazole, an analeptic used in the treatment of 
barbiturate poisoning, to control the side-effects of 
morphine. The use of cy'chzine xvas suggested by’ 


Professor Shaxx's earlier xvork indicating that some 
of tlie side-effects of morphine might be due to his¬ 
tamine release. Amiphenazole xx'as used to counter¬ 
act the mental depression caused by morphine. The 
initial tests were made on 46 volunteers, xvho xvere 
given 30 mg. of morphine. The main side-effects 
produced by this dose xvere dizziness, nausea, ataxia, 
mental depression, and tremor, xx'hich occurred in 
all the x'olunteers. In addition vomiting xvas noted 
in 62%, itching in 75%, and difficulty in micturition 
in 75%. All volunteers found it necessary to lie 
doxx’n on account of the side-effects. Forty subjects 
xvere then gix'en 30 mg. of morphine parenterally 
and 50 mg. of cymlizine hy'drochloride by mouth. 
This reduced tlie ineidence of nausea from 100 to 
42% and of x'omiting from 62 to 25'%. There xvas also 
some reduction in the incidence of dizziness, tremor, 
and difficulty' of micturition. Only' 40% of the x'olun- 
teers found it necessary' to lie doxx’n on account 
of side-effects in contrast to 100% gix'en morphine 
alone. Amiphenazole in a dose of 40 mg. reduced 
the incidence of central-nerx'ous-sy'stem depression 
from 100 to 45% and to a sh'ght extent some of the 
other side-effects, although not as much as die cy'cli- 
zine. The tests xvere repeated on 28 students, in 
xx’hom morphine-induced vomiting xvas reduced 
from 57 to 11% by the use of cy'clizine and amiphen¬ 
azole. The authors have gix'en up to 200 mg. of 
morphine for the control of chronic severe pain in 
400 patients, covering the side-effects xx'ith 50 mg. 
of cy'clizine and 40 to 100 mg. amiphenazole. 

The Stiff-Man Syndrome.—The stiff-man sxmdrome, 
described by Ascher and co-xvorkers (Brit. M. J. 
1:265, 1958). consists of a relentlessly' progressix’e 
stiffness of muscles in the limbs and trunk, inter¬ 
spersed xvith painful spasms in the affected groups, 
xx'hich may' be sex'ere. The sx'ndrome does not re¬ 
semble any' knoxx'n disease, altliough the attacks re¬ 
semble and are as severe as the muscle spasms of 
tetanus. No treatment has been found to arrest 
the disease or to relieve the pain. Each attack 
starts suddenly at any time, the calx'es of the legs 
being tlie parts mainly affected, although otlier 
muscle groups, such as those in the tliighs, buttocks, 
back, chest, hands, and arms may be affected. 
There is often associated retention of urine. The 
muscles become rigid xx’itli the consistency' of iron 
and shoxx- a coarse fibrillation. The attacks, xx'hich 
are described as agonizing, may’ last a fexv hours or 
sex’eral day's. Apart from tlie spasms tlie general 
health mx' be good. Examination of txx’o subjects 
xvith the syndrome revealed no abnormality except 
inability to elicit some reflexes oxx-ing to the muscle 
stiffness. The muscles appear normal in sleep and 
under anesthesia. Treatment xx'ith mephenesin, qui¬ 
nine, and chlorpromazine prox'ed useless, and large 
doses of meperidine and morphine did not reliex-e 
the pain completely. Electromyography shoxved a 
normal pattern of discharge, and muscle biopsy re- 
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vealed notliing abnomai. The only abnormality 
tound was a disturbance in phosphorus metabolism. 
A glucose tolerance test was followed by a rise in¬ 
stead of the e.vpected fall in the serum inorganic 
phosphate level. 

Alternative to Tranquilizers.-There is reason to be¬ 
lieve that tranquilizers are being used too often and 
indiscriminately. Rathod described the treatment 
of two wards of chronic refractory mental patients, 
by tranquility achieved by drugs and by improve¬ 
ment of the patients’ environment. The two wards 
contained chronically disturbed psychotic women, 
mainly schizophrenic, ranging in age from 20 to 80 
years. About 90% of them had.been hospitalized 
for their mental condition for three or more 3 'ears, 
during which time chlorpromazine or mepazine had 
been given. Without the knowledge of the patients 
or nurses the drugs \vere replaced b)' placebo tab¬ 
lets of indcntical appearance, and at the same time 
intensive and varied occupational acti\'ities were 
introduced, such as teasing wool, needlework, knit¬ 
ting, games, physical training, musical evenings, 
and the formation of occupational therapy groups. 
Patients were also encouraged to take part in other 
recreational activities and to work in the depart¬ 
ments of the hospital. Better and clo.ser staff-patient 
rclationsliips were fostered so as to create a friend¬ 
ly atmosphere. Data were collected from the nurses’ 
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tuberculin-positive children, and teachers. Secom) 
t lere were mass surveys of factory emoloyees older 
schoolchildren, and the general public, where the 
pm-pose was to radiograph large numbers of pemns 
as expeditiously as possible to filter off those with 
syniptomless active tuberculosis. 

In addition to case finding, protective surveys 
were also made, the intention being to protect ei¬ 
ther a group or the individual rather than to find a 
higli incidence of tuberculosis. These surveys iii- 
cluded such groups as young recruits to armed 
forces, antenatal patients, students, and persons 
working witli children. Adobile units were used for 
much of this work. The combination of group and 
mass radiography jricked up 1,220 active cases in 
one year, tJie largest number of cases in any region. 
Half the active cases were infectious. The early 
minimal lesion of routine mass radiography is re¬ 
placed in group radiography by a more extensive 
and sometimes cavitating condition. One more 
source of infection in the community is tlius found 
and removed. The search for contacts lias not the 
same urgency as the discov^ery of the minima] le¬ 
sion. McDowell recommended that a mass radiog¬ 
raphy unit should consist of a static 100-mm, unit 
for group radiography and a lightweight mobile 
unit for mass surveys of selected high-prevalence 
groups. The static unit should be in the main lios- 
pital for the industrial area, where it can be used 


reports, and the behavior of the patients under the 
tranquilizing regimen and occupational activity 
was compared. The results showed that changing 
the patients' environment and giving them occupa¬ 
tional interests produced results fust as good as those 
initially obtained with tranquilizers. The initial im¬ 
provement resulting from the giving of chlovpro- 
mazine and mepazine was not maintained. Im¬ 
provement occurred while placebos were being 
given, suggesting that they have some therapeutic 
value. Their witlidrawal led to deterioration. Rath- 
od concluded that giving the mental patient some 
interest in life produces results just as good as those 
obtained by the administration of tranquilizers. The 
use of the latter exposes the patients to possible 
toxic effects and the hospital to unnecessary ex¬ 
pense. 


Mass Radiography.-Mass radiography of the gen¬ 
eral public for tbe discovery of new cases of tuber¬ 
culosis has been criticized on economic grounds. 
McDowell {Lancet 1:632, 1958) showed that if 
used selectively it is of great value in pkkiiig up 
new cases. He agreed that random examination of 
all and sundry ."fas wasteful. In the Birminghain 
region mass-radiigraphy case-finding activities fell 
into two main categories. First, and most reward¬ 
ing were group-radiography sessions for the ex¬ 
amination of groups likely to show a high preva¬ 
lence such as patients referred by general practi- 
tSs on susjicion, contacts with active cases, 


according to local demand. At other b’mes it could 
be used for routine radiography of outpatients and 
for follow-up e.xaminations. In 1956, 30% of all the 
reports of cases of respiratory tuberculosis in the 
Birmingham region came from the mass radiog¬ 
raphy service. 

Infective Polymeuritis.—A. M. G. Camphell {frot. 
Roy. Soc. Med. 51:157, 1958) believes that die 
virus of feline enteritis may be the causative organ¬ 
ism of infective polyneuritis. He treated six patients 
in whom the onset of the disease was directly related 
to an illness of the patient’s cat, and he has heard 
of five other such cases. Typical of these cases 'ws 
that ill wliich a woman developed infective poo' 
neuritis about a month after her kitten had wha 
was probably feline enteritis. She lierself attribute 
the illness to contact with the kitten, which sic 
had nursed throughout its illness. A farm 
who developed infective polyneuritis sent his cat o 
a woman 40 miles away to he cared for ^ 
was ill. A month later the cat sickened and ciicc o 
feline enteritis and the woman aged V 

mittecl to liospital with infective polyneuritis, r 

which she died 10 days later. There ” 

strong circumstantial evidence that this 
is at least occasionally Jinked with an illness o * 
Feline enteritis is a viral disease which is ng . 
infectious among cats, chiefly affecting Z . 
and kittens. Probably 70% of all cats aie m ec 
some time. Complement fi.vatjon reactions 
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been carried out on the serum of patients witli in¬ 
fective polrTieuriris, using as antigen spleen and 
luno tissue from cats infected witli feline enteritis 
rin«. Tlie results suggest tliat there is a distinct 
difference between the patients’ blood and the 
blood of controls. 

K Distinguished Octogenarian.—To commemorate- 
the SOth birthday of Sir Gordon Gordon-Taylor, on 
March 18, tire British Journal of Surgery issued a 
special Gordon-Taylor birthday number. Sir Gor¬ 
don continues to take an active interest in his pro¬ 
fession. Among odier honors he holds an honorary’ 
fellowship in tire American, Australian, and Ga- 
nadian Colleges of Surgery', and his honorary' de¬ 
grees include the LL.D of Toronto and Melbourne 
and the M.D. of Athens. 

Pulmonary Moniliasis.—McKendrick and Medlock 
{Lancet 1:621, 195S) treated a 9-y'ear-old girl, who 
had pulmonary' moniliasis complicating a case of 
fulminating influenzal pneumonia and whose 
chances of recovery' appeared remote, with sulfadia¬ 
zine and hydrocortisone. Two days after admission 
to hospital a heaw growth of Candida albicans was 
obtained from her sputum; 500,000 units of nystatin 
were given every' six hours by moutli for eight day's, 
and 500,000 units were introduced every' four hours 
by nebulizer into her oxy'gen tent for four day's. 
The aerosol was made by mixing 500,000 units of 
nystatin with 15 ml. of distilled water and atomiz¬ 
ing this at a flow rate of 6 liters a minute, which 
exhausted the solution in about an hour. The child 
ultimately recos'ered. The authors were much im¬ 
pressed by die speed with which C. albicans dis- 
ippeared from the sputum under treatment with 
lystatin, and they' believe that the inhalations were 
he decisive factor in this. The child later returned 
vith evidence of bronchiectasis at the base of her 
eft lung, and Candida organisms were again recov- 
ired from her sputum. Her general condition, how¬ 
ever, was excellent, and the view was expressed 
hat die fact that Candida organisms were not 
ompletely eliminated in the acute stage does not 
her the fact that die ny'statin given by aerosol 
)layed an important part in her survival. 

National Library of Medicine.—The medical sec- 
lon of the Library Association sent a memorandum 
° the Minister answerable to Parliament for the 
department of Scientific and Industrial Research, 
'hicli is planning a national lending library’ of 
cience and technology. The association is gravely' 
oncemed because it is not intended to include 
ledicine in the coverage of the new library. The 
memorandum referred to the service rendered by 
ii- Library of Medicine at Washington, 

-hich is'not only' national but international, set- 
an example that has been the admiration of 
ritish medical librarians. The Royal Society' of 


Medicine and the British Medical Association both 
have excellent libraries but lend books only to then- 
members. Their stocks are insufficient in. any case 
for interlibrary lending. The memorandum pointed 
out tliat it is not only the medically qualified that 
need a national medical library' but also, and often 
to an even greater extent, those research workers 
with scientific qualifications working in allied fields. 
Access to medical literature is difficult for tliem. 
Medical institutions and research organizations 
cannot hope to cover all tlie books and journals 
necessary' for research workers. If they’ are isolated 
from cities tliey' cannot have extensive access to 
medical literature. Moreover the advances in medi¬ 
cine are recorded not only' in journals but also in 
sy'mposiums, research conference proceedings, and 
transcripts of tape recordings and by other means. 
These records cannot be provided by the indix'idual 
working library', nor would it be economical for 
it to attempt to do so. Although each unit should 
have a working library’ there must be a central 
source of medical information. The needs of both 
medical and scientific workers might be met by' 
providing a national library of medicine. This 
would be a supplement to, not a substitute for, 
local resources and would be best based on the 
e.xisting collections of the Roy’al Society of Medi¬ 
cine. The new medical library could cooperate 
witli the proposed National Lending Library of 
Science and make its services available on the same 
lines. If such a plan is not possible, the proposed 
National Lending Library of Science and Tech¬ 
nology should consider covering in its science sec¬ 
tion the whole field of medicine in its broader 
aspects. 

Suicide After Watching Television.—At an inquest 
at Havant, on a woman of 38 found with her head 
in a gas oven, her husband said that a television 
series entitled “Your Life in Their Hands” had 
profoundly affected her. Details of operations were 
shown and discussions held on cancer and its treat¬ 
ment. The woman’s husband said that she feared 
she had cancer. At autopsy no evidence of cancer 
or of any other disease was found. The woman 
had prewously worried about her eyes and had 
threatened suicide. The coroner returned a verdict 
of death from poisoning by carbon ifiono.xide, 
which was self-administered while the woman’s 
mental balance was disturbed. This was the second 
case of suicide attributed to mentally unstable 
persons viewing the B. B. C. telecast entitled “Your 
Life in Their Hands.” 

Physicians Build Hospital.—The New Victoria Hos¬ 
pital, New Malden, Surrey’, is the first voluntary 
hospital to be built since before M^orld IVar if. 

It is also the first hospital independent of the state 
medical ser\'ice to be opened since all the hospitals 
were nationalized 10 years ago. It would require a 
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fresh act of Parliament to .nationalize the new hos¬ 
pital. It cost $85,000, has 20 beds, and is managed 
by the local general practitioners. 

Increased Pay for Service Physicians.—Increased 
rates of pay and marriage allowances are an¬ 
nounced for doctors in the armed forces. This in¬ 
crease is timely as the rates of pay have always 
'•igged behind those of physicians in ci\d} practice 
and in the hospitals aided by the state. Even now 
a medical officer noth the rank of lieutenant gen¬ 
eral earns about $3,500 a year less than a top 
hospital specialist. The new rates of pay apply only 
to regulars u'ho Inn^e contracted to remain in the 
serWee for several years and who are based in the 
United Kingdom. The new annual rate of pay for 
an entrant, with the rank of acting surgeon-lieu¬ 
tenant (navy), lieutenant (army), or flying officer 
(air force) is $1,850, which is increased on mar¬ 
riage to $3,000. The pay of a surgeon commander, 
lieutenant-colonel, or wing commander, becomes 
$4,665, increased on marriage to $6,100. The high¬ 
est pay is that of a surgeon vice-admiral, lieutenant- 
general, or air marshal, who receives $10,525, with 
a marriage allowance of $1,870. In addition all 
officers receive rations in kind or an allowance in 
lieu, amounting to $200 to $610. Education allow¬ 
ances have also been increased. 

Blood Tests not Enforceable.—In a paternity case 
in Edinburgh an attempt was made to persuade 
the court to order a mother to submit herself and 
her daughter to a blood test. The case was one in 
w'liich a corporal was seeking a divorce on the 
grounds of his wife’s adulter)'. The court refused 
to make the order and dismissed the husband’s 
appeal for lack of evidence. It was argued that 
the court, if it enforced the order, would be re¬ 
sponsible for the compulsory infliction of a surgical 
operation, albeit a minor one, and this would be 
in law an assault on the person. The position with 
respect to the daughter was that as an infant she 
could not consent to an operation. As she was not 
even a party to the suit, it was impossible to com¬ 
pel her to submit to an operation to provide evi¬ 
dence. Without-a test on the child, any test on the 
mother would be valueless. 

Postoperative Metabolic Changes,-It is generally 
taught that after operations there are certain in¬ 
evitable metabolic changes, such as negative nitro¬ 
gen, potassium, and sodium balances. Abbot and 
co-workers {Lancet 1:704, 1958) presented evi¬ 
dence that operative trauma and anesthesia per se 
are only minor factors in determining the pattern 
of metabolic response to injury. They stated that 
the major factors are the dietary regimens, the 
complications, the previous nutritional state, and 
the sex of the patient. They believe that the im¬ 
pression gained by othe\ workers that the post¬ 
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operative metabolic disturbances are inevitable 
was due to the effects of an insufficient sunnlv nf 
calories, Pitrogen, and electrolytes. By administer¬ 
ing intravenously a solution containing 5% protein 
hydrolysate in 10% fructose solution and sufficient 
sodium and potassium salts to provide 75 to 125 
mEq each of sodium and. potassium, the authors 
•tound that postoperatively patients need not lose 
excessive amounts of nitrogen, sodium, and potas¬ 
sium or lose weight. If there is extensive blood loss 
and if necrotic tissue or serious infection are pres¬ 
ent, large losses of these components occur. Al¬ 
though infection, hemorrhage, and tissue damage 
greatly increase caloric needs and accelerate meta¬ 
bolic processes, tliese effects can be minimized by 
an adequate intake of calories, protein, and elec¬ 
trolytes. At the same time, infection must be con¬ 
trolled, necrotic tissue removed, and blood loss 
corrected, if the patient’s weight and the nitrogen 
and electrolyte balances are to be maintained. 

Cost of Unnecessary Absenteeism_Dr. H, W. 

Ashworth, a general practitioner in Manchester, 
investigated the extent- of unnecessary absence 
from work by patients in his practice, a tot«l of 
3,300. Over a period of a year, during which the 
average number of items of service per year given 
to each patient was 4, he estimated that there 
were 10 for malingerers. These were refused cer¬ 
tificates exempting them from their work and en¬ 
titling them to sick pay. Sickness certificates were, 
however, issued to 44 women and 54 men, who 
extended their absenteeism beyond the time con¬ 
sidered necessary on medical grounds. The women 
made 53 unjust claims and lost 634 days’ work 
unnecessarily, for which they drew sick benefit. 
The men made 61 unjust claims and lost 640 days 
work. Most of the women were married. In the 
same period 114 women and 209 men claimed sick 
benefit honestly. They lost 3,143 and 6,561 days 
work respectively. There were also a group of 
15 women and 17 men belonging to the chronic 
sick, accounting for 4,368 and 5,544 days respec¬ 
tively away from work. Dr. Ashworth estimated 
that 20% of those who claimed sickmess benent 
made a claim tliat was unnecessary or unduly FO- 
longed. Of 21,754 days lost through sickness, 
were lost unnecessarily. Social and domestic con¬ 
ditions sometimes provided extenuating circum¬ 
stances, although the medical grounds were in¬ 
sufficient. This accounted for the absenteeism o 
14 women and 11 men. It is calculated ' 
tire money paid out in sick benefit is unjustly draum 
In this group o£ 3,300 patieirts there is a hard core 
of 15 women and 17 men who unjustly draw ab ^ 
$10,415 a year in sick pay between them. » 
out the »untty a total of 2,352 bffl.on J 
would be paid out annuall)/ in smk benefit 
basis of these figures of which 70 million d 

would be claimed unjustly. 
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estrogens to inhibit growth 

To {he Editor:—In view of tlie possible encourage¬ 
ment to practitioners to administer estrogens to tall 
peripubescent girls' there are some pertinent points 
in the interesting article of Dr. S. Charles Freed in 
The Journal, March 15, 1958, page 1322, wherein 
he describes the results of such therapj’ on two 
patients. 

First, Dr. Freed does not state (a) the possible 
measurement errors of incremental growili in height. 
In measuring increments in sLv-month periods 
where one is dealing with such gains as 4.0 cm. to 
0.32 cm., for instance, measurement error can be a 
ver\’ \ital factor. He does not state (b) how he pre¬ 
dicted the amount the patient would grow in height 
before maturiU'. Bayley and Pinneau (/. Pediat. 
40:423-441 [April] 1952) have shown the potential 
errors in such prediction before the age of 12 years 
and ha\'e suggested tliat supplementary tables are 
needed for children advanced or retarded in devel¬ 
opment. Accurac}' of skeletal age assessment is 
clearly vital. Dr. Freed does not state (c) how’ he 
assessed the “normality' of bone age.” It is assumed 
that this means a bone age of the chronological age 
of the child and that tlie Greulich & Pyle atlas w’as 
used. Unfortunately' in the peripubertal period, 
especially in the female where tire total puberty' 
period is so concentrated, this method of assessing 
skeletal maturity status when a fine measure is 
needed is sometimes not truly' adequate for this 
purpose. He does not state (cl) in what stages of 
puberty' w-ere bodi the patients and tlirough w'hat 
phases of this period drey' passed during obser\'a- 
tion. Most workers agree tliat there are five arbi¬ 
trary’ stages, and these are of great help in assess¬ 
ing tire progress in such cases {Rey'nolds and MTnes, 
Am. 7. Dis. Child. 75:329-350 [March]; Tanner, 
Growth at Adolescence, Springfield, Ill., Charles C 
Tliomas, 19.55). 

Second, the crarx is, at w'hat stage of the puberty’ 
stature spurt w’ere the patients w’hen tlrerapy' w'as 
started? It is a w'ell-established and accepted fact 
that menarche occurs almost invariably’ after tire 
apex of the height spurt has passed (Tanner, 1955). 
' table constructed from Doctor Freeds data, 
standardizing incremental periods at six months, 
and interpolating from his stated velocity' data at 
the beginning of therapy' show's certain patterns. 


On the evidence given, either of these patients 
could, in fact, have passed the time of tire apex of 
tlreir height spurt, and the data could just as w’ell 
indicate two girls w'ho w'ere somewhat constitu¬ 
tionally tall, W'ho had reached their maximum 
heiglrt gain early and w'ere on the descent, and w’ho 
phy'sically matured at an earlier tlran average age. 

Third, it is interesting that the incremental 
curx'es in both cases are bizarre and show' a sharp 
decline after the initial assessment of velocity' (and 
this certainly coincided with the' start of therapy), 
but then in the second six months the curves rise 
again (still during therapy') before falling ofi to 
zero. Tliis may’ be explained by' errors of measure¬ 
ment or by’ an initial effect of the therapy’ to di¬ 
minish height gain and then by’ a lessening of tlie 
effect. Doctor Freed has also postulated tliat (fl) 
chondroplasia (as measured by height gain) is 

Data on Dr. Freed's Two Patients 
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inhibited by estrogens and (b) osteogenesis (as 
measured by' “bone age” assessment) is greatly 
accelerated. 

Before this can truly' be evaluated it w'ill be nec¬ 
essary’ (Q) to match a reasonable number of treated 
and untreated tall prepubescent girls; (b) to assess 
skeletal maturity’ status by' as fine a measure as pos¬ 
sible (Tanner, Proc. Centre hit. de TEnfance Conf. 
on Growth Studies, Brussels, 1958) and, in any case, 
concomitantly w’idi regular height measurements; 
and (c) to record, also concomitantly, tlie stages of 
puberty through which the patients are passing. 
On the exidence so far it might be wise to carry the 
study’ of the place of estrogen tlierapy in such cases 
a little furtlier before recommending it to physi¬ 
cians. 

Fila-vk Falk-ver, M.D. 

• University of Louisn'lle 

Louisn'llc 2, Kentucky. 
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MEDICOLEGAL ABSTRACTS 

Malpractice: Translumbar Aortography; Res Ipsa 
Loquitur.-This was an action for damages resulting 
from the alleged negligent performance of a trans- 
liimbar aortogram. From a verdict and judgment 
in favor of tlm plaintiff, the defendants appealed to 
the dish'icl court of appeal, first district, division 1, 
Califoniia. 

The plaintiff was 55 )'ears of age witli a history of 
eye condition indicating premature aging. He was 
referred to Dr. Gerbode, one of the defendants, by 
his family physician. His chief complaint, when Dr. 
Gerbode examined him, was cramping pains in his 
legs, mostly in the calves, causing intermittent limp¬ 
ing. This condition had started gradually, becoming 
increasingly more severe. He complained of pain m 
his hips and lou-er back on exercise. He also had 
abdominal pain on the right side. No pulses below 
the femoral pulse on each side were palpable. Theie 
was a weak femoral pulse on the left and none on 
the right. The legs blanched when they were raised. 
Tliis is a characteristic of advanced artenomsuffi- 
cienev. Dr. Gerbode diagnosed a probable occlu¬ 
sion of the abdominal aorta, which had unpaired 
tile blood supply to the legs and other areas, and 
an advanced arteriosclerosis. He advised die plain¬ 
tiff that he had evidence of serious circulator) 

disturbance, that the examination indicated t wt 

nlaintiff might have a block in his abdominal aoita, 
Lid that there was something else wrong a^s^ox^ 
bv the pain in his right side and back Di. Geibode 
told the plaintiff of the seriousness of his condition 
and urged that the plaintiff enter the hospital for a 
S"evaluationL his condition; that one o the 

h gs die doctor wished to have done was a study 
o X plaintiffs .norta. which would entad an 
anesthetic and an injection of some 
the aorta to localize the block, also ' 
sastrointestinal tract would be taken. Dr er 
Sd that if the clinical 

“irplaltf en'tered the hospital, and Dr. Get- 

who are to did flris with Dr. Ellis 

tvs of dre staff. Dr. Ellis was to per- 


form the aortography. He had had five years’ prac¬ 
tice in surgery and was in charge of all special 
diagnostic procedures at the hospital, such as aor¬ 
tographies, that had to do with the injection of 
radio-opaque or contrast material in various arteries 
and blood vessels of the body. 

Dr. Ellis called on the plaintiff in liis hospital 
room and informed him that he was to do the 
aortography. He explained that he would inject 
some material into the aorta and take films at tliat 
time to see if they could ascertain the precise con¬ 
dition of plaintiff’s circulatory system. On the after¬ 
noon of Jan. 8, Dr. Ellis went to the x-ray room, 
where the plaintiff was lying on a table. Present 
were tire anestlresiologist, the radiologist, and 
several technicians. Dr. Gerbode was diere at tire 
beginning of the procedure but gave no instructions 
and did not paidicipate in any way. The plaintiff 
was already anesthetized and asleep. Dr. Ellis was 
inserting tire needle into the plaintiff’s aorta when 
Dr. Gerbode came in the room. As the patient was 
apparently in good condition, Dr. Gerbode left and 
did not see the patient again until the next nronring. 

An aortography is a procedure requiring an anes¬ 
thesiologist, a radiologist, and a surgeon. The func¬ 
tion of the surgeon is to insert the needle necessary 
for the injection of material into the aorta and to 
discuss with the radiology department the materials 
used and the timing. A hollow No^ 16 or No. 1 
needle is used. The hollow is closed with a m«a! 
rod or stylette. It is approximately .03 in. m diam 
ter and 6 in. long. The patient is ” 

abdomen, face down on tlie table. ‘'"^ 8 
general anesthetic. A sensitivity W 
determine if the patient is X 

opaque material to be used. The needle is msertc 
to the left of the spinal column airpieximatel) 

4 if to le left ofX midline of the back uate- 
neaVVe 12th rib. The needle is inser » 

upward direction toward the froiit L| 

■rs to enter the aorta which lies in front o P ' 
Slln The materia, used in “ ^ 
solution of sodium acetrizoate 
One cubic centimeter of it was i j j to be 
f„ he plaindffs arm. and he ifk 

sensitive to it. Afte.- the “ aiTod « re- 

penetrate the wall of tie ^ from tlie 

Loved from the needle A syri^e is tl>en 

aorta through die hollow n • 
attached to the needle. In this a rapid rate, 

aceb-izoate were then '"^^f ^Lfild that there was no 
The defendant’s witnesses 

difficulty in inserting die need ® J . jjon 
and that it was only 

took only a few seconds, and already m 

were immediately by j 01,5 

position. While die films were stii 


S- 
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and the radiologist examined them. They showed 
that tlie descending aorta in tlie abdomen just be¬ 
low tlie \-essels leading to die kidneys was blocked, 
and it seemed desirable to take additional x-rays 
in order to determine the extent or lengdi of the 
block. During this time the plaintiff was kept under 
anesthesia and the needle remained in place, it 
being the custom so to do while die doctors are 
determining whether additional x-rays are neces- 
sar\’. Tliis obviates die necessity' of again inserting 
the needle. The doctors hoped diat by changing 
tlie timing of die pictures in relation to the time 
of making the second injection diey might be better 
able to delineate die vascular tree. Twenty cubic 
centimeters of sodium acetrizoate were dien in¬ 
jected, Midiout changing the position of the needle, 
and additional x-rays were taken, particularly of 
the body further doim than in the first pictures. 
The entire procedure seemed to proceed in a normal 
manner, and die patient seemed diat evening to 
have recovered from the anesthesia. Tlie next 
morning when the plaintiff awoke his lower e.v- 
tremities were paralyzed. 

The trial court had instructed the jur}' that the 
doctrine of res ipsa loquitur applied in this case, 
and the defendant’s principal contention on appeal 
was diat such instruction was error. Tlie applica¬ 
tion of the doctrine in malpractice cases, said die 
court of appeal, is a development of comparatively 
recent years. Before diat time, the facts that medi¬ 
cine is not an e.xact science, that the human body 
is not susceptible to precise understanding, that the 
care required of a medical man is die degree of 
learning and skill common in his profession or lo- 
cah'ty, and that even wnth the greatest of care 
untoward results do occur in surgical and medical 
procedures, were considered paramount in determ¬ 
ining whether the medical man in a given circum¬ 
stance had been negligent. But gradually the courts 
awoke to the so-called “conspiracy of silence.” No 
matter how lacking in skill or how negligent the 
medical man might be, it was almost impossible to 
get otlier medical men to testify adversely to him in 
litigation based on his alleged negligence. Tliis 
lact, plus the fact that usually die patient is by 
reason of anesthesia or lack of medical knowledge 
in no position to know what occurred diat resulted 
in harm to him, forced the courts to attempt to 
equab'ze the situation by, in some cases, placing the 
burden on the doctor of e.xplaining what occurred 
m order to overcome an inference of negligence. 

Tile great difficulty in die application of the doc¬ 
trine, continued the court, is in determining where 
to draw the line. To apply it in all cases where an 
unexpected result occurs would hamstring the de- 
'olopment of medical science. No medical man 
"’ould dare to US0 ROW pllv in 


surger\% because if injurx' resulted he would be 
prima facie guilty of negligence. Medical science 
has dex'eloped in leaps and strides in the past few 
years. Procedures that 40 years or even 10 years 
ago would have been considered impracticable and 
fatal are now being successfully used; for example, 
surgerj’ upon the heart. Even the procedure used 
in diis case, translumbar aortography where the 
aorta is punctured and a foreign substance injected 
in order to determine the location of a suspected 
block, is one which but a few years ago would not 
have been attempted but one which is of great 
value in determining whether corrective surgerj' is 
needed and adxdsable. Thus a great responsibility 
rests upon tlie courts to determine the point at 
which the doctrine will apply in order to be fair 
to a patient who has received a result which ac¬ 
cording to common knowledge of either la>’men 
or -of medical men ordinarily would not occur 
wntliout negligence and to be fair to medical men 
if there is a result which could occur without negli¬ 
gence and which should not impose upon them the 
presumption of negligence. 

There can be httle question, tlie court concluded, 
but tliat aortography and its results, because it is 
a relatively new diagnostic procedure, is not a mat¬ 
ter of common knowledge among lajmen. Very 
few lajmen have ever heard of it. So far as laymen 
are concerned, it cannot be said that it is a matter 
of common knowledge tliat injur>' results only 
where tliere has been negligence in its use. Par¬ 
ticularly is this so where it is performed upon a 
person xxdth tlie advanced degree of arteriosclerosis 
possessed by plaintiff. It is a matter outside the 
realm of the laxman’s e.xperience, and hence com¬ 
mon knowledge as a basis for the application of the 
doctrine does not e.xist. 

Was there any professional exddence calling for 
the application of tlie doctrine? There was no med¬ 
ical testimony upon xx’hich res ipsa loquitur could 
be based unless it was the testimony of tlie plain¬ 
tiff’s e.xpert that tlie needle may have been inserted 
in tlie xxTong place. There was-no testimony that 
in aortography, xx-itliout negligence, a needle could 
be inserted in a spinal artery. In fact, the testimonx" 
xx’as just to the contrarx', tliat tliere should be no 
great difficulty in inserting tlie needle in the aorta. 
There xvas, said the court, a conflict in the testi¬ 
mony, the defendant’s e.xperts testtlxang in effect 
that the sodium acetrizoate could have affected the 
spinal cord ex'en if properly injected in tlie aorta 
and tliat such a situation might hax’e occurred here; 
tlie plaintiff’s e.xpert tesaEang in effect that the 
x-rays shoxved the needle to have been inserted in 
the xxTong place. The jurx' xvere not told tliat the 
doctrine could applv onlv in the event thev fnimrl 
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that the needle liad been inserted in tlie wrong 
place. On the contrary, the court instructed tlie 
jwy that as a matter of law, fiom the “happening 
of ail the e\'ents im'olved in this case, however, as 
estaljlished by tlie evidence” the inference of negli¬ 
gence ai ose. The jury were given no opportunity to 
deteunine the facts upon which the doctrine would 
or would not arise. This was prejudicial error. 

The defendants also contended that the.trial 
coiut had erred in holding the defendant Gerbode 
personally liable for any negligence there might 
Inu’e been in the peifonnance of the aortography, 
hour doctors testified that it was not customary for 
the'attending pliysician to perform, or to be present 
at the perlormance of, an aortography, and that it 
is customary to ha\'e such a procedure-performed 
b)' tlie hospital personnel who are accustomed to 
working together in the performance of this and 
other complicated diagnostic procedure.s and per¬ 
form them regularh'. While Dr. Gerbode ordered 
the aortogram, and would Ire responsible for any 
negligence in prescribing such procedure, be cannot 
be held liable for the negligence of the team in the 
actual performance of it, as be neither participated 
in, nor had tiie right to direct it. When a patient is 
placed in a hospital his attending physician orders 
man}' procedures to be undertaken by tire hospital 
staff or emtrlo.vees. Tlie attending physician cannot 
be lield liable for acts over wliich be bad and 
could have no control. To hold that the attending 
surgeon who does not participate nor ha\'e the right 
to participate in the procedure is lialrle for the acts 
of a competent team supplied by the hospital would 
be against the best interests of patients generall}'. 
Tire patient, b)' the use of such team, gets the bene¬ 
fit of medical people who ha\'e become'e.vperts in 
the particular procedure. Other arguments attempt¬ 
ing to hold the defendant Gerbode personally 
respdnsible were also overruled. 

Another contention raised on appeal involved the 
legal effect of a manufacturer’s brochure. The trial 
court gave an instruction to the effect tliat if a 
surgeon seeks fields of experimentation in treating 
his patients he is accountable for any damages 
proximately caused by any unskillful treatment of 
the patient. A further instruction was given to the 
effect that if sodium acetrizoate was injected in 
greater amount than that recommended by the 
manufacturer’s brochure and if the jury found tliat 
such injection constituted experimentation, then all 
participating would be guilty of negligence unless 
the patient was first warned of the experimentation 
and consented to it. The first question to be con¬ 
sidered, said the court, is the admissibility of die 
brochure. It was published by the manufacturer of 
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the sodium acetrizoate. It stated that for transkun. 
bar aortography in an adult, “10 to 15 cc. of 705 

rokon is adequate” and that aortography sliouki 
not be repeated within 24 hours. The plainfiff con¬ 
tended that this negatived a second injection. The 
defendants contended tliat it negatived only a sec¬ 
ond insertion of the needle. Tire uncontradicted 
evidence was that the second injection, if deemed 
necessary, is customary. In the “first run,” in the 
plaintiff s case, 30 cc., and in the “second run” 20 cc., 
a total of 50 cc. were injected. There was no expert 
testimony that the amount used was improper. In 
fact there was testimony that as high as 50 cc. were 
customary on the first run. The court thought it was 
significant that the brochure recommended the use 
of 50 cc. of sodium acetrizoate in another procedure 
involving injection of the contrast medium for 
visualization of the heart itself. 

The defendants and amicus curiae urge that a 
manufacturer’s brochure is not admissible in evi¬ 
dence and does not establish a standard of care. 
They contend that a drug manufacturers recom¬ 
mendations are always conservative and are quickly 
outdated, that the manufacturers expect, and the 
custom is, that after a material has been available 
for a period of time, iffiysicians using it rely pri¬ 
marily on their own e.vperience and fire published 
literature of colleagues concerning its use in actual 
practice. They contend tlrat the miraculous de¬ 
velopments that liave taken place in the effective 
use of antibiotics and other drugs might ne\’er have 
been accomplished if physicians were required to 
follow blindly the suggestions of the manufacturers 
who prepare but do not use tlrem. 

The court of appeal said that the brochure was 
admissible but that it cannot establish as a matter 
of law the standard of care required of a physician 
in the use of the drug. It may be considered by the 
jury along with tire other evidence in the case to 
determine whether the particular physician met the 
standard of care required of him. Tire court also 
held that the mere fact of a departure from the 
manufacturer’s recommendation, where such de¬ 
parture is customarily followed by physicians o 
good standing in the locality, does not make that 
departure an “experiment.” There was in this case 
no evidence of experiment, and the instruction 
concerning “experiment” should not have een 


on. 

because of the ruling of the trial court on 
jstion of res ipsa loquitur, and for other reason . 
verdict of the jury in favor of the plaintill 'o 
ersed and the cause remanded for a new n- 
so V. Leknd Stanford Jr. University Bmd 
istees, et «/, 317 P (2) 170 (Calif.) 19oi. 
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Farmer’s Lung—A Form of Pneumoconiosis Due to 
Organic Dusts. R. C. Frank. Am. J. Roentgenol. 
79:189-215 (Feb.) 1938 [Springfield, Ill.]. 

Farmer’s lung, which has been described also 
under several other-terms such as tliresher’s lung 
or han'ester’s lung, has received little attention in 
the American literature. The author presents ob- 
sen’ations on 27 patients \wth farmer’s lung, some 
of whom have been followed up for 6 years to 
evaluate the presence of complications and perma¬ 
nent disability'. Gradations in severity' occurred. 
Tlie sy'ndrome developed after e.vposure to dusts 
in the handling of moldy hay' or silage. Moldy 
grains were occasionally indicted, and even plain 
silage was not infrequently at fault. Sy'mptoms in 
a few patients followed inhalation of the “steam” 
of silage, but this occurred weeks after ensiling on 
“opening” the silo and, therefore, would not likely' 
be due to nitrous dioxide, tlie agent believed re¬ 
sponsible for silo-filler’s disease. Shredded corn 
stalks and dust from fresh hay' and grain svere also 
responsible for some cases. A minor form of the 
disease apparently occurs, invoh'ing dy'spnea, chills 
and fever, and night sweats lasting a day or 2 after 
esposure to clouds of dust associated wth thresh¬ 
ing fresh grain. The symptoms pass quickly and 
are not followed by' permanent disability'. No cases 
of this minor form are included in this series. A 
typical acute episode is characterized by increasing 
dyspnea, cough which is usually' nonproductive, 
fever and chills, night sweats, and weight loss. 

The onset of the disease in the 27 patients re¬ 
viewed follow'ed 3 clinical patterns. The 11 patients 
of group 1 included the most spectacular ones, in 
that the acute attack followed a single exposure to 
unusual quantities of moldy' hay', grain, or silage in 
fte case of all but 1 patient. The exception w'as 
e.\posed to silage “steam” on opening the silo. In 
group 2 (9 cases), sy'mptoms occurred after repeated 
osposure to moldy hay', grain, or silage over a period 
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of time, usually’ a winter season. Patients of group 

3 (7 cases) complained of sy'mptoms after exposure 
to different inciting agents over a period of y'ears. 
The severe acute exacerbation then occurred with¬ 
out any' one particularly outstanding episode of 
exposure. These j)atients mostly' had apparent sen¬ 
sitization to com silage rather than to moldy' hay'. 
The author believes that 2 reactions are probably- 
involved in the disease process. There is an initial 
pulmonary’ response to inhalation of organic dusts, 
invoking a granulomatous reaction with associated 
interstitial fibrosis. Later sensitization to such dusts 
is believed to occur, and there is progressive pul¬ 
monary’ fibrosis on repeated exposures. 

The dusts involved are most often those from 
moldy' hay’, grain, or silage, and the heavy' fungal 
spore content of such dusts is belie\'ed lar<Tely re¬ 
sponsible for the disease, although rarely’ the sy'n¬ 
drome is due to vegetable dusts which are not very’ 
moldy. The pulmonary’ reaction to the fungal spores 
is due to their action as foreign bodies, and the 
disease is not believed to represent a pulmonary’ 
infection or mycosis. The causation and mode of 
progression of famier’s lung is still largely un- 
know’n, but present knowledge suggests that it is 
a form of pneumoconiosis due to organic dusts. A 
change of occupation should be recommended to 
patients krith farmer’s lung, and preventive meas¬ 
ures should be advocated to save fanners from this 
disease. The author hopes that this report will 
stimulate further investigations into the many 
problems of this complex disease. 

Trials of an Asian Influenza Vaccine: Fourth Prog¬ 
ress Report to the Medical Research Council by' Its 
Committee on Influenza and Other Respiratoiw 
Virus Vaccines. Brit. M. J. 1:415-418 (Feb. 22) 1958 
[London]. 

Four vaccines were made from the egg-adapted 
line of the Asian influenza strain A/Singapore/1/57; 
vaccine A contained 20,000 hemagglutinating units 
per dose, vaccine B contained 14,000 units per 
dose, vaccine C contained 7,000 units per dose, and 
vaccine D contained 3,500 units per dose. The 
hemagglutinating units of virus were in each vac¬ 
cine adsorbed onto 10 mg. of aluminum phosphate 
jDer dose, and tlie dose in each was 1 cc.. inoculated 
deep subcutaneously into the upper arm. Two 
groups of 60 volunteers each, mostly y-oung men in 
Army and Royal Air Force units, were dirided into 

4 subgroups, each to receive 1 of the 4 vaccines. 
Two serum samples were obtained from each vol- 
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iinteeL the first just before inoculation and the 
second 3 weeks later. The antibody response to a 
single dose was low with each strength, although 
there was a somewhat greater response to the 
. strongest. A second dose given 3 to 4 weeks later 
gave much greater antibody response. 

The relative values of 2 doses, each of about 
7,000 hcmagglutinating units, 1 dose of about 7,000 
hcmagglutinating units, and 1 dose of 20'000 hemag- 
glutinating units of the Asian influenza strain A 
vaccine were studied in field trials on volunteers, 
consisting of boys attending public schools, stu¬ 
dents at teachers’ training colleges, and members 
of miscellaneous centers. The group of boys at¬ 
tending public schools were divided into 3 sub¬ 
groups, 1 receiving 20,000 hemagglutinating units 
of the Asian influenza strain A vaccine, 1 receiving 
a polyvalent virus A vaccine, and 1 receiving a 
■ \'accine of the influenza B type. The groups of stu¬ 
dents at teachers’ training colleges and the mem¬ 
bers of miscellaneous centers also were divided 
into 3 subgroups, 1 receiving 2 doses of 7,000 
hemagglutinating units of the Asian influenza sbain 


J.A.M.A., May 24, 1955 


dications for surgical intervention. Metastatic ih. 

kidney pyonephrosis, or a perinephric 
phlegmon occurred in 3 patients, and a Lai 
nephritis in 6. Pyopneumothorax developed in 1 
patient, an interhepatodiaphragmatic suppuration 
ppeared in another, and the infection became 
localized in bones and joints in 2 patients These 
obsei-vations suggest that there is still a relatively 
high incidence of septicemia due to infection with 
Staphylococcus organisms despite the increased 
therapeutic use of a large number of antibiotics 
with a broader action. The incidence of the sub¬ 
acute or chronic forms is on the' increase and ex¬ 
ceeds that of the acute and superacute forms. 
Blood cultures should, therefore, be practiced early 
and systematically in all patients with a febrile 
syndrome associated with chills and a sudden 
severe onset. This diagnostic method is simple, 
yields results rapidly (in general, within 24 hours), 
and is also of therapeutic value ’regarding the in¬ 
stitution of ti-eatment with antibiotics to which the 
pathogenic organisms are sensitive. 


A vaccine, 1 receiving 1 such dose, and 1 receiving 
a vaccine of the influenza B type. A total of 3,093 
persons w'ere given 1 or the other of the 3 types of 
vaccine used. Severe epidemics of influenza took 
place in the public schools, and, subsequent to 8 
days after the inoculation with 1 dose, a definite 
preventive effect was apparent in the group given 
Asian influenza strain A vaccine. After that interval 
of time the influenza attack rate fell to 33% of the 
attack rate observed in the other'2 subgroups given 
non-Asian influenza vaccine. The equality in the 
attack rate in these other 2 subgroups suggests 
that no protection against Asian influenza was con¬ 
ferred by the polyvalent virus A vaccine (although 
the young ages of the boys concerned may have 
been a factor in this). At a much lo^^'er epidemic 
level a similar protective effect of the Asian in¬ 
fluenza strain A vaccine w'as observed in the groups 
of students at the teachers’ training colleges and in 
the members of the miscellaneous centers. 

Some Comments on Septicemia Due to Infection 
with Staphylococcus. P. Meriel and A. Fournie. 
Semaine hop. Paris 34:392-399 (Feb. 12) 1958 (In 
French) [Paris]. 

The authors report on 5 men and 5 women, be¬ 
tween the ages of 25 and 64 years, with septicemia 
due to infection with Staphylococcus pyogenes yar. 
aureus, who were observed on a general medical 
ward of a hospital in Toulouse, France. Acute 
septicemia associated with endocarditis occurred 
in only 2 of these patients, 1 of whom died. The 
other 8 patients presented the subacute aspect of 
the disease with a local suppurative process as the 
principal feature; this may make tlie diagnosis diffa- 
cuk or may raise difficult problems concerning m- 


A Review of 182 Cases of Tetanus. R, Molphy. 
M. J. Australia 1:141-145 (Feb. 1) 1958 [Sydney]. 


Tlie author reviewed the records of 182 pa¬ 
tients with tetanus, who were treated at the Gen¬ 
eral Hospital and at the Children’s Hospital in 
Brisbane, with 2 objects in view: (1) to improve 
her own knowledge of the natural history of the 
disease and (2) to be able to recognize patients in 
whom curarization with intermittent positive- 
pressure respiration should be undertaken early. 
The 182 cases included some of each type of 
tetanus. There were 137 patients who had general¬ 
ized spasms, and of these 76 (55%) died. The total 
mortality rate was 44%. There ivere 40 deaths 
among the 111 patients less than 20 years old (37%), 
whereas of the 8 patients over 70 years of age 6 
died. Of all deaths, 83% occurred in the first week, 
and there were almost twice as many on the second 


lay as on any,other single day. 

The average incubation period was somewhat 
onger in the patients who survived than in those 
vho died. The period of onset proved to be the 
rest guide to the severity of the disease. Therf 
vere 137 patients with generalized spasms, and of 
:hese 83 (60%) had periods of onset of 48 hours or 
ess. Of 35 patients who had periods of onset rang- 
ng from 4 to 24 hours, only 5 lived, and two-thuds 
rf those who died did so in the first 3 days and 
IS a direct result of uncontrolled spasms, llnrty 
:ix patients had periods of onset ranging from - 
:o 48 hours, and of these 12 lived; 
if the deaths resulted from uncontrolled spasm 
[n 79 patients spasms appeared after ^ 
lay or not at all; 20 of these patients died 
IS a direct result of uncontrolled 
iiificant pointer toward the advisability of 
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ino complete neuromuscular blockade early is the 
ii°h mortalih' associated with spasms in patients 
lith a period of onset of 24 hours or less. 

The author stresses the need of careful musing 
nd the extreme importance of postural drainage 
if pharpgeal secretions throughout the whole ill- 
ess. She thinks that, e.xcept in mild cases, the 
atravenous route should be used as the mainstay 
1 sedation to control spasms, as any other route 
ives too slow a control. Discussing the choice of 
rugs, she says that elixir mephenesin (Myanesin), 
hloral, and morphine can be used in mild cases 
nd for conr-alescent patients. If the patient can 
ivallow well, then the tablets of mephenesin may 
e used. Mephenesin given intravenously has a 
lace in therapy in many cases of tetanus. It will 
ipidly control tile severity' of spasms; the fre- 
uency is not so much affected. If can be com¬ 
ined \rith a hx'pnotic and an analgesic; for ex- 
nple, it may be used with chloral given orally 
id morphine given subcutaneously, if the patient 
m swallow, or, if the patient has dj'sphagia, with 
henobarbitone and pethidine given intraniuscular- 
’. Mephenesin can also be combined in an in- 
avenous drip administration of 0.1% thiopentone 
iluh'on and pethidine given intramuscularly. Tlie 
inger of hemolysis or of respiratory depression 
ith the use of mephenesin can be avoided by 
;eping the dosage low. 

dvances in Rabies Treatment: An Experimental 
valuation. N. Veeraraghavan, A. Balasubraman- 
n and T. P. Subrahmanyan. Bull. World Health 
rgan. 17:943-962 (No. 6) 1957 [Geneva]. 

Inquiries into various methods of treatment for 
hies have been in progress at tlie Pasteur Insti- 
ite of southern India during the past 3 years. In 
is paper a brief account is given of tlie important 
suits of treatment widi (1) antirabies serum alone, 

) 5% Semple vaccine, (3) a combination of serum 
id vaccine, and (4) high-egg-passage, chicken- 
nhrj'o-adapted rabies .vaccine with and udthout 
rum. Healthy guinea pigs, weighing about 400 
m., were used in the protection e.xperimeiits. 
ice were employed for serum neutralization tests, 
he challenge virus xvas the lyophilized canine 
ihmaxillary gland suspension of a virus strain, 
hth a short needle, 0.1 ml. of the selected dilution 
the virus was inoculated into the right-sided 
istrojinemius muscles of the guinea pigs. 

Wien antirabies serum was gix'en alone, either 
ifore or after infection, it definitely prolonged the 
cubation period, but it had no saving effect, 
irum seemed to confer some protection when it ^ 
as obtained from animals of the same species 
hicli had surxdved an infection xwth tlie particular 
lallenge virus. With'doses of 5% Semple vaccine, 
iniparable to those administered to human be¬ 
gs, it was possible to confer protection on ani¬ 


mals against virulent strains of street xuius, pro¬ 
vided that the treatment was started 7 days before 
challenge. Combined therapy with serum and vac¬ 
cine given after infection was of great value under 
certain conditions. There appeared to be an opti¬ 
mum in the relationship between the quantity' of 
serum given and the antigenicity' and dosage of 
vaccine administered. High-egg-passage Flury vac¬ 
cine given before infection gave good protection, 
but serum and high-egg-passage Flury' vaccine ad¬ 
ministered after infection were not of value against 
an Indian strain of street virus. 

Peptic Ulcer in Poorer Communities of West Ben¬ 
gal: Analysis of 100 Proved Cases. S. C. Chatterjee, 
D. C. Das and S. N. Sengupta. J. Indian M. A. 
30:35-42 gan. 16) 1958 (In English) [Calcutta]. 

The authors studied certain aspects of peptic 
ulceration in 100 patients who were admitted to a 
medical ward of a Calcutta hospital. Most of these 
patients were of the lower income groups. Tlie 
series included 89 patients with duodenal ulcer, 8 
with gastric ulcer, and 3 with concomitant ulcer. 
Thus, the ratio of duodenal to gastric ulcer was 
11:1. There were 88 men and 12 women, repre¬ 
senting a male to female ratio of 7.3:1. Duodenal 
ulcer was more common than gastric ulcer in both 
se.xes, but while the ratio of duodenal to gastric 
ulcer was 16:1 in men, it was only 3:1 in women. 
The age of maximum incidence was in the third 
and fourth decades of life. A striking feature was 
that the Moslems had a relarively low incidence of 
peptic ulcer. In commenting on this fact, the 
authors point out that Moslems eat food cooked 
xrith onion and garlic, whereas Hindus do not. 
Garlic is a carminative and has actually been 
used in the treatment of peptic ulcer. It is possible 
that this herb has not only a curative but a pro- 
phy'lactic effect as well. Inx'estigations on this 
question are being carried out. The sy'mptoms 
of peptic ulcer varied widely, but complications, 
such as py'loric obstruction and hemorrhage, seemed 
to be rather frequent in these patients. Seventy’- 
three per cent of the patients who had hy’per- 
chlorhydria had uncomplicated duodenal ulcer, 
but the authors are uncertain whether this has an\- 
definite significance. There was no relationship 
between gastric acidity and the chloride level of 
the blood. 

Painful Nonsuppurative Spelling of Costochondral 
Cartilages (Tietze’s Sy'ndrome). E. H. Karon. 
R. W. P. Achor and J. M. Janes. Proc. Staff Meet. 
May'o Clin. 33:4o-o3 (Feb. 5) 1958 [Rochester, 
Minn.]. 

Obserx’ations are presented on 13 patients with 
Tietzes syndrome (benign, painful, nonsuppurative 
swelling of one or more of the costochondral 
cartilages) who were encountered at the Mavo 



Clinic during 1955 and 1956. The most common 
presenting syndrome i.s pnin in lire anterior thoracic 
wall, altlioiigh rarely sw'elling of a costosternal 
juncture may precede the onset of pain. The pain 
js usually localized to the site of the affected 
caitilagc, but it often .spreads and may involve 
the nccK, .shoulders, or arms. The onset may be 
giadual or abrupt, with wade variation in severity. 
Inclement w'eather, an.viety, fatigue, and re¬ 
cumbency may intensify the pain. It may be ag- 
gras'ated by coughing, sneezing, deep breatln'ng, 
or activity, and it may .simulate pleuritic pain. 
Duration of discomfort varies from a few' days to 
several months. The presence of a firm bulbous or 
fusiform sw'elling of one. or more of the costo- 
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Renal Affections Caused by Abuse of Phenacetii 
K. Larsen and C. E. M0ller. Ugesk. lasaer ]20>in 
124 (Jau. 23) 1958 (In Danish) [CopeSj,!] 

Attention is directed to the connection behvee 
large phenacetin consumption and renal diseasi 
Clinical observations and investigations are r< 
ported which definitely testify to such a connecfioi 
Questioning of 698 patients, all over 20 years ( 
age, wlio were admitted to the medical departmet 
of the Vejle District and Municipal Hospital durin 
a 6-month period in 1957, revealed that 337 di 
not take medicines containing phenacetin, 156 rf 
ported occasional use, and 205 admitted dail 
consumption during at least a month. Twice a 


sternal cartilages is essential in making the diag¬ 
nosis of Tietzes syndrome. Tenderness may not be 
noted initially and is freqiiently one of the first find¬ 
ings to disappear. The .sw-elling rapidly reaches 
maximal size and then either remains stationary or 
slow'Ij' regresses. Spontaneous regression rarely oc¬ 
curs before several month.s liave elap.sed, hut com¬ 
plete recovery is the rule. 

A re\’iew of the literature revealed 159 cases of 
Tietze’s .s\'ndrome (only 7 in the American litera¬ 
ture), but the authors feel that the condition is 
probably more frequent than the literature indi¬ 
cates. Tlie second costal cartilage is most frequently 
iin'olved, Tietzes original suggestions concerning 
the causal role of tuberculosis and malnutrition 
have not been confirmed. A sprain involving the 
ligaments and cap.sule of the costosternal joints 
after trauma, such as that from coughing, might 
w'cll produce the picture of Tietze’s S)’ndrome. This 
w'ould fit w'ell w'ith the natural history of the syn¬ 
drome, as most sprains require 5 to 6 w'eeks to heal. 
Svnovitis could also be a causative mechanism, 
either as the accompaniment of a .sprain or sec- 
^ondary to an inflammatory process, hut none of 
these explanations fully accounts for the clinical or 
anatomic findings, and the exact cause is unknown. 
Tietze’s syndrome must l)e differentiated from 
other causes of thoracic pain, especially those in¬ 
volving the thoracic w'all. Concern regarding heart 
disease or cancer often bi ings the patient for med¬ 
ical attention and must he carefully evaluated. 
There is no specific treatment for tins .syndrome. 
Sj'inptomatic treatment, consisting of reass\mmce, 
local heat or counterirritants, and analgesics, suf¬ 
fices in many cases. Surgical excision of the lesion 
has been advocated by some, but the authors do 
not feel that this is warranted. In 5 of their 13 pa¬ 
tients prompt relief of pain, together with reduc¬ 
tion of swelling, was obtained with local injection 
of 20 to 37.5 mg. of hydrocortisone. The authors 
feel that this form of treatment is advisable in 
patients with considerable pain or in whom the 
swelling is bothersome. 


many women as men took phenacetin daily; th 
women also took larger doses and for a longc 
period of time. The renal function w'as reduced i 
6S (33.2%) of the 205 patients who used phenaceti 
daily, in 17 (10.9%) of the 156 patients w'ho use 
phenacetin periodically, and in 29 (8.67t>) of the 33 
patients w'lm did not use phenacetin. The frequenc 
of reduced renal function increased w'ith the siz 
of the dosage and the duration of use. Five case 
are described. Examination of 17 patients whos 
total consumption over a period of years amounte 
to 7 kg. (15.4 ]]>.) or more show'ed a uniform pictur 
of a renal lesion marked by reduced concentratio 
a])i]ity and reduced filtration. The hypothesis : 
that the renal lesion depends on chronic hypoxi 
of the kidneys. The renal lesion caused by phenace 
tin and the acute tubiilointerstital nephritis (lowe 
nephron nephrosis) are regm-ded as the clironi 
and the acute form, respectively, of a disease du 
to oxygen deficiency in the kidneys. Employmer 
of phenacetin in large doses often indicates gen 
nine drug addiction and may lead to grave renn 
disease. The authors recommend that preparation 
containing phenacetin should be available only oi 
prescription. 


SURGERY 

Patent Ductus Arteriosus with Pulmonary Hyper¬ 
tension. H. B. Shumacker Jr. and P. R- Dirie. 
A. M. A. Arch. Surg. 76:179-192 (Feb.) 1958 [Chi¬ 
cago]. 

When patent ductus arteriosus is accompanietl 
by pulmonary hypertension, diagnosis is more ouij- 
cult, and surgical management is attended «'i i 
special problems. In 1950 the authors abandonea 
the policy of treating patent ductus arteriosus^'} 
the multiple ligation-ti'ansfixion method and began 
to' employ division and suture as the procedure 
choice. The former method had yielded over-> 
good results but bad not been free of disas r 
consequences. With the inethod of ivision < 
suture, no fatality has been encountered 
treatment of uncomplicated patent ductus ar 
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and no recanalization has occurred. The ductus 
was'dinded in 31 patients who had' pulmonary 
Inpertension. In 13 of these the hj'pertension was 
niild or moderate, and in tlris group die ductus was 
found to be large or fairly large. A.11 the patients 
save 1 withstood operative treatment without dilR- 
culh’. Tliis 2^-year-old child was quite ill and was 
on lied rest and digitalis therapy prior to operation. 
The operation was uneventful, but because of 
persistent atelectasis, wliich did not respond to 
nasotracheal cadieter aspiration, the patient was 
subjected to bronchoscop}’ 2 days after operation. 
Cardiac arrest occurred, and resuscitation could 
not be achieved. 

The 18 patients who had marked pulmonan.’ 
hjpertension included some in whom the pul- 
monan,’ pressure was equal to the systemic. In some 
with nearly systemic pressures die shunt was all, or 
practicallv all, from left to right. In others it was 
eddent tliat considerable reversal was taking place. 
Bidirectional shunt was established in several 
cases. The murmur was aUpiical in 12 of the IS 
patients. Considerable general cardiac enlarge¬ 
ment was noted reentgenologically in most of 
them, and the right ventricle seemed to be en¬ 
larged in the majorih'. All die patients had cardiac 
simptoms. A number were in heart failure and were 
being treated with digitalis. Others had retardation 
of physical development. Death resulted in 2 of 
the 18 patients. Tlius, there were 3 deaths in the 
31 patients (10%) in v'hom patent ductus arteriosus 
and pulmonary hj'pertension were not associated 
with other congenital malformations of the heart. 

Obsen’ations are presented also on 7 patients 
with patent ductus arteriosus and coarctation defi¬ 
nitely or presumably associated with pulmonary 
h)pertension, and on 16 patients in whom patent 
ductus arteriosus was associated with intracardiac 
and other anomalies. All the patients with coarcta¬ 
tion and patent ductus arteriosus siuwived. Tlie 
mortality was disastrous!}' high in those patients 
m whom patent ductus arteriosus was associated 
with intracardiae and other anomalies. It is felt, 
however, that careful study of such cases will bring 
about improvement in results and may yield in¬ 
formation of value in the management of other 
cardiac conditions. It is becoming increasingly ob¬ 
vious that surgical treatment of a variety' of ab¬ 
normalities, such as ventricular septal defect and 
the more complicated atrial septal defect, is ham¬ 
pered principall}' b}’ associated pulmonary h}'per- 
tension and pulmonar}' arteriolar sclerosis of severe 
degree. Wdiile the physiological mechanisms, at 
least early in life, may be quite different in tliese 
various disorders, pulmonary h}'pertension and pul¬ 
monary vascular sclerosis are common to them all. 
^^^lat is learned about the management of pul¬ 
monar}' h}'pertension in patent ductus arteriosus 
may be helpful in the solution of other problems. 


It would seem wise to study carefully before op¬ 
eration all patients with patent ductus arteriosus, 
in whom pulmonary h}'pertension is suspeeted, by 
cardiac catheterization and selective angiocardio¬ 
graphy, preferably cineangiography. Efforts should 
be made to determine the direction and degree of 
the shunt. Pressure measurements and electrocar¬ 
diographic tracings should be obtained, and a lung 
tissue specimen for biops}' should be secured at 
the time of operation. 

Experience with Permanent By-Pass Grafts in 
Treatment of Occlusive Ai-terial Disease. R. A. De- 
terling Jr. A. M. A. Arch. Surg. 76:247-260 (Feb.) 
1958 [Chicago]. 

Because of discouraging clinical results in occlu¬ 
sive peripheral arterial disease with excisional ther¬ 
apy and end-to-end graft replacement, Deterling 
began in July, 1955, to employ b}'pass grafts in all 
patients operated on for acquired segmental occlu¬ 
sion of the maj’or arteries of the lower extremities. 
More recently he extended their use to patients 
with occlusion of the thoracie and the abdominal 
aorta and witli aneurysm of tlie thoracic aorta. He 
describes tlie surgical technique and then presents 
the results obtained with frozen homologous ar¬ 
terial grafts or with woven s}'nthetic fabric grafts 
in 65 patients. Tlie fact tliat the failure rate with 
the b}'pass homograft was only half fha^ of excision 
and end-to-end graft in similar cases followed up 
for a comparable period of time is regarded as 
encouraging. 

Clinical Use of S}'nthetic Arterial Sub.stitules in 
Three Hundred Seventeen Patients. E. S. Crawford, 
M. E. De Bakey and D. A. Cooley. A. M. A. Arch. 
Surg. 76:261-270 (Feb.) 1958 [Chicago]. 

Arterial homografts have been generallv accep^pd 
as die most satisfactor}' arterial substitute, but 
their disadvantages are unavailabilit}' and incon¬ 
venience of preparation. Efforts have been directed 
more and more toward development of a suitable 
S}'nthetic replacement. This report is concerned 
xritli an analysis of a 3-year e.xperience with tubes 
made of Ivalon (poh'x'inyl formalinized) sponce. 
Orion taffeta, knitted nylon-Dacron, knitted Orion, 
crimped woven nylon, and knitted Dacron used to 
replace or b}'pass aortic and peripheral arterial 
lesions in 317 patients. Functional results of all re¬ 
placements used in the thoracic aorta of patients 
who surx'ived operation were satisfactor}'. Immedi¬ 
ate results in lesions involving the abdominal aorta 
and common iliac arteries were also good in all 
patients but 1, but late failures occurred in 5 pa¬ 
tients. Early failure occurred in the 5 patients in 
whom Ivalon tubes were used to b}'pass peripheral 
occlusions. Circulation was restored in only 1 of 
the 2 patients in whom inflexible knitted ’ Orion 
tubes were used to b}-pass peripheral occlusions. 



^^EDICAL LITERATURE ABSTRACTS 


but it was restored in all 3 patients in whom pe¬ 
ripheral aneurysms were replaced by the Edxvards- 
d app lube and in 92 of 105 patients in whom occlu¬ 
sive lesions were bypassed. The recently designed 
flexible knitted Dacroji lube was used successfully 
in 2 patients to bypass occlusive lesions in the 
fcinoial aitery and in 1 patient to I'cplace a popliteal 
aneurysm. 

Although the functional results in this series of 
patients have been generally good, certain disad¬ 
vantages still must be overcome in creating an ideal 
arterial replacement. The porosity of synthetic ma¬ 
terials causes excessive blood loss, and the lack of 
accessory branches for replacing segments from 
which essential major branches originate has been 
a limiting factor in some cases. Tubes made of 
Orion taffeta coated with vinyl plastic are difficult 
to insert and arc not adaptable to problems requir¬ 
ing even minimal flexibility. Ivalon tubes, although 
more flexible, arc still too rigid for general use and 
in tin’s .series produced a relatively Jiigb failure 
rate of 35%. Knitted Orion and knitted nylon- 
Dacron tubes, when irsed to replace localized seg¬ 
ments not requiring flexibility, restore and main¬ 
tain circulation and, within the limitation of their 
semirigidity, are satisfactory substitutes. The 'Ed- 
wards-Tapp tube is both fle.vible and adaptable, 
although its ends fra\’ and insertion is sometimes 
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The 1940 grdup was selected because in that vear 
high ligation with retrograde injection was tlip 
treatment of choice. The 1950 group was selected 
because by that year complete stripping had be¬ 
come the accepted surgical treatment. Of 140 limbs 
examined 5 years or more after high ligation, lOfc 
were classified as having excellent or good rraults 
5% fair results, and 55% poor results. Of 12S limbs' 
examined 5 years or more after complete stripping, 
94% were classified as having excellent or gooci re¬ 
sults, 6% as having fair results, and none as having 
poor results. The incidence of recurrence requiring 
further surgical treatment was 36% for the limbs 
subjected to high ligation, whereas it was zero for 
the limbs subjected to complete stripjiing. Recanal¬ 
ization of injected superficial veins and the pres¬ 
ence of persistent perforating veins were important 
factors in the high recurrence rate after high liga¬ 
tion. These results are convincing evidence of the 
superiority of complete stripping over high ligation 
in the surgical treatment of varicose veins. 

Resection of Aneurysm of Thoracoabdominal Aorta: 
Involvement of Celiac and Superior Mesenteric 
Arteries, with Rupture into Psoas Muscle. E. S. 
Hurwitt, B. Seidenberg, S. C. Fell and D. S. Abel- 
son. A. M. A. Arch. Surg. 76:239-246 (Feb.) 195S 
[Chicago]. 


difficult. The recently devised knitted Dacron tube 
incorporates the desirable characteristics of all 
other available substitutes, and with the addition 
of accessory brandies a complete range of adapta¬ 
bility may be obtained. Pi'diminary results of its 
application, experimentally and clinically, indicates 
that it is the best substitute yet developed. An 
addendum states that tlie knitted Dacron tube has 
been used as a vascular replacement in 237 cases 
and has proved to be the most satisfactory vascular 
replacement available. 

An Evaluation of Stripping Versus Ligation for 
Varicose Veins. K. A. Lofgren, A. P. Ribisi and 
T. T. Myers. A. M. A. Arch. Surg. 76:310-316 (Feb.) 
1958 [Chicago]. 

At the Mayo Clinic, surgical treatment for vari¬ 
cose veins was direct dissection and partial extra¬ 
luminal stripping from the beginning of this cen¬ 
tury to about 1927. Injection therapy alone then 
became the standard treatment during the next 
10 years. In 1937 high ligation combined with 
retrograde injections became the accepted treat¬ 
ment. Complete stripping with a flexible intra¬ 
luminal stripper having a larger acorn-shaped tip, 
wliich aided in telescoping of the vein, was started 
in 1947. The follow-up results from a group of 200 
patients chosen at random for those who under¬ 
went high ligation and injection in 1940 were com¬ 
pared with those from a similar group of 200 pa¬ 
tients who underwent complete stripping in 1950. 


The authors present the history of a 53-year-olcl 
man in whom an aneurysm of the thoracoabdominal 
aorta was successfully resected. The hneiirysm 
involved the celiac and superior mesenteric arteries 
and had ruptured into the psoas muscle. The by¬ 
pass principle, applied by De Bakey to aneurysms 
in this location, was modified to achieve minimal 
periods of visceral ischemia by leaving the aneu¬ 
rysm in situ until most of the permanent anasto¬ 
moses had been accomplished. The patient whose 
case is reported appears to be the 5th to have left 
a hospital well after removal and replacement of 
an aneurysm in this location, the 1st in wliom the 
aneurysm had ruptured prior to operation, and the 
1st in whom a protein-digested bovine heterograft 
was employed for the temporary by-pass shunt. 

The aneurysm in this man was dissecting a path 
into the psoas muscle, like a cold abscess, and his 
observation of something trickling down bis spine 
during palpation of the aneurysm should have re¬ 
ceived more careful attention. The protein-digeste 
bovine carotid artery employed for the temporal 
shunt functioned with complete satisfaction or' 
hours and 40 minutes before it was disconnecter. 
The ready availability of this material and its 
qualities of ease of handling, nonleaking, anc non 
clotting make it ideal for this purpose. Whether 
not this material will have a place in 
arterial replacement is beyond tlie scope o 
paper. Papain-digested equine arterial beterog • 
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have been found wanting in permanent human 
application, with aneurj'smal dilatation as the end- 
result. 

Operative Treatment of Atresia of Esophagus: Re¬ 
sults and Complications. T. T. C. Gertz and C. C. 
Winkel Smith. Danish M. Bull. 5:18-25 (Jan.) 1958 
(In English) [Copenhagen]. 

Atresia of the esophagus occurs in several forms, 
the most common of which is that in which the 
upper segment of the esophagus is united by fistula 
s\ith the trachea slightly above the bifurcation. 
Tlie latter h^pe, which is most amenable to opera¬ 
tion, was present in 61 of tlie 67 infants with atresia 
of the esophagus who were admitted to the pedi¬ 
atric department of the Rigshospital from 1948 to 
the middle of 1957. Radical operation was per¬ 
formed on 52 patients, witli 24 deatlis; 3 of the 
sunivors died later. The remaining 25 children 
are, by and large, developing normally. Since 1951 
all operations have been transpleural through inci¬ 
sion in the 4th or the 5tli intercostal space, which 
the authors consider the method of choice. Diag¬ 
nosis as soon as possible after birth is important, 
with transfer of the infant to a pediatric depart¬ 
ment and access to surgical treatment as soon as 
possible. Complications present before the opera¬ 
tion include pulmonary' complications and such 
malformations as malformations of the heart. Re¬ 
currence of esophageal fistula and leakages suggest 
that the operative technique may be improved, 
which is the only means of improving the result. 

Suprahyoid Neck Dissection for Epidermoid Car¬ 
cinoma of the Lower Lip: An Appraisal of Its Use 
in 130 Patients. A. Klippel and C. Eckert. Am. Sur¬ 
geon 24:107-111 (Feb.) 1958 [Baltimore]. 

Suprahyoid neck dissection was performed on 
130 patients with epidermoid carcinoma of the 
lower lip at the department of surgery of Washing¬ 
ton University School of Medicine, in St. Louis, 
between 1934 and 1948. Of the 130 patients, 40 
showed no clinical evidence of lymph node metas¬ 
tasis at the time of the neck dissection. In this 
group, the neck dissection may be classified as 
prophylactic. In 4 of the 40 patients, lymph node 
metastases were detected at the time of the patho¬ 
logical examination,-an incidence of 10%, which 
strikingly' parallels the incidence of lymph node 
metastases in prophy'lactic neck dissections for 
cancer of the lip reported by other workers. Clin- 
mal evidence of lymph node metastases existed in 
the remaining 90 patients at the time of operation. 
In this group, patliological confirmation of the 
clinical impression was possible in 43 patients. In 
none of the patients whose primary lesion was 
controlled and in whom the lymph nodes were 


considered by the pathologist to be uninvolved was 
there ex'idence of cerx'ical lymph node involvement 
in the course of the 5-y'ear follow-up. 

Operative deaths occurred in 2 (1.5%) of the 130 
loatients. In 10 patients the primary' lesion was not 
controlled by' the surgical intervention. Four pa¬ 
tients were lost to follow-up. Tliree patients died of 
other causes in less than 5 y'ears after the operation, 
but at the time of their deaths there was no evi¬ 
dence of cancer. In 15 patients persistence of the 
neoplasm in other portions of tire neck was noted 
at some time after the suprahy'oid neck dissection. 
Thirteen patients were cured, an absolute cure rate 
of 27.7%. When corrected for the patients in rvhom 
the primary lesion was not controlled, or in whom 
death occun-ed in less than 5 y'ears rvith control of 
cancer up to the time of death, the cure rate was 
38.2%. In 12 of the 15 patients rwth persistence of 
the neoplasm in the neck, the nodes immediately' 
adjacent to the field of the suprahy'oid operation 
were first obserx'ed to be involved. Suprahyoid 
neck dissection is, therefore, considered to be an 
unsatisfactory' definitive procedure for lymph node 
metastases from epidermoid carcinoma of the 
lower lip. 

The Intra-Osseous Vasculature of the Distal End 
of the Humerus wth Special Reference to Capitu- 
lum. S. Haraldsson. Acta, orthop. scandinav. 27:81- 
93 (No. 2) 1957 (In English) [Copenhagen]. 

The author studied the topography' of the inti’a- 
osseous vascular system in the distal end of the 
humerus, particularly in the capitulum, on cadavers 
of persons ranging in age from 3 months to 75 
years. A contrast medium consisting chiefly' of white 
lead was injected into the vascular system, and on 
the basis of tlie observ'ations tlie autlior ar¬ 
rived at the following conclusions: 1. .As long as 
the nucleus of ossification of the capitulum of the 
humerus lies isolated in the epiphy'sial cartilage, 
it appears to receive its blood supply via a few 
vessels entering the cartilage from behind and 
forming 'intercommunicating vessels in the nucleus 
of ossification. At this stage of development the 
vessels of the nucleus (of ossification) are not in 
communication with the other parts of the distal 
end of the humerus. 2. The nucleus of ossification 
of the capitulum humeri extends in to the radial 
part of the epiphy'sial cartilage of the trochlea. 
Part of the trochlea is thus ossified from the ossifica¬ 
tion nucleus of the capitulum. 3. Vessels are seen 
to extend to the future site of the ossification nu¬ 
cleus (nuclei) of the trochlea before the bone salts 
deposited there have reached a concentration high 
enough to be demonstrable in the roentgenogram. 

4. The topography of tlie vascular system forming 
in tlie capitulum during the period of ossification 
persists practically unchanged in the adult bone. 

5. After ossification of the cartilage between the 
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vuuons nuclei of ossification of the epiphysis and 
<jf the epiphysial plate, the blood vessels of the 
ciiapliysis, melaphysis, and epiphysis intercommu¬ 
nicate. 


The Painful Eiliow; A New Aijproacli. R Meyer 
Acta ined. orient. 16:262-265 (Nov.-Dee 1 Tq57 
(In English) [Jerusalem]. 

Patients w’itli painful elbow, men and women of 
all age groups and occuiwtions, complain of a dull 
pain in their forearm, cspeeially during certain 
moi'cmcnts, such as using a screwdriv'er or lifting 
a load. When asked to indicate the .si:)Ot where it 
hurt.s', they usual))’ place the elbow in flexion of 
about 150 degrees, the forearm in pronation and 
the wrist in ulnar and volar fle.vion, and point to a 
site somewhere between the lateral epicondyle and 
the radial shaft. Some tenderness in the neighbor¬ 
hood of tlie lateral epicondyle, especially on the 
radial head, is usually present; passive movements 
are painful, although seldom restricted; signs of 
wasting and inflammation are absent. There has 
been no agreement on either the pathology or the 
treatment of painful elbow, but Bosworth in 1955 
suggested a new h'pe of operation which he came 
upon by chance. In 2 of his operations undesired 
accidents had occurred. The orbicular ligament 
(known also as the ligamentum annulare radii, 
forming part of tlie radial collateral ligament, con¬ 
sisting of circular fibers encircling the head of the 
radius and being inserted in the ulna on either side 
of the incisura radialis) was cut in operation. In the 
other the orbicular ligament, released from its at¬ 
tachment to the lateral epicondyle of the humerus, 
slipped down over the neck of the radius. However, 
the outcome of the operation was excellent in both 
patients. Prompt and lasting recovery was the re¬ 
sult. 

Resection of the orbicular ligament only, without 
division of the common head of the extensors, ap¬ 
pealed to Meyer for the following reasons; 1. The 
operation i-eleases a tight ligament wliich is under 
constant friction in pronation and supination. 2. It 
acts on the most tender spot. 3. Unlike the division 
of muscles, it does not weaken the power of dorsi- 
flexion of tlie wrist needed in forceful closing of the 
fist. 4- It remo^'es a ligament which is not essential 
in maintaining stability of the elbow. The author 
used Bosworth’s procedure in 8 patients not re¬ 
sponding to conservative treatment. In all of them 
the pain ceased, although the elbow remained sore 
for from 1 to 3 weeks. Two patients experienced 
a slight restriction of active movements, which sub¬ 
sided after 3 weeks without any treatment. The 
technique of the operation is simple. The author 
used it only when tenderness was most intense over 
the radial head. Patients more sensitive to pressure 
over the lateral epicondyle, as a rule, re.sponded 
to conservative treatment. 
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NEUROLOGY & PSYCHIATRY 

The Prevention of Chlorpromazine Jaundice F 
Dreyfuss, H. Klein and H. Z. Winnik Aci Id 

Fjemsa/emf^'^^”^ (Nov.-Dee.) 1957 (In English) 


Liver damage resulting from the administration 
of chlorpromazine has occasionally played at least 
a contributory role iu the death of a patient; it has 
led to unnecessary laparotomies and has at times 
led to premature termination of well-indicated 
chlorpromazine treatment. The evidence acenmu- 
lated so far points to an intrahepatic, obstructive, 
cholestatic type of liver damage. Since bile tlnombi 
are the predominant feature of the microscopic 
picture, the authors thought that increased viscosity 
of the bile might be a factor of etiological impor¬ 
tance. They, therefore, attempted to prevent this 
type of hepatitis by increasing- the fluid intake of 
patients undergoing chlorpromazine treatment. 
Starting in June, 1955, every patient undergoing 
chlorpromazine treatment was put on “fluid pro¬ 
phylaxis,'’ tliat is, about 2.3 liters of sweetened tea 
or plain water vmre added to the patients regular 
daily fluid intake. The patient usually received 200 
mg, of chlorpromazine by injection-or 300 mg. by 
mouth per day. Prior to tlie period of fluid prophy¬ 
laxis, 16 cases of chlorpromazine jaundice had oc¬ 
curred among 363 patients undergoing chlorproma¬ 
zine treatment (4.4%), Only 2 cases of jaundice 
occurred among the 68S patients treated with 
chlorpromazine and fluid prophylaxis from June, 
1955, to June, 1957, inclusive. The rate of jaundice 
due to chlorpromazine administration is now less 
than 0.37o. 

Use of Androstenediol in Therapeutic Neuropsy¬ 
chiatric Management. P. Dazzi. Minerva med. 
48:4097-4099 (Dec. 5) 1957 (InTtalian) [Turin, Italy). 

Tlie current knowledge about androstenediol, 
whose chemical formula is A^-androstene-S,ff,17)l- 
diole, is juostly of pharmaceutical nature. The an¬ 
drogenic, estrogenic, and progestational properties 
ascribed to this drug have led the author to use 4 
in the treatment of a series of 39 women, between 
the ages of 38 and 62 years, with various disorders 
of the nervous or psychic systems. The patients 
were divided into 3 groups. The first group con¬ 
sisted of 16 women with pronounced psychic in¬ 
stability accompanying menopause. The symptoms 
persisted for several months and did not tend 
subside. The patients complained of continual an 
severe headache, sudden Rashes, g.^stroMesm 
disturbances, and insomnia which was ' 

able with common sedatives. Androstenediol' » 
given in weekly doses of 3 vials, each con anting 
25 mg. of the drug, during the first ^ 

reduced to 2 vials durrng the second. 


dose was 


third therapeutic months. The patients were 


kept 
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under observation for a period of 4 to 8 months. 
Twelve patients have shown improvement of the 
objective symptoms. Subjective symptoms, such as 
lassitude, fatigability, and depression, have sub¬ 
sided more slowly, and required a second course 
of treatment in the case of 7 patients. The second 
group consisted of 14 patients in menopause, in 
whom the common symptoms ,of the transitional 
phase were associated with disturbances of the 
cenestlietic feeling. Psychic e.vamination showed 
depression, accompanied by lij'pochondriacal atti¬ 
tude. which was refractory to all psychotherapeutic 
procedure. Only 8 patients in this group obtained 
an improvement of objective symptoms. The par¬ 
ticular beneficial effect of the drug consisted in 
correcting the introN'ert attitude of the patients so 
as to make them more receptive to psychothera¬ 
peutic management. The third group of patients 
consisted of 9 women, witli the type of depression 
called by Delay “minor.” The patients complained 
of symptoms similar to those of anesthopathia: 
headache, vertigo, blurred vision, and lassitude. 
The main symptom was depression, which lasted 
for short periods of 1.5 to 20 days. Androstenediol 
therapy brought the humoral state to normal in 5 
patients within 8 months. Tlie remaining 4 patients 
obtained benefit only at the termination of therapy, 
which effect \'anished.within the next 15 days. The 
author recommends an individualized, ratlier than 
a nosographic, procedure in using androstenediol 
in the treatment of patients with nervous or psychic 
disorders. 

Serological Epidemiology of Poliomyelitis in Cen¬ 
tral Scotland. R. C. MacLeod, L. G. MacGregor, H. 
E. Larminie and N. R. Grist. Scottish M. J. 3:76-81 
(Feb.) 1958 (In English) [Glasgow]. 

Single serum specimens were examined for the 
presence of detectable antibody to the 3 types of 
poliomyelitis virus in a selected series of 450 chil¬ 
dren from different areas in central Scotland. It was 
found that in central Scotland a similar proportion 
of the children possess antibody to each of the 3 
tjTOs. The incidence of antibody to all 3 types in¬ 
creases rapidly with increasing age. This finding is 
in keeping with the age distribution in cases diag¬ 
nosed in this area, where some 60% occurred in the 
first 5 years of life and 75% before the age of 10. 
The similarity in the results obtained with each type 
of virus has indicated that they are equally prev¬ 
alent. The paralytic disease appeared with in¬ 
creased prevalence in 1947, 1950, and 1955, but 
these episodes have not seemed to have left a dis¬ 
tinctive mark upon the child population as meas¬ 
ured by the age of development of type-specific 
antibody. Indeed, the similarity of tlie curs'es of 
antibody acquisition for each type and the gradual 
appearance of increasing immunity in the popula- 
lion sun'eyed as age advances indicate a vnde- 


spread prevalence of virus. In children from the 
higher social levels, antibodies develop at a later 
age tlian in children of the lower social grades. The 
factors that produce this difference seem to be most 
effective in the early years of life. Analysis shows 
that tliis difference is not explained simply by fam¬ 
ily size and that, indeed, within tlie family there 
may be much variation in antibody type. 

The State of Natural Antipoliomyelitis Immunity 
in Children Living in Closed Environments. G. C. 
Angela, G. Giuliani and W. Grillone. Minerva med. 
49:252-256 (Jan. 24) 1958 (In Italian) [Turin, 
Italy]. 

Serum specimens were obtained from 148 chil¬ 
dren, behveen the ages of 6 months and 4% years, 
living in 2 community centers for underprivileged 
children in Guneo and Turin, so as to study the' 
state of their natural antipoliomyelitis immunity. A 
surprisingly high incidence of antibody carriers 
for poliomyelitis xnrus was established. Among the 
8.3 infants in the group 6 to 12 montlis old in 
Cuneo, 81.8% had antibodies for the virus type 1, 
and 45.4% for both types 2 and 3. The authors 
interpret the high incidence of natural immunity 
among the youngest infants as a result of a process 
of immunization related to a more intense out¬ 
break of the epidemic of poliomyelitis which oc¬ 
curred in Guneo at the time the infants were born. 
Since these children came from poor homes, they 
probably had been e.xposed to the influence of 
the virus during tlie epidemic and had thus ac¬ 
quired tlie natural immunity. The lower incidence 
of natural immunity among the older groups was 
probably due to the fact that these children had 
lived in the community centers for a while and 
had not been e.xposed to the virus which was ram¬ 
pant in the outside world! The incidence of natural 
antipoliomyelitis immunity in 65 children in the 
community center in Turin differed somewhat from 
that observed among the children in Cuneo; .33% 
presented no antibodies, 42.8% had antibodies for 
the virus type 1, 47.6% for type 2, and 57.1% for 
type 3. In the group 3 to 5 years, only 54.5% of 
the children had antibodies against all 3 types of 
poliomyelitis virus. The opinion of the authors is 
that life in a closed, selected environment impedes 
the acquirement of natural antipoliomyelitis im¬ 
munity. The best protective measure for these 
children is the antipoliom\’elitis vaccination. 

Generalized Moniliasis with Localization in the 
Brain. J. Eschwege. A. M. A. Arch. Neurol. & Psy- 
chiat. 79:250-26.3 (March) 1958 [Chicago]. 

The autlior reports the case of a 21-year-old man 
who for 8 days before hospitalization had increas¬ 
ing headaches, joint and muscular pain, and tem¬ 
perature up to 39 C (102.2 F) and who was ad¬ 
mitted to hospital with a diagnosis of poliomyelitis. 
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On admission he appeared slightly somnolent and 
pronounced rigidity of the neck was present. Ex- 
aininadon of the cerebrospinal fluid showed the 
following findings: 24 cells per 3 cu. mm., &]} mono¬ 
nuclears; protein, 41.8 mg. per 100 cc.; glucose, 

/L mg. per 100 cc.; pressure, 165 mm. of water; and 
positive reactions to tlie Pandy and Nonne tests. 

The cerebrospinal fluid was at first clear and color¬ 
less but later became cloudy and xanthochromic. 

The patient was treated extensively with various 
antibiotics. Within 11 days he was given a total 
dose of 16 Gm. of chlprtetracycline (Aureomycin) 
orally, which lowered the temperature to sub- 
febrile ^’^liues, but J)is condition deteriorated There¬ 
after, treatment was continued with streptomycin, 

19 Gm. administered intramuscularly and 150 mg. 
intrathecallj', in combination witli 14.5 Gm. of 
' isoniazid administered orally and 6.4 Gm, intra¬ 
muscularly because of a suspected tuberculous 
meningitis. The penicillin received by tlie patient 
totaled 11 million units given infa-amuscularly. Fif¬ 
teen da 3 ^s after admission the patient was in coma, 
and a tracheotomy was performed because of super¬ 
ficial respiration and beginning cyanosis. Twenty- 
four daj^s after admission the patient, previously 
constipated, discharged increasing amounts of liq¬ 
uid, often bloody stools, an indication of beginning 
ulcerative colitis. This was about 1 week after the 
administration of chlortetracycline was discontin¬ 
ued. More and more the patient began to present 
the picture of decerebrate rigidity. He died of cir- 
culator^'’ failure after 1 montli of hospitalization. 

The e.\'act nature of the underlying disease, witli 
siTuptoms and signs referable to an inflammatory 
process affecting tlie meninges and the brain, for 
which foe jpatient Irad been admitted to foe hos¬ 
pital, could not be ascertained in life. AH tests for 
tuberculous meningitis, including 3 animal experi¬ 
ments, gave negative results. Tlie histological find¬ 
ings showed no evidence of a tuberculous process, 
the signs of which might have been suppressed by 
foe streptomycin and isoniazid foerapy. The bac¬ 
teriological and viral examinations, as well as ag¬ 
glutination tests, including those for leptospirosis 
and toxoplasmosis, also were negative. Oral thrush 
was never found in foe patient. The cerebral 
changes observed at autopsy were of 4 types: (I) 
metastases, characteristic of thrush (Candida albi¬ 
cans), all surrounded by glia-ceii nodules of varying 
sizes, principally but not exclusively in foe gray 
matter of foe entire brain, with sites of predilection 
in the medulla oblongata and foe basal ganglions, 
foe foalamus, and the cortex of the temporal regions; 

(2) perivascular lymphocyte and plasma-cell infil¬ 
trations, not directly dependent on the nodules but 
more frequent in these nodule areas; (3) extensive 
areas of reladvely increased and hypertrophied 
astrocytes and-microglia cells in foe gray, and 
more seldom in foe white, substance, not directly 
correlated with foe nodules; and (4) severe de- 
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mentia-paralytica-fike destruction and reaction cen- 
circumscribed temporal region 
These findings differ from those in the other so- 
caJled metotatic focal encephalitides of viral or 
bacterial origin in die larger size of the granulomas 
and tile more extensive destruction of the neri'e 
parenchyma in isolated areas of the cerebral cortex. 
Microscopically, a fungus identified as Candida 
was demonsti-ated in foci located in the peripheral 
musculature, the myocardium, the colon, the kid¬ 
neys, and the brain. Macroscopically, there existed 
a severe ulcerative colitis. Every mycotic infiltra¬ 
tion which ulcerates and comes in contact with 
the blood stream may lead to a hematogenous 
dissemination of the fungus, and there is little rea¬ 
son to doubt dmt the colon was foe point of origin 
for the dissemination of-the mycosis. • 

Since the broad-spectrum antibiotics have been 
generally employed, there has been a sharp rise of 
generalized moniliasis, especially of forms affecting 
foe central nervous system,-due to foe destruction 
of foe antagonistic intestinal flora which had in- 
liibited the growtli and proliferation of foe fungus. 
The diagnosis of these forms of generalized fungus 
infection- has been difficult, owing in part to in¬ 
accuracies inherent in foe diagnostic methods and 
in part to the lack of familiarity of most physicians 
wifo these diseases, and also because of their clini¬ 
cal symptoms ivhich fit otlier inBammatoiy dis¬ 
eases of the brain or meninges. Good antifungal 
agents, such as nystatin, are available and, when 
given in conjunction ivith broad-spectrum anti¬ 
biotics, may do much to prevent or control a gen¬ 
eralized Candida infection. Despite tliis, foe prog¬ 
nosis of manifest generalized moniliasis remains 
grave. The indiscriminate use of antibiotics wdthont 
the proper indications must, therefore, he avoided, 

PEDIATBICS 

Hyperadrenoeorticism in Children, Due to Adreno¬ 
cortical Adenoma; Study of a Case of Postoperative 
Cure Persistent After Six Years. B. Turpin, 
F. de Gaudart D'Allaines, R. Gorin and P. Thibault- 
Semaine h6p. Paris 84:210-220 (Jan. 24) 1958 (In 
French) [Paris]. 

The authors report foe case of-a 5-year-oId gid 
witlr a hyperadrenocortical syndrome due to an 
adrenocortical adenoma. On admission to hospj a 
the child had hirsutism, moderate obesity of tiie 
face and trunk, and considerable hypertrophy o 
the external sex organs, particularly the cJitor^ 
She also had arterial hypertension and a relati 
slowing of body growth. There was 
cretion of 17-ketosteroids in foe urine («.« nv 
within 24 hours), while that of the 

(formaldehydogenic steroids) 

Signs of hyperactivity of 

of foe ovaries were absent. The retropn 1 
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oneal roentgenologic examination revealed an en¬ 
larged right adrenal gland; the left adrenal gland 
was normal. The child was operated on, and an 
adrenocortical adenoma with spongiocytic differ¬ 
entiation and relatively reduced lipid content was 
removed. The extirpation of this benign tumor was 
followed by the restoration of the arterial pressure 
to normal, and the obesity disappeared. Hirsutism 
was reduced, but an abnormal amount of pubic 
hair and hj'pertrophy of the clitoris and of the 
labia majora persisted. There was a pronounced 
acceleration of body growth, 14 cm. (5.5 in.) with¬ 
in 1 year after tlie operation. The excretion of 
hormones in the urine was restored to normal. The 
child was reexamined once more at the age of 
10 years and 8 months. Beginning of the menstrual 
function had occurred a few days before this e.x- 
amination. The weight of the child was 38.5 kg. 
(So lb.), and her height was 149 cm. (4 ft. 11 in.). 
There was axillary hair and the development of 
the breasts appeared to be normal for the age of 
puberh'. The arterial pressure was normal (120/70 
mm. Hg) and the general condition e.xcellent. Her 
school record was good, although she was retarded 
by 1 year because of her previous disease. She 
was considered completely cured. 

The adrenal origin of the syndrome in tlris pa¬ 
tient is evident. Hyperadrenocorticism occurring 
before the age of 10 years in a previously normal 
child is almost always due to an adrenal tumor 
which is generally malignant. The benign tumor 
in the patient whose case is reported is an excep¬ 
tion. In patients over 10 years of age the incidence 
of benign tumors increases. The excision of the 
tumor, which resulted in a complete cure in this 
case, made it possible to obserx'e a gradual return 
to a normal endocrine balance and particularly to 
analyze some definite disturbances in body growth 
which were only of secondary interest before the 
operation. Hirsutism and hypertrophy of the clitoris 
were manifestations of a moderate hypersecretion 
of androgens, as confirmed by the increased ex¬ 
cretion of 17-ketosteroids without increase in the 
8-fraction of these steroids. The hypersecretion of 
androgens should have had a stimulating effect on 
!he body growth and the-maturation of the bones, 
but since this was not the case, it must have been 
counterbalanced by an antagonistic hormone secre- 
!ion. It is suggested that the adrenal glucocorti¬ 
coids played the part of this antagonistic hormone, 
exercising a preponderantly inhibitory action on 
die patient’s body growth by their catabolic or 
protein-antianabolic effect. This latter effect also 
ovored an increased production of carbohydrates 
wd their transformation into fats, which may e.x- 
plain the moderate but definite degree of obesity. 
The hypertension may have been attributable to 
the excess in mineral corticoids or may have de¬ 
pended on the hypersecretion of glycoprotein hor¬ 


mones. The occurrence of this viriligenic adrenal 
tumor in a female patient less than 10 years old 
is noteworthy. 

Staphylococcus Pneumonia in Childhood. J. Krin- 
gelbach and J- Winge. Ugesk. Ireger 120:143-150 
(Jan. 30) 1958 (In Danish) [Copenhagen]. 

Staphylococcus pneumonia occurs most frequent- 
h' during the first 3 months of life. The mortality' 
is considerable. Two main types are described: 
(1) an acute fulminating type, often fatal after a 
few days, and (2) a more prolonged and less ma¬ 
lignant form which does not react to sulfonamide 
preparations or penicillin. During the course of the 
latter type empyema or pneumotliorax develops, 
possibly with tension or pyopneumothorax. Roent¬ 
genologic examinations show infiltrations, frequent 
atelectases, and pneumatocele formation. The diag¬ 
nosis is suggested by the clinical course and may 
be verified by culture from the lungs or pleurae. 
Plasma-cell pneumonia is especially to be con¬ 
sidered in differential diagnosis. Treatment con¬ 
sists in administrarion of tetracycline preparations, 
use of oxygen, and gastric aspiration; pleural com¬ 
plications are treated surgically. Among the 228 
patients with pneumonia treated in the pediatric 
department of the Copenhagen County Hospital 
in Gentofte from 1955 to March, 1957, there were 
13 cases of staphylococcus pneumonia or empyema, 
11 of them in infants less than 1 year old. Of the 
6 deaths in the entire series, 3 occurred in infants 
less than 4 months of age. 

UROLOGY 

A Physiological Approach to Bladder Irrigation in 
Gross Hematuria. J. U. Schlegel, H. Jprgensen, A. 
McFadden and W. W. Scott. J. Urol. 79:224-229 
(Feb.) 1958 [Baltimore]. 

Bleeding from the urinary tract can create a 
problem in management, since clot formation may 
block an indwelling catheter or even a normal 
urethra. Gross hematuria is quite common after 
prostatectomy, and it is a frequent postoperatix'e 
procedure to use continuous or frequent bladder 
imgation to maintain the patency of an indwelling 
catheter by diluting the blood sufficiently to avoid 
clotting. Such a procedure has several disad¬ 
vantages. There is the danger of inducing an in¬ 
fection, accurate urine volume is hard to estimate 
due to the presence of a large amount of irrigation 
fluid, and frequent attendance to maintain the 
patency of the catheter is required. Many of these 
disadvantages could be overcome if a diuresis of 
sufficient volume could be established to maintain 
an internal irrigation. However, attempts to hydrate 
patients after surgery’, as well as during conditions 
involring pain, hemorrhage, and emotional dis- 
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hu bailees, will result in overhydration, witli re¬ 
tention of fluids, due to antidiuresis. It is known 
that during antiduresis tlie urine volume is di- 
lectJy related to the amount of solutes excreted. 
Urea is a solute which apjiarently is utilized rather 
passively by the kidney and which will be distrib¬ 
uted ci^enly over total body water, thus not causing 
any change in the compartmental disti'ibution. 

It had been shown by the (luthors that antidi- 
iircsis after surgery can be completely overcome 
by the administration of urea as a 4% solution. In 
this paper, they present a practical utilization of 
the basic physiological phenomenon of post-ti'au- 
matic antidiurcsis in 40 patients who had lieen-sub¬ 
jected to prostatectomy. They found that in pa¬ 
tients for whom 4% urea is added to infusion solu¬ 
tions of 5% dextrose in water, there is, in general, 
no change in the serum electrolytes, as compared 
with patients receiving approximately 2,000 cc. of 
intravenously administered fluids in the form of 
5% dextrose in water and no urea added. Tliis 
holds true even witli fluid intakes as high as 4,000 
cc, in the 24-hour period immediately after surgery. 
The administration of urea did not change the ex¬ 
cretion of sodium. The authors conclude that the 
addition of 4% urea to the standard dextro.se in¬ 
fusion makes possible the administration of large 
fluid volumes without the risk of water intoxication. 
The increased urinary outiiut tlius obtained ap¬ 
pears to be a valuable aid in the management of 
patients after suprapubic prostatectomy. Recentl)' 
the authors utilized the principles described in 
other cases of gross hematuria with equal success. 


J.A.M.A., May 24, 1955 


the equipment required is available in any hospital 
Several factors, such as the number of drops ^ 
minute, the elevation of the container for die im'. 
gating fluid, the threshold, and the position of the 
mscharge vessel, are variable and can be changed. 
Thus, the number of irrigations per hour may ranee 
from 3 to 20, and the amount of fluid per irrigation 
from 20 to 150 cc. The catheter must be of a large 
caliber in order to avoid leakage. Tlie author 
presents the history of an 8-year-old girl in whom 
tliis method of irrigation was used successfully. 
Irrigation was carried out during the first phase 
with 3% boric acid solution and later with G solu¬ 
tion, but the author believes that die choice of 
fluids was not decisive, Tliree to four irrigations 
were given per hour with from 30 to 40 cc. of fluid. 

The Hospital Urine Bottle and Bedpan as Reser¬ 
voirs of Infection by Pseudomonas Pyocyanea. 
J. W. McLeod. Lancet 1:394-397 (Feb. 22) 1958 
[London]. 

There is evidence that endemic persistence of 
Pseudomonas pyocyanea on surgical wards may 
be responsible for much of the infection of tins 
kind which often follows cadjeterization and op¬ 
erations on the urinary tract. Such infections have 
been reported in hospitals in many different parts 
of Britain. Certain wards, apparatus, and personnel 
of 3 hospitals in which Ps. pyocyanea infection liad 
been observed were systematically examined. Simi¬ 
lar investigations were also made, insofar as they 
were pertinent, in die laboratory in which the work 
was being done, to check the possibility that acd- 


Dissolution Treatment of Vesical Calculi by Means 
of Automatic Irrigation Device. P. O. Hdsli. Helvet. 
chir. acta 24:595-603 (Dec.) 1957 (In German) 
[Basel, Switzerland]. 

The author discusses die structure of urinary 
calculi and classifies them according to dieir com¬ 
position, taking into account certain clinical factors. 
He suggests that in some cases an attempt can be 
made to dissolve the calculi. Vesical stones, espe¬ 
cially the so-called struvit calculi, consisting chiefly 
of magnesium ammonium phosphate (or “triple 
phosphate”) may be treated by continuous irrigation. 
Poor results of attempts at dissolving calculi have 
been due mostly to technical difficulties. It is not 
easy to comply with the demand for an uninter¬ 
rupted, intensive, and prolonged contact behveen 
a constantly renewed irrigation fluid and the con¬ 
crement. Intermittent irrigation with a syringe is 
inadequate, and even the use of a double-barreled 
catheter with continuous irrigation will generally 
fail, because the stone is not sufficiently sur¬ 
rounded by the dissolving fluid. 

The author presents a diagram of an irrigating 
system constructed by him. It insures, with 
supervision, an antomatic ititerjnittent flow, an 


dental laboratory contamination might be respon¬ 
sible for some of the observations made. In each of 


the 3 hospitals thej'e was an outstanding type of Ps. 
pyocyanea sti'ain differing from those in the 2 
others, botli in its reactions to agglutinating senims 
and in its bacteriophage sensitivity. It appears that 
infections with Ps. pyocyanea are largely hospital 
infections. This bacterium easily adapts itself to 
the human urinary tract, especially in the presence 
of protein exudate such as must inevitably he 
present after operations on the bladder. It is not a 
commensal organism of the normal external geni¬ 
talia of the male and is'not therefore unavoidably 
introduced in such procedures as catheterization. 
It does not readily persist in the dry state and is 
only found in dust exposed to recent heavy con- 


nination. 1 • 1 t 

rhe apparatus in normal ward use in "'bicli 1 
1 most readily persist is the urine bottle and tiie 
dpan. Evidence was obtained that nurses an 
Jerlies required to empty and rinse unne j 
s and bedpans on urologic surgical wards 
witably infect their hands repeatedly with ^ 
ocyanea. Hence, they are a source of danger 
y patient whose bladder and drainage or * 
paratus they have to manipulate. It seems p 
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able that much of this infection could be avoided 
bv a proper use of antiseptics. This would involve 
storing in an antiseptic tank all urine bottles and 
bedpans not in use and issuing bottles for use only 
from such tanks. If there was in each bottle a 
residuum of antiseptic solution—about a fifth of the 
capacit}’ of tire bottle, it u’ould be sufficierrt to 
sterilize the bacteria e.vcreted by the patient even 
when diluted fourfold by urine. 

The sterilization of the feces by residual anti¬ 
septic in the bedpan is more difficult, but the dan¬ 
ger of infection from this vessel could be largely 
eliminated if 2 procedures were regularly followed. 
The first of tliese would be sterilization of the bed- 
pan, after cleansing, by a brief immersion in boil¬ 
ing water or a longer one in an antiseptic bath. 
The second would be that the nurse or the orderly 
handling bedpans should do so only when wearing 
rubber gloves; if the gloves, while still on the 
hands, w'ere cleansed under running water and then 
rinsed with alcohol or, better, an antiseptic solution 
before tliey were removed, the contamination of 
hands would be reduced to a minimum. Complete 
destmction of bacteria, such as Proteus organisms 
and Ps. pyocyanea, in a few minutes is not easily 
attained with any antiseptic. Elimination of infec¬ 
tion in all vessels used for the collection of e.vcreta 
should be assured by an efficient use of antiseptics, 
as described abo\’e. While some antiseptics are not 
bactericidal for Ps. pyocyanea, phenol (carbolic 
acid) in a 2% solution is adequate and cheap. 

OPHTHALMOLOGY 

Clinical and Etiologic Evaluation of an Epidemic 
of Keratoconjunctivitis. A. Kahan and I. Beladi. 
Ophthalmologica 135:79-87 (Feb.) 1958 (In Eng¬ 
lish) [Basel, Switzerland]. 

An epidemic of keratoconjunctivitis involved 
234 patients wdio were treated at the clinic of 
ophthalmology of the medical school of the Uni- 
versih' of Szeged, Hungary, between 1934 and 
1956. In the beginning of the epidemic, clinical 
manifestations consisted of multiple, grayish, sub- 
epitlielial lesions of the cornea, sometimes asso¬ 
ciated with a central epithelial defect and ac¬ 
companied by mild conjunctivitis but without 
adenopathy or any general symptoms; in some 
patients, these foci were located near the limbus, 
with engorged vessels and even writh the appear¬ 
ance of a small pannus. Most of the patients were 
mjddle-aged, being 35.3 years old on the average. 
From April, 1956, onward there was a change in 
the clinical aspect, and a conjunctivitis, charac¬ 
terized by many’ petechiae near the lid margin 
nnd associated with phary'ngitis and general sy'mp- 
toms, predominated. The patients were young 
people and children, the average age being 24.4 
years. In this aspect of the disease tlie coniea was 


involved only' in adults, but the disease was asso¬ 
ciated mth simultaneous herpes eruptions in chil¬ 
dren. From 2 patients with conjunctivitis, \’irus 
strains were isolated on HeLa-cell cultmres; these 
were identified as ty'pe 3 of the adenos'irus group, 
and specific neutralizing antibodies were found in 
the patients’ serums. The epidemic culminated in 
August-September, 1956; a chlorinated swimming 
pool was suspected as chiefly' contributing to the 
spreading of the disease. Jawetz’ hy’pothesis that 
the cases of conjunctivitis occurring in the out¬ 
breaks would be caused by' an adenovirus and that 
involvement of the cornea would occur only in 
patients mth coe.vistent herpes infection is sup¬ 
ported by some of the data reported by' the authors. 

Septic Retinitis Due to Candida Albicans. J. M. 
Van Buren. A. M. A. Arch. Path. 65:137-146 (Feb.) 
1958 [Chicago]. 

Mycotic infection of tlie ey'e bv any' route is 
rather rare, but there have been instances of con¬ 
junctival infection with Candida albicans. The 
present case was considered of interest because in 
a patient with a blood-stream infection with C. 
albicans a small retinal lesion resemhling a Roth 
spot appeared; at postmortem e.vamination this 
lesion was found to contain the hyphal elements 
of the yeast. The increase in recent y'ears in re¬ 
corded instances of systemic moniliasis suggests 
that further e.xamples will come to light. The pa¬ 
tient presented was a SS-year-old woman, in whom 
a diagnosis of multiple myeloma had been estab¬ 
lished 12 months previously. A retinal lesion was 
noted several months after C. albicans had been 
cultured from the vagina and the patient had had 
a mild but prolonged attack of enteritis. There was 
also a history' of recent head injury', and for an 
attack of pneumonitis the patient had been treated 
witlr penicillin and streptomycin. Later C. albicans 
was cultured from the urine, the blood, the throat, 
and the bone marrow. The retinal lesion at this 
time lay above the disk, about a disk diameter from 
its margin, and consisted of a rounded hemorrhagic 
area, the center of which was white. The lesion 
was apparently uninfluenced by the pattern of the 
nerv'e-fiber layer and was not in relationship to a 
blood vessel. In the next few day’s there was en¬ 
largement by inferior and lateral extension. It was 
suggested that this might be a local C. albicans 
colony' in the retina. Therapy' with nystatin (Myco- 
statin) was cautiously attempted, but the patient 
proved intolerant to the medication. The patients 
subsequent course was complicated by femoral 
thrombophlebitis and continued pneumonitis. Death 
preceded by an acute substemal pain occurred a 
montli after the discovery of the retinal lesion. 

Microscopic studies on tlie eyes during tlie post¬ 
mortem examination indicated that the major reti¬ 
nal lesion had eWdently taken origin in the ner\-e- 
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fiber laj’er, and hypha] and budding forms of the 
yeast wore demonstrated in one lesion. An addi¬ 
tional type of retinal lesion was seen in whicli 
there was little, if any, evidence of inflammatory 
reaction. Two types of retinal lesions have been 
found, both in the present case and in previous 
cases of bacillary septicemia and embolism. Both 
types of lesions arise in the nerve-fiber layer, but 
the reason for the apparently e.vclusive origin in 
the ner\'e-fiber layer is not clear. One type of le¬ 
sion is frankly inflammatory and seems adequately 
e.vplained as a result of a septic embolus. The 
second type, perhaps more properly termed a Roth 
spot, is a more localized lesion, the response to 
which is predominantly noninflammatory. Difli- 
culties are pointed out in accepting the latter le¬ 
sion as being due to embolism, infarction, or vjiri- 
cose axonal degeneration of the retinal ganglion 
cells. 

OTOLARYNGOLOGY 

Deafness Following Mumps, G. E^'erberg. Acta 
oto-laryng. 48:397-403 (Nov.-Dee.) 1957 (In Eng¬ 
lish) [Stockholm]. 

The author reports on 112 children and adoles¬ 
cents, with total deafness in one ear and clinically 
normal hearing in the other, who were studied at 
the ear clinic of the City Ho.spital in Copenhagen. 
Sixty-five of these patients had a history of mumps. 
In 44 the mumps had occurred before the deafness 
was recognized, but in only 5 could the deafness 
be reasonably attributed to mumps. These 5 cases 
of deafness due to mmnps were detected among 
a population of 185,000 examined over a period of 
10 years. Within the same period and within the 
same area, no case of bilateral deafness was found 
after mumps. Half of this population had a history 
of mumps, and, therefore, the frequency of deaf¬ 
ness as a complication to mumps may be estimated 
to be about 0.05 per thousand. A review of the 
literature has revealed that 80% of all cases of deaf¬ 
ness due to mumps may be estimated to be uni¬ 
lateral. 

Malignant Melanoma in Rhinopharynx and Nasal 
Cavity. B. W. Walther. Nord. med. 59.T45-147 (Jan. 
23) 1958 (In Danish) [Stockholm]. 

Malignant melanoma in the rhinopharynx and 
the nasal cavity has not often been described in 
Scandinavian literature. The diagnosis, while sim¬ 
ple, is frequently not made primarily. Usually evul¬ 
sion of nasal polypi is done several times without 
suspicion of malignancy. On pathanatomic exarni- 
nation because of rapid recurrence, sometimes with 
black-colored tumor masses, nosebleed, headache, 
and metastases, malignant melanoma is diagnosed. 
Most authors recommend routine patlianatomic 
diagnosis of all nasal polypi. Urine reaction to 
melanogen does not, as a rule, become positi 
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until there are large tumor masses and extensive 
metestases. As radical an excision as possible re- 
gardless of postoperative cosmetic defects with 
electrocoagulation as supportive-technical help is 
the only form of therapy which, applied at’an 
early stage, offers the possibility of recovery. Kadio- 
therapy and radioactive substances are only pallia¬ 
tive. The prognosis is poor; about 5% of the pa¬ 
tients are expected to survive from 2 to 5 years. 
However, with today’s improved technique and 
ladical excision at an early stage, improvement iu 
■ the prognosis may be looked for. The personal case 
reported was that of a farmer, aged 60 years, who 
had been treated several times from 1947 on for 
chronic hypertrophic rhinitis, deviation of the 
septum, and rapidly recurring nasal polypi. Path- 
anatomic diagnosis of malignant melanoma was 
made in 1948. The melanoma was treated by elec- 
ti-ocoagulatfon and excision. The patient’s condi¬ 
tion remained remarkably good except for repeated 
local recurrences that were treated by palliative 
electrocoagulation. Operation for acute ileus in 
1953 revealed invagination of tire small intestine 
due to metastasis from the rhinopharynx melanoma. 
A year later metastasis to the liver was palpated. 
After the establishment of the malignant melanoma, 
the patient lived more tlian 6 years and continued 
to do light farm work until a few months before 
his death. He lived IS months after the first sign 
of distant metastasis, 

584 Foreign Bodies Removed from the Esopliagus; 
A Statistical Study. E. S. Ray and P. P. Vinson. 
Virginia M. Month. 85:61-64 (Feb.) 1958 [Rich¬ 
mond]. 

In the course of 20 years the authors directed 
the treatment of 933 patients who had foreign 
bodies in tire air or food passages. This report is 
concerned with the 584 in whom the foreign body 
was in the esophagus. Contrary to the genera! be¬ 
lief, foreign bodies are found in the esophagus 
more frequently in adults than in children. Of the 
patients whose records were reviewed, 269 were 
under 10 years of age, while 315 were 10 years of 
age or older. The youngest patient was 2 months 
old, and the oldest was 94 years. The absence of 
teeth is a major factor in the impaction of a foreigii 
body in the esophagus. In adults inadequate masti¬ 
cation and the loss of sensation in the mouth that 
results from ai'tificial dentures.is responsible or 
bones and meat sticking in the esophagus, Dento s 
should warn all patients, when they are 
with partial or complete dentures, of this hazar 
and should explain Aat care should be taken in 
preparation and mastication of food. This apph 
parficularly to chops, hash, and espjcml ) J 
chicken served fi la king, in a salad, and m * 

The anth s also take issue witli ^ 

vable dentures, complete or 


ecor 
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partial, be left in a patients mouth during sleep. 
Several of the patients swallowed dentures while, 
they were asleep. 

Foreign bodies most frequently lodge in the 
upper third of tire esophagus. Painful deglutition 
and obstruetion to passage of food tlirough the 
esophagus are the most frequent symiptoms. The 
majority of foreign' bodies are not revealed by 
roentgenoscopy, and diagnosis must be made from 
histor)' and esophagoscopy. W^ien a foreign body 
that is nonopaque to x-rays is suspected in the 
esophagus, barium should not be used as a contrast 
medium in localization, but iodized oil may be 
employed. Esophagoscopic examination should be 
made without delay. General anesthesia increases 
the comfort and safeW of instrumentation. Pre¬ 
existing lesions in the esophagus are frequently re¬ 
sponsible for lodgment of a foreign body, especially 
in die lower third of the organ. \^dienever a foreign 
body is encountered in this location, the esophagus 
should be thoroughly examined after removal. Im¬ 
paction of a foreign body, especially a bolus of 
meat, at the site of a prexdously existing stricture 
may further compromise an already reduced blood 
supply and may result in necrosis and rupture of 
the wall of the esophagus. Dilation of a stricture 
. should be deferred for at least a month after re- 
moval of a foreign body to permit healing of ulcera¬ 
tion and reestablishment of circulation. A foreign 
body that passes through the esophagus xxnll usual- 
ly continue through the gastrointestinal tract and 
be e.\pelled spontaneously. Occasionally passage 
through the stomach is delayed, but surgical re¬ 
moval is seldom necessary. 

Bronchoscopy in Hemoptysis. F, O. Segarra. New 
England J. Med. 258:167-170 Qan. 2.3) 1958 
[Boston]. 

The correlation between hemoptysis, roentgeno¬ 
logic picture, and bronchoscopy was studied in 675 
patients presenting hemoptysis and abnormal chest 
films. With the aid of bronchoscopy, the lesion 
responsible for hemoptysis xvas discovered in 498 
cases (73%). Among the patients with a positive 
bronchoscopic diagnosis, bronchial cancer xvas 
present in 39%, bronchitis in 25%, and endobron¬ 
chial lesions produced by peribronchial Ixunph-node 
calcification in 15%. There is no characteristic 
roentgenologic picture to give one an indication 
of the bronchopulmonary disease responsible for 
Ibe hemoptx'sis, with the exception of the peri- 
, bronchial IxTui^h-node calcification and the pul¬ 
monary retractions, in xx'hich bronchoscopy reaches 
the highest figures of positivity^. Formerly, when 
1 the x-ray study' failed to gix'e an answer, the prob¬ 
lem could be explained by' tire assumption of the 
existence of bleeding in the lary’ux or the phary'nx. 
Tile present study shows that this xiexx' is no longer 
tenable. The usefulness of the bronchoscopic 
' method stands out clearly' if one considers tliat in 


73% of all the cases of hemoptysis, regardless of 
xx'hether or not they' were associated xxith roent¬ 
genologic abnormalities, it xvas possible to localize 
the bleeding point in the bronchi. The routine per¬ 
formance of bronchoscopy in patients xx’ho have 
expectorated blood is advised regardless of the re¬ 
sults of roentgenologic examination. 

THERAPEUTICS 

Arterial Emboh'sm Occiuring During Systemic 
Heparin Therapy. R. E. Weismann and R. W. To¬ 
bin. A. M. A. Arch. Surg. 76:219-227 (Feb.) 1958 
[Chicago]. 

Heparin is considered to be a x'aluable and effec¬ 
tive anticoagulant agent. During recent y'ears, con¬ 
comitant xvith a more aggressive medical and sur¬ 
gical management of the x'arious x'ascular disorders, 
the authors observed and treated a number of pa¬ 
tients xx'ho suffered major arterial embolism xx’hile 
receiving heparin. The increasing frequency' of this 
complication induced them to study this phenome¬ 
non. They' present 10 patients in xx’hom 1 or more 
emboli occurred during the sy'stemic administra¬ 
tion of therapeutic doses of heparin. In some pa¬ 
tients the embolization nullified an apparently' sat¬ 
isfactory result of the initial medical or siu'gical 
treatment. Embolectomy xx'as performed in all pa¬ 
tients. Clinical and autopsy studies suggested that 
all patients had occult friable aortic Arombi, in 
X'arious states of unstable organization, xx’hich xvere 
not suspected or recognized prior to the sudden 
dramatic peripheral occlusion. The embolizations 
obserx’ed in these 10 patients xvere from the aortic 
xvall and xvere precipitated by' some unknoxx'n local 
effect of systemic heparinization. The gross and 
microscopic characteristics of the emboli collected 
at operation xvere the same in all cases in this 
group. Arterial embolism must be considered a 
possible complication of x'igorous heparin therapy' 
in those persons xx’ith preexisting aortic thrombi. 

Acetazolamide in the Treatment of Chronic Cor 
Pulmonale. P. Longo. -Minerx'a med. 49:84-91 (Jan. 
LS) 1958 (In Italian) [Turin, Italy']. 

Sixteen hospitalized male patients xx'itb cor pul¬ 
monale received acetazolamide therapy, supple¬ 
mented by the administration of nicotinic acid, 
antibiotics, and digitalis or strophanthus. The 
bronchopulmonary disorders xx-ere mostly of em¬ 
physematous and, in some instances, of sclerotic or 
pneiunoconiotic ty'pes. At admission tlie patients 
had cyanosis, hepatomegaly, distended neck veins, 
and edema. Acetazolamide xx-as given in the form 
of tablets in daily dosage of 500 mg. dixided into 2 
equal doses during the first 3 days; the dosage xx-as 
reduced by one-half during tlje succeeding 5 to 10 
days. After a short drug-free period, the^ therapy 
was resumed in daily dosage of 2.50 me. 
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or strong, and an assessment is made ])y examining 
400 consmitive neutrophil polymorplmnudear leu¬ 
kocytes. The percentage of cells with phosphatase 
activify was ascertained in 50 healthy persons, 50 
patients with chronic myeloid leukemia, 50 patients 
with polycythemia vera, and 17 patients with leu- 
kemoid reactions. It was found that in chronic mye¬ 
loid leukemia and acute neutrophil leukemia the 
alkaline phosphatase activity is reduced or absent. 

In leukemoid reactions due to Hodgkin’s disea.s'e, 
mj'clofibrosis, reticulosarcoma, carcinomatosis, poly- 
cytheinia vera, hemolytic anemia, and tuberculosis, 
high levels of alkaline phosphatase were found in 
the leukocytes. The amount of alkaline phosphatase 
in the leukocytes appears to be regulated by the 
pituitary-adrenal axis. In complete remis.sion in 2 
cases of acute lymphatic leukemia tliat followed 
cortisone therapy, in spite of the apparent normal¬ 
ity of the white blood cells, the phosphatase levels 
were high and remained so until the leukemia re¬ 
lapsed. Tile determination of alkaline phosphatase 
in the leukocytes is at present the best, and often 
the only, means of disHnguishing between myeloid 
leukemia and leukemoid reactions involving the 
mvehid series of cells. 


J.A.M.A., May 24, }93s 


tis in 1 patient, tliat there was bilateral orcliitis in I 
patients suggesting severe damage to the testes 
and that in 1 patient tlie tumor occurred in the testis 
tliat was most severely damaged by the orchitis 
justity the discussion of a possible causal relaUon- 
ship between mumps orchitis and the occurrence of 
the tumor in these 5 patients. A direct relationship 
between the 2 diseases is less convincing only in 
the patient with the 20-year interval between die 
mumps orchitis and the occurrence of the tumor 
in the contralateral testis. It is well known that 
atrophic testes may become involved more fre¬ 
quently by a tumor than normal testes. A hormonal 
influence or disturbance is necessary for the ex¬ 
perimental production of testicular tumors. Post- 
orchitic atrophy with hormonal imbalance must, 
therefore, be regarded as a possible tumor-inducing 
factor, and it appears possible tliat mumps orchitis 
may have a tumor-inducing effect. 


RADIOLOGY 

Roentgen Manifestations of Torulosis (Cryptococ¬ 
cosis). J. N. Wolfe and G. Jacobson. Am. J. Eoent- 
genol. 79:216-227 (Feb.) 1957 [Springfield. Ill.]. 


Malignant Testicular Tumours Following Mumps 
Orchitis. J. C. Giertsen. Acta path, et microbiol. 
.scandinav. 42:7-14 (No. 1) 1958 (In English) 
[Copenhagen]. 

fn the case of 120 patients with malignant tumors 
of the testes, wlio were operated on at the Univer¬ 
sity Hospital in Bergen, Norway, the surgical speci¬ 
mens were studied in the department of patliology, 
and in 5 of these patients a preceding mumps orchi¬ 
tis was revealed by the clinical records, represent¬ 
ing an incidence of 4%. In addition, there was a 6th 
patient, a 51-year-old man, with a malignant tumor 
of the right testis after mumps orchitis, who had 
been operated on at another hospital and whose 
surgical specimen was referred to the author for 
pathological examination. These 6 patients were be¬ 
tween the ages of 18 and 51 )'ears at tlie time of tlie 
mumps orchitis, and the interval between the 
mumps ’orchitis and the clinical appearance of the 
tumor varied from 8 to 26 months, except for 1 pa¬ 
tient in whom this interval was 20 years. The right 
testis or both testes were affected by the mumps 
orchitis; the tumor occurred in the right testis, e.x- 
cept for the patient with the long interval between 
the mumps orchitis and the occurrence of the tu¬ 
mor, in whom the left testis was involved by the 
tumor. The type of tumor was embryonal carcinoma 
in i patient, seminoma in 3 patients, and chorioepi- 
thelioma in 2 patients. 

The average interval of 19 months between 
mumps orchitis and the clinical appearance of the 
tumor in 5 of the 6 patients was strikingly short 
and compatible with a causal relationship between 
the 2 diseases. The facts that the tumor occurred 
in the same testis which was affected by the orchi- 


Torula histolytica (Cryptococcus neoformans) is 
a fungus of world-wide distribution. It is usually a 
sapropliyte, but as a pathogen it is more frequent 
than commonly supposed, as indicated by the cases 
of 21 patients seen at the Los Angeles County 
Hospital between 1945 and 1956. Seven of the 21 
cases analyzed in this paper are described in detail. 
The epidemiology, mycology, and pathology of 
torulosis are reviewed briefly. There are no char¬ 
acteristic clinical features of the disease, and the 
diagnosis can be made only by recovery of tlie or¬ 
ganism. The disease may be rapidly fatal or exist 
for pei'iods of 12 to 15 years. Nine patients had pul¬ 
monary lesions which were nonspecific in appear¬ 
ance, ranging from segmental infiltrations to dis¬ 
crete mass lesions indistinguishable from primary 
or metastatic neoplasms. Both cavitation and medi¬ 
astinal lymphadenopatliy may be present. There 
were 3 patients with osseous lesions, consisting of a 
limited area of bone destruction with slight perios¬ 
teal reaction. Six of the patients are living, 3 with¬ 
out evidence of disease. Pulmonary resection was 
performed in 2 of these 3 patients, and a hone le¬ 
sion was curetted in the tliird. 


jtastatic Lesions to the Large Intestine. R. 'S ' 
d N. duV. Tapley. Radiology 70:222-2-9 (Fe > 
58 [Syracuse, N. Y.j. 

rhe authors report roentgenologic find‘"Ss j 
m and 23 women, between 32 and 85 ,, 

3 with metastatic lesions affecting the 
i lesions were intra-abdominal or pelvic ’ 

;ept for those in 2 patients who bad 
dary to cancer of the breast and 1 
d a lesion secon-'*^’-^ to .ouamoiis-cell carcino . 
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of the leg. Two patients had had a primary malig¬ 
nant neoplasm of the large intestine, blit the history' 
and the surgical and pathological findings indicated 
that the newly discovered lesions were not addi¬ 
tional primari' carcinomas but were truly metastatic 
in bpe. 

Eleven of the 30 patients had at least 2 defects 
sho\vn by the roentgenograms, and 5 of these had 3 
or more defects. Although primary carcinoma of 
file large intestine can be multicentric, this is not 
tnie of as high a percentage of patients as in the 
authors’ study. There were 17 patients in whom the 
lesions were of annular ti'pe but in whom the tj'pical 
shebang aspect of primary carcinoma was absent. 
Instead of presenting an abrupt transition between 
normal and affected intestinal wall, the e.xtremities 
of the defects were tapered or conical. There was 
incomplete distensibiliti' of the intestine, but con- 
tractilit)' still remained. The roentgenoscopist fre¬ 
quently reported the presence of “spasm” or “irrit- 
ahilit)” in these areas. In areas of narrowing, both 
concentric and eccentric shadows were seen. Uni¬ 
lateral defects were noted in 11 patients. Marginal 
serrations in unilateral defects were noted in 6 pa¬ 
tients and were interpreted as a neurogenic res¬ 
ponse to the presence of a contiguous mass in the 
mesentery. 

The term “encapsulation” was coined for abnor¬ 
malities consisting of trapping or enclosure of large 
portions of the colon in a sheath not normal to the 
part. In other patients, the contours of the intestine 
were of a lobulated character. There were only 2 
patients with complete obstruction, but partial ob¬ 
struction to the retrograde flow of the barium mix¬ 
ture was observed in 9 patients. Abnormal fixation 
in position of segments of the colon as a result of 
extrinsic pressure was observed in 15 patients; ang¬ 
ular distortion or kinking proximally was found on¬ 
ly occasionally. Assessments of the appearance of 
the mucosa were not easy. There were patients in 
whom the folds were obviously not destroyed at 
least in the tapered extremities of the deformity, 
and there were others with obvious abnormality of 
the mucosa, but the alterations were considered in¬ 
sufficient, in relation to the length of the area of in¬ 
volvement, to represent primary carcinoma. These 
roentgenologic features of patients in whom meta¬ 
static carcinoma affected the large intestine permit 
the conclusion that tire roentgenologist can offer 
such a diagnosis with a high degree of confidence. 

Roentgen Diagnosis of Pericardial Effusion: New 
Angiocardiographie Obserxmtions. I. Steinberg, H. 
y. von Gal and N. Finby. Am. J. Roentgenol. 
79:321-332 (Feb.) 1958 [Springfield, Ill.]. 

Thirty patients with pericardial effusion, studied 
by angiocardiography, form the basis of this report. 
They represent a selected series, because angio¬ 
cardiography wms utilized only in those patients in 
whom pericardial fluid wms not clearly recognized 


and the differential diagnoses had to consider a 
dilated or an enlarged heart, a mediastinal tumor, 
or a pericardial tumor. In every instance, tlie char¬ 
acteristic feature of pericardial efifusion, a heart 
surrounded by fluid, w'as demonstrated in frontal 
viewa In the lateral projection, howmver, the peri¬ 
cardial fluid wms abvaj^s anterior, retrosternal, and 
infracardiac, causing backward displacement of the 
heart It seems that small amounts of pericardia! 
fluid first accumulate below' the heart The fluid 
extends anteriorly and then appears along the lat¬ 
eral borders of the heart w'ith consequent “straight¬ 
ening.” When massive pericardial effusions occur, 
the lateral pericardial recesses behave ver}' much 
like w'ater w'ings and extend laterally. These lateral 
pouches may fill asymmetrically, simulating peri¬ 
cardial or mediastinal masses. It is recommended 
that the anterior or infracardiac approach be used 
for pericardial paracentesis so as to avoid traversing 
the lung. Angiocardiography is recommended for 
diagnosis of pericardial effusions in problem cases. 
This method is preferred to diagnostic pericardial 
paracentesis, because enlarged and dilated hearts 
are easily lacerated. The increasing use of surgery 
for treatment and biopsy of the pericardium in peri¬ 
cardial effusions also makes preoperative diagnosis 
imperative. 

BIOCHEmSTRY 

Studies of One-Carbon Metabolism in Man, L. D. 
Goodxvin and J. M. Kinney. J. Biol. Chem. 230:487- 
496 (Jan.) 1958 [Baltimore]. 

In an attempt to compare the fate of preformed 
methyl groups w'ith the fate of a compound chemi¬ 
cally similar, and metabolically closely related, to 
1-carbon intermediates, 2 men, 1 of w’hom was 
70 years old w’ith osteosarcoma and the other 
69 years old with thyroid carcinoma, W'ere given 
200 /ic of L-methionine-C“H:i (256 and 211 mg. 
of amino acid), and a third patient, a 41-\'ear-old 
man w'ith lipomatosis, w'as given 200 ^c of sodium 
formate-C'* (13 mg.). The 3 patients w’ere hos¬ 
pitalized in the metabolic ward of the James Ew'ing 
Hospital unit of Memorial Center in New' York; 
they W'ere in good general condition, ambulatory', 
and W'ere receiving the regular hospital diet. After 
ingestion of the labeled compounds, tlie isotope 
appeared rapidly in respiratory' carbon dioxide and 
urea, in uric acid and creatinine, and in the amino 
acids of plasma protein. Amino acids w'ere iso¬ 
lated by ion exchange chromatography from total 
jarotein samples, and creatinine w'as obtained from 
serial urines. Of the 17 amino acids isolated, me- 
tliionine, serine, cy'Stine, alanine, glutamic and 
aspartic acids, glycine, and arginine displayed sig¬ 
nificant radioactivity. The interrelations represented 
by these and otlier compounds e.xamined, involv¬ 
ing 1-carbon and amino acid metabolism, have 
been discussed; in general, the pathways indicated 
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in man are consistent with those already established 
in mammalian studies. Evidence is presented for 
the occurrence of methyl synthesis in man. The 
J-carbon intermediates derived from methionine 
mid lormate are readily incorporated into serine, 
liie Jabehng of creatinine provides further evi¬ 
dence of Iransmethylab'on as a physiological process 
in man. 


Rcspii'alion of Human Skin: Normal Values, Patho- 
• logical Changes and Effect of Certain Agents on 
Oxygen Uptake. E. Leibsohn, B. Appel, W. C. 
Ullrick and kJ. J. Tj'c. J. Invest. Dermat. 30:1-8 
(Jan.) 195S [Baltimore]. 

Tile aim of the studies described was to estab¬ 
lish the mean energy requirements of human skin, 
i ’directly, as measured by the oxygen absorption. 
The requirements of the epidermis were differen¬ 
tiated from those of the whole skin, and these 
vaUics were related to the energy requirements 
of other organs of the body and of the body as a 
whole. Biopsi’ specimens of human skin, taken 
without the patients being under anestliesia, from 
about 7.5 cm. below the shoulder, on the lateral 
aspect of the arm of individuals of varying age, 
se.x, and race, were used in the study for normal 
I’alues. Pathological skin specimens were obtained , 
from patients at the site of active lesions. War- 
burn’s technique'was used for the respiratory meas¬ 
urements. The studies involved mechanical separa- 
■ tion of tlie epidermis from most of the dermis and 
calculating the respiration of the pure epidermis. 
In 22 biopsy specimens of normal skin, the mean 
Qoa (rate of oxygen consumption in microliters 
per hour per milligram of tissue) for the dermis 
was 0.49 ± 0.12. The calculated in 16 speci¬ 
mens for the pure epidermis was 4.53 ± 1.39. The 
epidermal-dermal difference was highly significant 
statistically. It was estimated that the skin requires 
7% of the normal, resting, total body oxygen con¬ 
sumption: 4% for the epidermis, 8% for the dermis. 
In terms of heat production this represents 2.04 
and 2.64 calories per hour for the dermis and the 
epidermis, respectively, or 4.68 calories per hour 
for the skin as a whole. 

The data obtained show that a large degree of 
variation exists among the individual values for 
dermal and epidermal respiratory rates and is evi¬ 
denced in the rather large standard errors. This in 
itself may prove to be of interest. Part of the large 
variability in the data is probably due to the fact 
that human material is much more heterogenous 
than is animal tissue. The age, sex, race, etc., of 
the individuals from whom the biopsy specimens 
were taken may contribute to the scatter in the 
results. In spite of the large variation in the indi¬ 
vidual results, the respiration of epidermis is higher 
statistically than the respiration of dermis. This is 
understandable; one would expect the epidermis 


J.A.M.A., May 24, IS5S 

to be more active metabolically than the dermk 
because of its functions of cell division and growth 
No general statement can be made on the patbo 
logical skin specimens, because the studies are still 
m the preliminary stage. 

Utilization by the Human Organism of Peptides of 
Bovine Blood Protein Hydrolyzate. K. Raczyhslva- 
Bojanovvska and 1. Chmielewska. Bull. Acad; polok 
Sc. 6:1-6 (No. 1) 1958 (In English) [Warsaw Po. 
land]. ' ' ’ 

Fifteen patients who had been operated on for 
pstric ulcers and 3 healthy persons were studied 
in an attempt to ascertain which bovine blood 
protein hydrolyzate, the one with large or the 
one with a small peptide content, when intra¬ 
venously administered, is more valuable for tlie 
human organism. Preparations of varying peptide 
content were obtained as a result of different con¬ 
ditions of proteolysis. The peptide amino nitrogen 
content varied from 15 to 41% of total amino nitro¬ 
gen, i. e., from 0.8 to 2.3 Gm. of amino nitrogen 
bound in peptide bonds per 1,000 cc. of 7% hydro¬ 
lyzate. Seven of the 15 patients operated on for 
gastric ulcer received the usual light hospital diet 
and 3,500 to 10,500 cc. of the hydrolyzate admin¬ 
istered intravenously after the operation; the other 
8 patients did not receive the hydrolyzate after 
the operation. The 3 healthy persons received a 
full caloric nonnitrogen carbohydrate and fat diet 
and, in addition, 1 liter of the hydrolyzate admin¬ 
istered intravenously. 

Determinations of amino nitmgen in free and 
bound amino acids excreted in the urine by the 
patients with gastric ulcers before and after the 
operation showed that the operation alone in¬ 
creased the excretion of amino nitrogen of free 
and bound amino acids from IVz to 6 times, the 
increase being greater in the case of bound amino 
acids. The administration of the hydro))'zate in¬ 
creased further the amount of both free and bouml 
excreted amino acids. There was, however, neither 
proportionality nor positive relationship bePveen 
the amount of bound amino acids given in the 
hydrolyzate and those excreted in the urine b) 
the patients operated on. Tlie amount of excreted 
amino nitrogen of bound amino acids is more or 
less the same and depends neither on the amount 
administered nor on the type of the hydrolyzate- 
Thus, a great part of peptides given m ^be iff- 
drolyzate of high-peptide content are metabolizec 
by the human organism. It follows then tiiat t e 
hydrolyzate of high-peptide content is at least as 
valuable as the hydrolyzate of low-peptide con¬ 
tent. The results obtained in the healthy persons 
were in agreement with those obtained in t e pa 
tients in proving that a considerable ° 
hydrolyzate peptides is metabolized by the 
organism. 
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Office Gastroentcrolog)'. By Albert F. R. Andrcsen, M.D., 
Attending Physician, Long Island College Hospital, Broolc- 

.. l)n. Cloth. S14. Pp. 707, with 110 illustrations. \\'. B. Saund- 

■ ers Company, 218 W. M'ashington Sq., Philadelphia 5; 
7 Crape St., Shaftesbury Ave., London, \V. C. 2, England, 
193S. 

This monograph, based on the personal e.xperi- 
ence of the author, should be of primar)' interest 

■ and value to the general iiractitioner and internist. 
.•\lthough the material is well organized and covers 
the specialtt', depth is occasionally sacrificed for 
brevity and perspective is occasionally distorted in 
an attempt to present personal view's with sincerity 
and integritv'. An example is tlie author’s emphasis 
that allergy is largely responsible for the exceed¬ 
ingly v'ariable gastrointestinal sy'mptoms, so often 
more conventional!)’ attributed to functional gas¬ 
trointestinal disorders. Another example is the au¬ 
thor’s belief in the value of the eradication of foci 

- of infection in the prevention and relief of peptic 
ulcers. The first section consists of a plan of attack 
on gastrointestinal disease. This deals with the 
fundamentals of history taking, physical examina¬ 
tion, and general physiology as a springboard for 
treatment. Other sections deal with the various dis¬ 
eases of the gastrointestinal tract, tlieir symptoms, 
diagnosis, and treatment. Especially in this section, 
the scarcity of good illustrations and the singular 

, approach to therapy are most obv'ious. The inter- 

. dependence of gastrointestinal symptoms with those 
of the cardiorespiratory and genitourinar)' systems 

- is included. The treatment of diseases of the he¬ 
patic and biliary systems is adequate. The material is 

■ up to date and timely and includes words of caution 
on evaluating anticholinergics, corticosteroids, tran¬ 
quilizers, and antibiotics. The author has presented 
physicians of all interests with a highly readable 
and inclusive book on gastroenterology. Altliough 
liis work has confessed limitations, it represents the 
oxperiehce of one w'ho is highly respected in this 
field. 

Medical World of the Eighteenth Centur>’. By Le.ster S. 
mg, M.D. Clotli. S5.75. Pp. 346, with illustrations. Uni- 

. of Chicago Press, 5750 EUis Ave., Chicago 37; Cam- 

ndge Unir'ersity Press, Bentley House, 200 Euston Rd., 
London, N. W. 1, England; University of Toronto Press, 
'oronfo 5, Canada, 1958. 

. ^^ook on any phase of the history of medicine is 
likely to be doubly interesting, because there is in¬ 
trinsic fascination in the doings of humanity in the 

' Su^''*** Look rc\ie\vs h.l\c been prepnred by competent authoriUes 
^ not represent the opinions of anv medical or other organization 
unless specifically so staled. 


past and because the reader might thereby be en¬ 
abled to spare himself a repetition of old mistakes. 
Focused on die medicine of the 1700’s, this book 
gives some startling descriptions of life in an age 
when physicians had no thermometers, their w’atches 
had no second hands, surgeons had no anesdietics, 
and their patients had only die most rudimentarv' 
ideas of cleanliness. It traces the slow' progress of 
medical science in that century', through innumera¬ 
ble contributions, large and small, but especially 
diose of Hermann Boerhaave. It also traces the de- 
v'clopment of medical ethics and medical organiza¬ 
tions through innumerable conflicts of specialty' 
with specialty and of one profession w'ith another. 
The text is made readable by' the author’s clear, un¬ 
affected sty'le and by his choice of a wealth of v'iv'id 
detail. The work is carefully documented, annotated, 
and indexed. Tlie printing is flawless and the make¬ 
up attractive. This book is recommended to every¬ 
one who is interested in the continued progress of 
medicine both as a science and as a profession. 

Digitalis. Compiled and edited by E. Grey Diamond, 
M.D., Professor and Chairman, Department of Medicine, 
University of Kansas Medical Center, Kansas City. Clotli. $7. 
Pp. 255, with illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, III., Blackwell Scien¬ 
tific Publications, Ltd., 24-25 Broad St., Ovford, England; 
Byerson Press, 299 Queen St, W., Toronto 2B, Canada, 1957. 

This book consists of a collhbtion of papers pre¬ 
sented at the University' of Kansas Medical School 
during a two-day symposium in February, 1956. 
Several additional papers on the history' and meta¬ 
bolic fate of digitalis are also included. Since digi¬ 
talis is currently’ the most frequently' used, and 
probably' misused, therapeutic agent for the relief 
of cardiac decompensation, the editor should be 
commended for making a rev'iew’ of this nature 
on this drug av'ailable to tile medical profession. 
The v’alue of tliis volume is somew'hat lessened by' 
the unev’en quality' of some of the papers. For ex¬ 
ample, the chapter on the pharmacological basis 
of action pales by comparison with the more thor¬ 
ough presentation of material in the following sec¬ 
tions on the physiological actions, tlie metaboh'c 
fate, and the tlierapeutic applications of digitalis 
and its glucosides. The absence of a bihliographv 
in sev'cral papers is unfortunate. There is a par¬ 
ticularly interesting chapter on the auricular ar- 
rhy'thmias caused by digitalis overdosage. It is dis¬ 
appointing that a discussion of the treatment of 
the auricular arrhythmias is not included. Tlie book 
is well indexed and typographically and otherwise 
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pleasant]}^ readable. Perhaps the most stimulating 
poihon of this volume is tlie panel discussion. The 
editor acting as moderator, encouraged a clarifica¬ 
tion o[ certain controversial statements made by 
some of tlie contributors. Here the greater thera¬ 
peutic range for gitalin, advocated by Batterman, 
and the safety of the acet}'l strophanthidin test by 
Lown were placed in a more proper perspective. 
Although this book is not without faults, it affords 
an e.vcellent review^ of the subject, representing an 
c.vtensive assemblage of information and experi¬ 
ence witli digitalis. It should be a useful and pro- 
\’ocati\'c source book for the practitioner and die 
student interested in the pharmacology and clinical 
use of digitalis. 


Ilumnn Blood Coagulation and Its Disorders. By Bo.se- 
mary Bigg.s’, B.Sc., Ph.D., M.D., Graduate As.sistant in De- 
parlinont of Pathology, findeJiffe Infirmary, Oxford, and 
II. G, M.icfarlane, M.A., M.D., F.R.S., Clinical Pathologist to 
Radcliife Jnfinnar}'. Second edition. Cloth. $8.50. Pp. 476, 
witlj 53 iiivistrations. Charles C Tliomas, Pubhsher, 301-327 
E. Lawrence Avc., Springfield, Ill.; Blacku'ell Scientific 
Ihdilic.Uions, 24-25 Broad St., O.sford, England; Ryerson 
Press, 299 Queen St., W., Toronto 2B, Canada, 1957. 


J.A.M.A., May 24, 

Wise natural course of events, manv suicides can 
be prevented. Suicide ranks among'the first 10 in 
the list of causes of death in the United States 
and, as such, it is of great importance to the physi¬ 
cian. Since suicide affects society in many ways 
the contributors to this volume are concerned witli 
the cultural, sociological, legal, medical, and psy¬ 
chological aspects of the problem. This book, there¬ 
fore, is a searching survey, not a definitive evalua¬ 
tion, and its value lies in this fact. Part 1, in 
addition to describing an experimental approach 
to the psychological aspects of suicide, deals witli 
theoretical considerations. There are five chapters 
on the meaning of suicide as seen from as many 
viewpoints.' Three chapters broaden the genera! 
discussion with their focus on the religious, legal, 
and sociological implications of this problem. The 
nine chapters in part 2 illustrate clinical aspects 
of suicide, including brief descriptions of tlie psy¬ 
chotherapy of suicidal patients and some pertinent 
suggestions for suicide prevention. The papers are 
slanted more to the ps 3 'chiatrist than to the general 
practitioner. 


This new edition of a well-known book should 
be of great value to tlie student of coagulation, 
featuring as it does the coagulation disorders. One 
hundred ninety-four pages are taken up with the 
theories of blood coagulation and various blood 
clotting factors. There is an excellent section on 
hypoprotlirombinemia, a relatively small one on 
hemopiiiJia, and a good section on fibrinogen defi¬ 
ciency, The section dealing with tlirombosis and 
anticoagulant therapy is outstanding, but the clini¬ 
cal sections are relatively poor and contain little 
information. Thus, the general subject of hemosta¬ 
sis and the hemori'hagic disorders is not as well 
covered as it might be. This is perhaps due to die 
particular bias of the authors, who have been 
among the foremost students of blood coagulation 
but whose work uuth clinical material has not been 
correspondingly as great. 

Clues to Suicide, Edited by Edwin S. Slineidman, Pli.D., 
and Norman L. Farberow, Pii.D. Foreword by Karl A. 
Menninger, M.D. From Veterans Administration Neiiro- 
psycbiatric Hospital and Veterans Admini.s'tration Mental 
Hygiene Clinic, Los Angeles. Investigation supported in part 
by research grant, M-1074, from National Institute of Mental 
Health, of National Institutes of Health, U. S. Public Health 
Service. Cloth. $5.50. Pp. 227. Blakiston Division, McGraw- 
Hill Book Company, Inc., 330 W. 42nd St., New York 36; 
95 Farringdon St, London, E. C. 4, England; 253 Spadma 
Rd., Toronto 4, Canada, 1957. 

These 18 chapters by as many authors cover 
various aspects of suicide. The editors demonsti’ate 
that, although many persons who never attempt 
suicide imply that they are considering it, few peo¬ 
ple commit suicide without giving clues that hei- 
ald the actual event. If these communications are 
Reeded and efforts made to interrupt the otlier- 


Psychiahy and the Criminal: A Guide to Psychiatric Ex¬ 
aminations for the Criminal Courts, By John M. Macdonald, 
M.D., Assistant Professor of Psychiatry, University of Colo¬ 
rado School of Medicine, Denver. Cloth. $5.50. Pp. 227, 
Qjarles C Thomas, Publisher, 301-327 E, Lawrence Ave, 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., O.^ford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1058. 


A guide in the difficult area of forensic psychiatr)’ 
is here presented briefly and concisely. That it will 
achiet'e one of tlie stated aims of stimulating inter¬ 
est in entering the field is doubtful, but the prac¬ 
tical experience represented is valuable. Following 
a brief treatment of the sociological, biological, and 
psychological factors of criminal behavior, tlie prob¬ 
lem of responsibility is considered. The difficulties 
in avoiding tlie right-wrong, irresistible impulse 
test of responsibility is demonstrated, together with 
the attempts to develop sounder concepts, based 
on a psychiatric orientation. The recognition of the 
influence of unconscious on conscious iirocesses and 
that a reverse influence also operates forms a sound 
viewpoint in determining responsibility and man¬ 
agement of the criminal. The special problems in¬ 
volved in the examination for court jiurposes am 
some of the more common reactions, such as the 
Ganser simdrome and simulated insanity, are ou 
lined. It is pointed out that narcoanalysis is not an 
infallible device and involves special ethical con¬ 
siderations. Amnesia, epilepsy, sex offenses, am! a - 
coholisin are also discussed. Useful 
a practical sort is pointed out in the seebon 
preparation of reports and appearance on 
ness stand. This useful Presentation of the g 
lected field of the psychiatric examination and 
agement of the criminal stresses rehabiliL , 
er than revenge. 


f 
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COMPLICATION DUE TO STEROID 
therapy 

To THE Editor:—A 60-ijear-old tooman has had 
dieumatoid arthritis for the past three years. She 
was maintained first on therapy with cortisone 
acetate for two years and then with 5 to 10 mg. 
of prednisone daily for about one year. This was 
the only therapy that would give her relief. 
After the latter period of therapy, a perforated 
duodenal ulcer was repaired surgically. Since 
that time, the patient has been bedridden but has 
nof received further steroid therapy. Her joints, 
especially her fingers, are swollen and painful, 
but she does not have marked deformity of the 
joints or extremities. Woidd it be advisable to 
again attempt steroid treatment for short peri¬ 
ods? It has been six months since the operation. 
Would ACTH- be contraindicated? The patient 
gets no relief from any other therapy and believes 
that she could walk again if she received the 
steroids. 

J. L. Gardner, M.D., Hendersonville, N. C. 

Answer.— This difficult clinical problem is fre- 
luently encountered in rheumatic disease centers. 
The patient had one of tlie more serious complica- 
ions of corticosteroid therapy for rheumatoid ar- 
hritis, with a fortunate termination. Most investiga- 
ors and e.xperienced clinicians would advise that, 
n a patient who recently has had an ulcer during 
orticosteroid administration, it would be better 
lot to give corticosteroids. However, under certain 
ircumstances the decision is made to readminister 
hese drugs even though risks may be greater than 
verage. All nonsteroid therapy that can reasonably 
le e.xpected to relieve tire patient should be thor- 
ughly tried. If gold tlierapy has not been ade- 
[uately used, it would be wise to attempt to sup- 
iress the rheumatoid activity' with this form of 
herapy. If one or two large joints are persistently 
fleeted, trial of intra-articular corticosteroid might 
le found adequate so that systemic steroids may' 
lot be needed. If gold cannot be tolerated or if it 
nd other treatment are ineffective, a reconsidera- 
ion of corticosteroid tlierapy is justified. The pa- 
ient and all concerned should be fully' aware of all 
fie circumstances and factors involved. If, after 
areful consideration, it is decided that the poten- 
ial benefit outweighs the risk of steroid therapy 
nd if the. patient fully appreciates tlie hazards 

The answers here published have been prepared by competent au- 
loriUes. They do not, howcNer, represent the opinions of any medical 
P other organization unless specifically so stated in the reply. Anon>- 
lous TOmmunications cannot be answered. E^er>’ letter must contain 
Ne writer’s name and address, but these will be omitted on request. 


involved, cautious trial of the treatment may be 
decided on. Corticotropin needs to be considered 
in the same way as corticosteroid. There is no dif¬ 
ference between the action of these hormones in 
this set of circumstances. That the ulcer has been 
healed for sue months or longer is no assurance 
that a new ulcer or reactivation iwll not develop. 
Because a recent peptic ulcer has occurred, even 
though it is healed, there is greater risk of peptic 
ulcer complicating readministration of steroids. Al¬ 
though there is some suggestion that the new syn¬ 
thetic corticosteroids may' have less ulcerogenic 
properties, ulcers have developed in patients re- 
ceh'ing all of the currently' commercially available 
steroids, including triamcinolone diacetate and 
methy'lprednisolone. 

If it is decided to readminister corticosteroid to 
this patient, an upper gastrointestinal series and 
tests for occult blood in the feces should be made 
before commencing this treatment. Had partial 
gastric resection been done after perforation of 
the prewous ulcer, there would be less risk of ul¬ 
ceration with readministration of steroids. One of 
the new' sy'nthetic corticosteroids (triamcinolone or 
methy'lprednisolone), in a dosage not exceeding 
8 mg. dady, should be adequate for the desired 
partial suppression. Large doses of antacids should 
be given during steroid administration. Frequent 
blood cell counts and tests for blood in the feces 
are adxisable, and a gastrointestinal series should 
be done every' three months w'hile the patient is 
receiving this treatment. If the steroid therapy' does 
not give good results, it should be stopped. 

FLARING OF XIPHOID AND COSTAL 
CARTILAGES DURING PREGNANCY 
To THE Editor:—A young woman noted during her 
first pregnancy a flaring of xiphoid and costal 
cartilages of the 9th and 10th ribs on the left 
side of the thoracic cage; this has persisted for 
eight months after delivery. Would some kind of 
binding help restore cosmetic appearance? 

M.D., Virginia. 

Answ'er.— It is not felt that this flaring is a result 
of the pregnancy. If the woman is quite young, 
there is, of course, tlie possibility' tliat there might 
have been some wtamin deficiency which would 
predispose to the flaring of her ribs. It is rather 
doubtful that any sort of binder or appliance would 
help to correct tlie deformity', though it miglit be 
w'orth try'ing. A tight brassiere, witli a broad band 
on tlie lower portion, might be sufficient to do 
some good. 
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CONGENITAL ABSENCE OF FEMUK 
To THE EDiTon:-A 15-month-old girl with congen¬ 
ital absence of the proximal two-thirds of the left 
femur has been brought to the United States from 
South America. X-ray films (see figure) show no 
ossification centers of the femora capitis and 
trocanters. Co7nparison with films taken eight 
months earlier revealed progress in the growth of 
the distal part of the femur. An orthopedic center 
in the Unfidd States advised amputation of girl’s 
left foot and application of a pimthesis. Is there 
any possibility that the proximal ossification cen¬ 
ters of the femur might appear spoJttaneotisly in 
the future? Might use of growth hormone, if 
available in pure form, induce the appearance of 
those centers? Would autografts taken from car¬ 
pal bones or the fibula be useful? 

M.D., New York. 

Answer.— The answer to all three questions is no. 
The advice that the parents ha\'e received regard¬ 
ing the amputation of tlie foot and the application 
of a prosthesis is sound. The question is only when 
tin's had best be done. There is no harm in waiting, 
and, in the interim, an ischial weight-beaiing brace 
witli adjustable length could be made and she could 
be b'ained in its use. 


J.A.M.A., May 24, 193S 

ANSWER.-The answer to the first question is no. 
One might state further that, if the pro.vimal ossifi^ 
cation centers of the femur did appear, there is so 
much soft tissue shortening that it would riot do any 
good. There is no reason to expect tliat a growth 
hormone might do other than induce growth where 
cells of a certain growth potential are present. If 
those cells are not present, the growth hormone 
cannot produce them. Autografts from the carpal 
bones or the fibula, even including the epiphysis, 
are tlieoretically and perhaps actually feasible at 
the present time, but the soft tissue shortening in 
the leg is such that no useful purpose could be 
served even if the grafts were successful. The fol¬ 
lowing treatment, however, has been successful. If 
artlirodesis of the remaining portion of the femur 
and the innominate bone on the same side is done 
in the proper position, a satisfactory range of fle.x- 
ion, extension, abduction, and adduction can be 
obtained. Further, a ISO-degree rotational osteot¬ 
omy of the tibia will bring the foot into such a 
position that the ankde joint can act as a knee joint 
and the action of the gasti-ocnemius-soleus muscle 
groups on the oscalcis can be made to extend the 
knee joint of a prosthesis’, which can then be satis¬ 
factorily fitted without amputation and witliout dis¬ 
carding any useful structure. 
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STATIC EDEMA 

i To THE Editor;— A 41-year-old man has suddenly 
I developed pitting edema of the feet, ankles, and 
'■ calves, which recedes almost completely over 
■ night. He walks 8-15 miles per day, and he eats 
a high protein diet. Blood protein level, complete 
• blood cell counts, and findings in repeat urinaly- 
, scs arc all normal. There is nocturia one to two 
times regularly. Blood urea nitrogen levels were 
recently 23.1 and 25 mg. per 100 cc., and the 
phenolsulfonphthalein excretion teas 40% the first 
half hour, 55% in one hour, and 63% in two hours. 
Protein-bound iodine level was 2.6 meg. per 100 
cc., and the serum cholesterol level teas 252 mg. 
per 100 cc. He cats daily about 1 lb. of raw cab¬ 
bage and 1 lb. of raw carrots. Is it possible that 
this intake of these vegetables could play a part 
in the edema? 

William R. Closes, M.D., Falls Church, Va. 

Axs^^th.—E dema of cardiac and renal failure can 
apparently be excluded in this person. In addition, 
tliere is no evidence that tlie edema is secondary to 
lupoprofeinemia and hj'p^rlipemia. The daily in¬ 
gestion of unsalted large quantities of raw cabbage 
and raw carrots does not appear to have a causal 
relation to the edema. However, it may be that this 
individual is dipping tliese v'egetables in sodium 
chloride while eating them. These raw vegetables 
have a relativ’ely low content of chloride and 
sodium, but it is of interest that both contain a 
considerable amount of potassium, which has a 
diuretic action, in contrast to the water-retaining 
effect of chloride and sodium. Further, raw carrots 
contain a large quantity' of vitamin A. This con¬ 
sultant, tlierefore, concludes that this man’s edema 
is most likely' static in type. It may' be due to ob¬ 
struction of venous or ly'mph vessels of the legs, 
and this possibility should be excluded. There are 
rare instances of this ty'pe of edema in which it is 
difficult to assign the exact cause. 

An'svver.— The low' protein-bound iodine and 
elevated serum cholesterol levels, coupled with tlie 
otlier findings, suggest a hy'pothyroid state, w'ith 
perhaps some cardiac inv'olvement. In wevv' of the 
very' high protein diet and the other indications of 
adequate nutrient intake, it seems improbable that 
the findings are due to a dietary' deficiency of pro¬ 
tein. Tlie informant does not indicate how' long tire 
patient has consumed the quantity' of 1 lb. of raw' 
Cabbage per day'. Nevertheless, it seems possible 
tlrat, if this lev’el of consumption has been con¬ 
tinuous ov'er a prolonged period, the patient may 
^ have diet-induced hy'pothyroidism, since it is know'n 
that cabbage contains goitrogenic substance. It has 
long been know'n that large quantities of cabbage 
fed to rabbits W'ill produce goiter. Both thiocyanate 
and the goitrogen, i.-5-v'invl-2-thioo.xazolidone, hav'e 
been incriminated. The latter occurs in a consider¬ 
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able number of members of the genus Brassica. Re¬ 
cent evidence from Australia has demonstrated that 
dietary' goitrogens can, in fact, alter iodine metabo¬ 
lism in man. Accordingly, it would seem logical to 
interdict the large quantities of cabbage in the diet 
of this patient and to obtain further ev'idence con¬ 
cerning the thyToid function and changes in this 
during the weeks after omission of cabbage from 
the diet. 

Tliis consultant has been unable to find any 
reference to an effect of large amounts of raw car¬ 
rots w'hich might bear on this problem. During 
periods of starv'ation it is true that indiv'iduals 
subsisting to a large extent on root crops (turnips, 
carrots, and tubers) may' dev'elop hypoproteinemic 
edema. This would certainly not seem to apply' in 
the present instance. Tliere e.xist some indecisiv'e 
claims in the literature concerning the goitrogenic 
influence of av’itaminosis from deficiency of v'itamin 
A, but, again, the quantity' of v'itamin A (or its 
precursor, carotene) in tliis patient’s diet is clearly' 
abundant. The one diet-induced nondeficiency 
edema w'hich has been w'idely studied is “epidemic 
dropsy',” W'hich has been reported in India. This syn¬ 
drome is characterized clinically by cardiovascular, 
cutaneous, and alimentary' manifestations which, 
superficially, resemble beriberi. Onset may be 
gradual or sudden, and diarrhea is present and 
continuous. Edema of tlie feet and legs occurs, and 
the sldn e.\hibits hyperemia witli vascular mottlings 
and, sometimes, petechia. Ev'idence now seems con- 
v'incing that the to.xin concerned is from contamina¬ 
tion of mustard oil by argemone oil (from the 
prickly poppy, Argemone mexicana). 'There is no 
reason to suspect this agent in the present case. 

CONTRAINDICATIONS TO CIRCUMCISION 
To THE Editor:— WoiiW any of the following con¬ 
ditions be considered contraindications to cir¬ 
cumcision, done at the age of 8 days? These 
conditions include (1) prematurity, i. e., about 4 
lb. (1.8 kg.); (2) neonatal complication, such as 
cyanosis, infection, or excessive weight loss (if 
the infant has recovered by time of circumcision); 
(3) physiologic jaundice; and (4) erythroblas¬ 
tosis fetalis and other hematological conditions. 
Would vitamin K protect against bleeding, since 
there is some hepatic effect in all the above con¬ 
ditions? In general, is there any need to postpone 
the procedure if the neonatal course is abnormal? 

Milton R. Aisenson, M.D., Flushing, N. Y. 

.Answer.— No hard and fast generalizations can 
be made in answer to these questions, because cir¬ 
cumcision has probably been safely' carried out in 
each of the listed conditions. How'ever, conservative 
management should take tlie following information 
into consideration: 1. Coagulation defects (low 
prothrombin content and decreased plasma throm- 
lioplastin component and proconvertin) are found 



528 


QUESTIONS AND ANSWERS 


m both tile tiill-teroi and the premature infant dur¬ 
ing the neonatal period. These defects potentially 
lead to excessive bleeding (AbalM and others: 
AM.A. J. Dis. Child 94:589, 1957). Whereas vita- 
mm iv controls these deficiencies in tlie full-term 
infant, it is less effective in the premature child. 
Circumcision should therefore be defeiTed in the 
latter foi a period of about three to four weeks. 
2. It is difficult to conceive that within a period of 
a w'cek an infant should have recovered completely 
from the complications mentioned. Here, too, cir¬ 
cumcision should be deferred. 3. Physiologic jaun¬ 
dice is no contraindication to circuincision. 4. The 


patient with erythroblastosis fetalis presumably is 
still under surveillance, and elective operative pro¬ 
cedures should be postponed until the hemolytic 
process has subsided. In hemorrhagic disease of the 
newborn, congenital thrombocytopenic purpura, 
and those coagulation disorders occurring in the 
newborn infant with a suspicious family history of 
bleeding (classical hemophilia and other subtypes 
of this disease), operative procedures should be 
avoided until the particular defect has been in- 
\’cstigated. Hfith the exception of hemorrhagic dis¬ 
ease of the newborn, vitamin K is ineffective in im¬ 
proving the bleeding dismders mentioned. In gen¬ 
eral, it is advisable to postpone circumcision within 
the first week of life in situations where an imder- 
l^'ing bleeding disorder may be operative or where 
the neonatal course is complicated by serious ill¬ 
ness. Unfortunately, there are no simple laboratory 
procedures that serve as a screening test for possible 
clinical bleeding. 


MALIGNANT SYNOVIOMA 
To THE Editor:— /» Mat/, 1949, a high amputation 
of the right thigh was clone on a 21-year-old 
woman for malignant synovioma of the right 
knee of two years’ duration. In September, 1955, 
biopsies were performed on both breasts and six 
tumors were removed. The pathologist reported 
metasiaiic synovial carcinoma. Roentgenograms 
in July, 1956, revealed a mass in the right hilar 
region. In April, 1957, two areas in the right hilar 
region were found, and these have increased 
slightly. On Feb. 3, 1958, the patient was given 
an initial dose of 10 mg. of nitrogen mustard in¬ 
travenously and daily thereafter for a total of 
40 mg. She has been comparatively symptom 
free, taking care of a house and two active chil¬ 
dren. Considering the abnormcdly hng survival 
with this highly malignant tumor, is there any 
suggestion as to additional therapy? Because of 
the poor prognosis, no therapy was given priot 
to the nitrogen mustard other than surgery. 

Albert I. Clark, M.D., Shreveport, La. 


Answer.— According to Ackerman and del Re- 
^to (Cancer, ed. 2, St. Louis, C V. iMosby 
ompany, 1954), patients with undifferentiated 
broLcomas, liposarcomas, leiomyosarcomas. 


J.A.M.A., May 24, 1958 

angiosarcomas, rhabdomyosarcomas, and synotia] 
sarcomas as a group, have a poor prognosis, no 
matter what the treatment, and only rarely can a 
patient be saved by initial radical surgery. In the 
case of synovial sarcoma (Willis, R. A.; Pathology of 
Turnours, St. Louis, C. V, Mosby Company, 1948), 
the lungs are the main site of metastases, which may 
appear several years after removal of the primar)' 
growth. It seems reasonable to assume that the pul¬ 
monary nodules in tliis patient are metastatic. It is 
not clear why chemotherapy was used in February, 
1958, or whether it had any objective effect on die 
pulmonary lesions or on the clinical condition of tlie 
patient. If either subjective or objective improve¬ 
ment was noted, maintenance chemotherapy would 
certainly deserve a trial, especially in view of the pa¬ 
tient’s youth and the ultimate gravity of her progno¬ 
sis. Either sterile mechlorethamine hydrochloride 
or ti-iethylene thiophosphoramide (ThioTEPA) 
could be given. The latter agent has the ad¬ 
vantage of greater ease of administration and ab¬ 
sence of clinical toxicity. Hematological depression 
occurs witli either drug, but it can be controlled, 
is reversible, and is not too great a penalty for con¬ 
trol of a lethal disease. A recommended dosage 
schedule would be 0.1 mg. per kilogram of body 
weight of mechloretiiamine or 20 mg. of tneth)dene 
thiophosphoramide intravenously every 10 days. A 
white blood cell count should be obtained prior to 
the injection, and, if below 3,000 per cubic milli¬ 
meter, tire dose should be reduced. If it is below’ 
2,000 per cubic millimeter, the dose should be omit¬ 
ted. An intramuscular injection of a long-acting 
adrenocorticotropic hormone (40 units) given at the 
time of chemotherapy is good adjuvant therapy in 
such cases. 


CAUSE OF JAUNDICE 

To THE Editor:—P/ ease give information on the 
possible causes of jaundice in the following case. 
A 50-year-old man ivas operated on for obstruc¬ 
tive jaundice. The postoperative diagnosis was 
chronic pancreatitis, based on the finding of o 
hard, enlarged, nodular head of the pancreas. 
The biliary duct system was normal in all re¬ 
spects, except for some adhesions about the gall¬ 
bladder. Probes from 2 to 10 mm. in ciiametcr 
were easily passed through the ampulla of > otcr. 
The liver, except for a rounded edge, teas ajn 
parently normal. It is not believed that the pun 
dice was caused by obstruction in the pancreo i 
portion of the common bile duct. Could nep 
titis be a Qouse of the jaundice in this case f 
hepatitis an accompanying feature in pancrcam 

- M.D.,'Mewyork. 


ANSWER.~If the common bile duct in this 
IS not obsti-ucted, the jaundice would 
plained on the basis either of some form ot l P;_ 
is or intrahepatic malignancy, or of a 
rrhosis was apparently absent on gross e. c 
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tion of tlie liver. Liver function tests in all of tliese 
conditions would be helpful in distinguishing be¬ 
tween them and common bile duct obstruction. A 
drug-induced jaundice, such as tlrat from chlorpro- 
mazine, however, can produce results of liver func¬ 
tion tests similar to those obsers'ed in obstruction. 

CHRONIC AMEBIASIS 

To THE Editor:—A 35-tjear-old man has chronic 
amebiasis with ulcers of the colon. He has com¬ 
plained of recurrent diarrhea with blood and 
mucus in the stools for more than four years, with 
severe pain in right upper abdominal quadrant. 
Since the onset of the disease, full courses of 
therapy with emetine hydrochloride, chiniofon, 
diwdohtjdroxyquin, carbarsone, Comoform (bi- 
allylamicol hydrochloride), and antibiotics, mainly 
oxytetracycline and chlortetracycline alone or in 
combination, have been given. After each treat¬ 
ment, the patient improved but always relapsed. 
Recently, the relapses have become more fre¬ 
quent and refractory to treatment with the above 
drugs. The patient’s general condition is getting 
worse. Since January, 1958, he has taken 3 cap¬ 
sules of oxytetracycline and 1 Gm. of carbarsone 
daily, but the abdominal pain has not been re¬ 
lieved and now radiates to the shoulder and back. 
Fluoroscopy and roentgenograms revealed mul- ^ 
tiple ulcers of the hepatic fle.xure of the colon. 
At present, no amebas are found in the stools. 
The liver is palpable one fingerbreadth below the 
right costal margin. Results of liver function tests 
are normal. The patient has no fever but is ema¬ 
ciated. Are there any drugs that will completely 
cure amebiasis? Can amebic ulcers of the colon 
be cured by repeated use of amebicides? Would 
resection of the ulcerated position of the colon 
help this patient? 

Wan Sheng Chhuang, M.D., Formosa, China. 

Ansss'er.— The case related suggests repeated re¬ 
infections by the Entamoeba histolytica, possibly 
with the development of a superimposed ulcerative 
colitis of a variety causetLby som& other infectious 
organism. This statement is made because the phy¬ 
sician making the inquiry states that the patient has 
had full courses” of treatment with the accepted 
amebicides. It is inadvisable, however, to give such 
large doses of carbarsone over an extended period 
of time. The proper combination of emetine hydro¬ 
chloride, carbarsone, and one of the oxyquinoline 
drugs, given in suitable amounts properly timed, 
almost invariably eradicates the amebas from the 
intestine. The problem of reinfection, however, is 
die important one. Amebic ulcers usually heal after 
eradication of the ameba. If such a condition is due 
lo amebiasis, resection should almost never be con¬ 
sidered. It is important to determine the nature of 
fte present ulcerative condition of this patients 
intestine. 


KERNICTERUS 

To THE Editor:—A patient, aged 24, is presently 
three and one-half months pregnant with her fifth 
pregnancy. She is Rh-positive; her blood type is 
“O”; and serologic studies were negative. When 
she was 17 years of age, her spleen was removed 
because of severe spherocytosis with jaundice 
and secondary anemia (familial hemolytic jaun¬ 
dice), and later a stone was removed from her 
common bile duct, which was producing biliary 
colic. Her gallbladder was normal. Her second 
pregnancy was uneventfid except that the baby 
developed severe icterus neonatorum, which re¬ 
sulted in a cerebral hemorrhage and spasticity. 
Her third pregnancy was uneventful, with the 
exception that the infant developed moderate 
jaundice. The fourth pregnancy was uneventful, 
and the infant seemed normal at delivery; how¬ 
ever, by the sixth day the child developed a 
deepening jaundice, went into opisthotonos, and 
died. The mother had had the usual prenatal 
medication to prevent anemia and to supply ade¬ 
quate calcium and vitamins. Prior to delivery, she 
received vitamin K for 10 days, and after delivery 
both infant and mother were given this by in¬ 
jection. Subcutaneously given fluids were sup¬ 
plied the infant, but to no avail. Please give ad¬ 
vice and counsel as to what to do for this patient. 
Can splenectomy be performed in a newborn 
infant? m.D., Wyoming. 

Answer.— This query presents many problems. 
Hereditary spherocytosis is seldom manHested in 
the newborn period, and kemicterus has been de¬ 
scribed in only one case, so that it is unlikely that 
these children have this disease at birth. Other con¬ 
ditions must be strongly considered in tbis case. 
The most hkely is er>'throblastosis, despite the fact 
that the mother is Rh-positive. ABO and other less 
common blood groups may lead to severe erythro¬ 
blastosis. The other possibility' is that of wtamin K 
into.xication. Large doses of vitamin K have been 
known to cause kemicterus. During this pregnancy, 
the mother’s blood should be investigated for sen¬ 
sitization to A, B, and other rare blood group 
antigens. Tbe father and the li\'ing children should 
also have their blood examined. In this manner, a 
fair guess may be made as to the possibility' of the 
next child being affected witli erj'throblastosis. 
Vitamin K is probably not necessary', but, if given, 
it should only' be given in 1-mg. doses once daily' 
for three days. E.vchange transfusion is tlie treat¬ 
ment of choice after the child is delivered. It should 
be performed as soon as a diagnosis of sensitization 
is made, either immediately after dehvery' or at the 
onset of jaundice from whatever cause. Kxchange 
transfusion should be repeated within 24 hours if 
the bilirubin level remains elevated. A splenectomy 
would hardly be of any value, as the immediate 
danger is that of kemicterus and usually can be 
prevented by' exchange transfusion. 
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PAINFUL EDEMA 

To THE Editor:~A Sl-ijenr-old execuVwe has had 
a hard, painftd edema of the hack of the left 
hand and the left wrist for four years. There has 
been no infitry, and his history is entirely nega¬ 
tive. The pain is practically continuous but varies 
in severity, and has a tendency to be most pro¬ 
nounced in the early morning. There is slight 
muscular atrophy of the affected extremity and a 
moderate limitation of the movements of the fin¬ 
gers and hand. Treatment, including that with 
hydrocortisone, x-ray, plaster immobilization, 
physiotherapy, and salycilates, has been fried 
without success. Please suggest a diagnosis and 
recommend treatment. Belgium. 

Answer.— The diagnosis is dermatomyositis. The 
Jocalijcation is unusual, but the combination of der¬ 
matitis and myositis, in an adult, with changes in 
the skin, muscle, blood vessels, and subcutaneous 
tissues of an inflammatory nature, could only indi¬ 
cate this relatively rare disease. There is no spe¬ 
cific therapy. The treatments listed are the usual 
ones. If lliese have failed to relieve tlie condition, 
one can only hope for a localization of the disease 
to its present site and for the appearance of a re¬ 
mission, which not infrequently occurs and may be 
prolonged and even complete. 

Answer.— From the description of the hand, tlie 
disease would seem to be in the nature of a local¬ 
ized tj'pe of lymphatic stasis. Since it has been 
present for four years, a biopsy of the most in- 
volved area would be indicated. For treatment, a 
brachial ple.vus block on the left side might be at¬ 
tempted. There is no notation that this patient has 
had adequate support to this hand in tlie nature 
of either mechanic’s waste or fluffs followed by 
pressure from an elastic type of woven bandage. 

ISOLATION OF PARAKEETS TO PREVENT 
TRANSMISSION OF PSITTACOSIS 
To THE Editor:—I n the Queries and Minor Notes 
section of The Journal, Sept 7, 1957, page 113, 
the answer to the qiiesiion on psittacosis stated 
that the dosage of tetracycline compound to ren¬ 
der birds noninfectious should be interrupted and 
not less than 30 mg. over a period of 15 days. 
What is the maximum close that may be given 
orally to a parakeet daily? How should the dosage 
be scheduled? Should it he administered in the 
feed or by an eyedropper? Does the recommend¬ 
ed dosage cause diarrhea or other symptoms of 
micUij? Con parents be assured the treatment 
is effective in eliminating carriers in 100% of the 
cases, or is it best to advise them not to keep 
psitfacine birds? 

^ Albert R- Danes 

1st Lieut. (VC) 

7Srd Med. Det. 
APO 21, New York. 


J.A.M.A., May 24, 1958 

Tlie above comment was referred to the consult- 
ant who answered the original question and his 
reply follows.-En. ' 

To THE Editor;— Porokeefs fed a mash containin'^ 
tetracycline compounds consumed 20 mg. of th 
drug a day. This dosage caused anorexia and 
diarrhea. If this heavy dosage was continued for 
5 to 10 days, some of the parakeets died and 
yeasts were isolated from the intestines. The daihj 
oral intake of tetracycline compounds should not 
exceed 10 mg. The drug is administered either in 
a specially prepared medicated millet seed (de¬ 
veloped at the University of California Medical 
Center, San Francisco) or in the drinking water. 
Tke hulled millet seed was impregnated with 
chlortetracijcline at a level of 0.5 mg. of drug per 
gimn of feed and administered for three consecu¬ 
tive days, followed by two days of feeding with 
regular seed, until the completion of five treat¬ 
ment periods (15 days of medication). The 
special feed may become available commercialhj 
in the near future. Drinking water is medicated 
(If the level of 0.8 mg. of tetracycline per milliliter 
and is offered to the bird continuously for two 
to three weeks. The therapeutic results with the 
medicated water were similar to those with the 
feed, but the method is not considered the one 
of choice, because a parakeet's daily intake of 
wafer is small and because the solution deterior¬ 
ates rapidly. 

The recommended dosage and treatment sched¬ 
ule caused no side-effects. The concentration and 
distribution of antibiotic in the organs were the 
same if the drug was given continuously or on 
an interrupted schedide. The drug stored in the 
spleen, kidneys, and liver assured adequate onfi- 
biofic levels while the birds were being treated. 
The treatment has rendered the parakeets nsW" 
infectious, and in approximately 98% of the birds 
properly treated the organs were found to be free 
from virus. One month after termination of fi'C 
therapy, aviaries comprising several thousands 
of parakeets were freed from psittacosis, os 
proved by systematic examinations of the Pj P? 
Fi generations. Since 5 to 20% of the immature 
parakeets offered for sale may be infected, parents 
(iTB adoised to purchoso psittoebw hitds 
aviaries or dealers who sell properly treated bit^ 
or who obtain their birds from breeding stoc 'S 
proved free from psittacosis infection by mora¬ 
tory tests. Until infection-free parakeets are ma0 
available by the trade and properly certipdJJ 
the health authorities, the keeping 
of these pets constitutes some risk to children a 
perhaps even more risk to older members of 
household. 
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WASHINGTON NEWS 

FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


A. M. A. Asks Mortgage Guarantees 
for Nursing Homes . . 

Congress Considering “Overhead’^ 
for Medical Research .. 

Appropriation Requested for 
Research on Staphylococcus . . 

Appeal Made to Save Medicine’s Status 
in FCDA'ODS Merger .. 


A. M. A. ASKS MORTGAGE GUARANTEES 
FOR NURSING HOMES 

The American Medical Association believes Con¬ 
gress should authorize U. S. mortgage loan guar¬ 
antees for proprietary' as well as public and non¬ 
profit nursing homes, hospitals, and chronic disease 
facilities. 

Presenting the Association’s testimony to a sub¬ 
committee of the Senate Banking and Currency 
Committee, Dr. R. B. Robins of Camden, Ark., 
recited the century'-long interest of the A. M. A. in 
problems of the aged and said, “This interest con¬ 
tinues right down the line to the family physician 
who is on the scene when the various medical 
crises occur in the lives of older people.” 

Dr. Robins, a past vice-president of tire A. M. A. 
e.vplained that a majority of state medical societies 
have committees working on problems of the aged, 
and that the A. M. A. in cooperation wth tlie 
American Dental Association, the American Hos¬ 
pital Association, and the American Nursing Homes 
Association, is participating in work of a Joint 
Council to Improve the Health Care of the Aged. 
The Council’s long-range goal, he said, “is better 
health for the aged; its most immediate concern 
IS working out answers to meet the financial and 
social problems that accompany chronic illness.” 

Most of the aged population. Dr. Robins de¬ 
clared, need a certain amount of skilled nursing 
care and medical care, not necessarily e.xpensive 
hospital care. They could receive “the maximum 
professional attention their condition calls for in a 
less expensive facility—a properly constructed and 
operated nursing home, with professional medical 
and nursing care at hand or readily available,” he 
said. 

Dr. Robins told the subcommittee that the nurs¬ 
ing homes have difficulty obtaining credit on rea¬ 
sonable terms, because the usual lending agencies 
hesitate to take the risk on a “one-purpose” struc¬ 
ture without government underssTiting. 


Rep. Thomas Curtis (R., Mo.) also testified in 
favor of mortgage guarantees for nursing homes, 
saying “Older people need more medical attention 
than younger people, but do not need constant 
doctor care, nor do they need constant nursing 
care. Yet ofttimes they are confronted with the 
choice of staying home or going to a hospital.” 
(For more on Mr. Curtis’ testimony see “Quote of 
the Week.”) 

Under present law, public and nonprofit nursing 
homes are offered federal help in the form of 
grants or loan guarantees, but this assistance is 
denied proprietary nursing homes, except in a few 
instances and then under terms that are too re¬ 
strictive. 

Rep. Thomas B. Curtis, testifj'ing in support of 
federal mortgage guarantees for proprietary nurs¬ 
ing homes, said: 

“MTiat should be one of the greatest boons to 
mankind has in some respects become a bane. I 
befieve it is well within our power to give the boon 
real meaning. However, it requires some clear 
thinking of what should be done. . . . 

“The problem of the aged is to a large degree a 
financial problem. Most older people are on fi.xed 
incomes. Pensions, social security or retirement 
have been throxvn out of kilter. . . . 

“One way in which we can help these older citi¬ 
zens is to analy'ze uuth some care just what their 
needs are and see if we cannot proWde the facilities 
that are tailored to their needs. . . . 

“WTiat we need is not nursing homes in the tra¬ 
ditional way we know nursing homes to be. Nor do 
we need old folks homes as we have knowm tliem. 
We need an entirely new U’pe of facility. It may be 
a village of old folks, such as I have read has been 
established in Arizona. It may be just homes clus¬ 
tered around a medical facility that is set up to 
care for older people. . . . 

“Ninety-seven per cent of the nursing homes for 
the aged today are private institutions. . . . All tliat 
is needed now is to give some encouragement to 
private enterprise to move more effectively into the 
area of administering to the needs of our aged 
people. The federal government is in a ver>' logical 
position to do just this through the FHA program.” 


PLEA FOR “OATIRHEAD ALLOWANCES” 
FOR BASIC RESEARCH 

Before winding up its public hearings on the 
appropriations bill for the Department of Health, 
Education, and M'elfare, the Senate subcommittee 

(Continued on next page) 
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heard a new plea for allowing medical schools am 
other research groups up to 30% for overhead cost 
m, connection with federal research grants Th 
appropriation subcommittee headed by Sen. Lisle 
Hill ( Ala.} also was asked by a group of niedi 
cal scienhsts for new funds for basic research oui 
side the framework of disease categories. 

Dr John B. Youmans, dean, Vanderbilt Univei 
sity School of Medicine and immediate past-pres 
dent of tlie Association of American Medical Co 
leges, made the plea for raising overhead costs froi 
the present 15% ceiling. He noted that medic; 
schools are doing the greatest part of medical n 
parch, while at the same time they are hein 
hard pressed for funds to maintain, enlarge, an 
improve their teaching programs. 

“To contribute to the indirect costs of goven 
ment-sponsored research from tuition is, in elfec 
to subsidize such research from the pockets of tli 
students. The fact is that the medical school 
struggling to maintain themselves, should not h 
required to use their own limited funds for tli 
indirect costs of this research, money which the 
cannot afford and which impairs their ability 1 
maintain an adequate program of medical educ; 
tion. It is not only fair just that the medical schoo 
be reimbursed for the total cost of this research, 
is also in the public interest.” 

Drs. Philip Handler of Duke University, Carro 
Williams of Harvard University Medical Schoo 
and Robert A. Aldrich, University of Washingto 
Medical School, asked for at least 20 million do 
lars for fundamental research projects and 10 mi 
lion dollars for training grants in the basic medic; 
and biological sciences. Tliey would have tli 
money appropriated to tlie National Institutes c 
Health. 

Dr. Handler, who spoke for the Federation c 
American Societies for Experimental Biology, tei 
tified: “Applied medical research, quite properlj 
has been supported on an expanded scale but, ur 
fortunately, without a proportional expansion 0 
fundamental research. In consequence, fruitful dir 
ical investigations may shortly have pne as far a 
our basic knowledge of biology permits. It is there 
fore imperative that fundamental research be adc 
quately supported also.” 

AHA REQUESTS FUNDS FOR RESEARCH 
ON STAPHYLOCOCCUS 

The Senate appropriations subcommittee con¬ 
cerned with federal medical spending has receive^ 
an urgent plea from the American Hospital sso 
ciation for research funds for prevention and con¬ 
trol of Staphylococcus infections in hospitals. 

“The need is critical and the problem hanscen 
state boundaries,” Dr. F^^ederick H. Wentjvordi,^_ 
the Ohio State Department of Health and am 
ber of an AHA committee on infections ^idim 
pitals, told tire subcommittee headed by Sen. 

Aug^t H. Groeschel of the New York » 
pital and member of U;e infectiens 
gested one million dollars be ^ ^nd In- 

through the National Institute on Ahe g 
fectious Diseases, plus ^nodier $500 OW 
Communicable Disease Center 1 
field studies, for control activities, < 
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added support to state laboratories. ‘‘This is a 
reasonable figure with which to initiate an e.\- 
panded program,” Dr. Groeschel declared. 

^ The m’tness said that many of the counba's hos¬ 
pitals already have had serious problems with 
staphylococci infections and tliat all hospitals have 
a potential problem. Dr. Groeschel cited the fact 
that infections from antibiotic-resistant staphylo- 
cocci constitute the main difficulty'. Tliese strains 
are largely a by-product of the widespread use of 
antibiotics which eliminate the susceptible strains 
of staphylococci, he told tlie committee. 

The most obvious examples, Dr. Groeschel said, 
are infections in the skin of newborn infants and 
children, in newly delivered mothers, in bums, and 
in incisions made during surgery' and pneumonia 
in debilitated patients. ‘‘Tlie problem is of special 
significiince to hospitals because hospitals are 
clearly the principal resers'oir of most antibiotic- 
resistant strains of staphy'lococci. . . . Patients who 
acquire these infections in the hospital are poten¬ 
tial spreaders of resistant strains to tlie community 
after discharge.” 

Dr. ll'^entworth e.xpressed the view tlrat, if tire 
problem “goes uncontrolled, there will be decreased 
public confidence in hospitals.” 

The committee has heard more than a score of 
nongovernmental witnesses representing a wide 
range of interests in the various items udthin the 
Health, Education, and Welfare budget. 

•■fPPEAL TO SA\T: MEDICINE’S STATUS 
IN FCDA-ODM MERGER 

In a letter to Chairman Chet Holifield of a House 
government operations subcommittee, tire Ameri- 
tasi Medical Association urges that health functions 
be recognized as a top level operation in any re¬ 
organization of tire Federal Civil Defense Adminis- 
tiadon and the Office of Defense Mobilization. 

The Holifield subcommittee has before it a presi¬ 
dential reorganization plan that would merge the 
organizations into the Office of Defense and 
oirilian Mobilization. Instead of an independent 
rgency'—such as FCDA and ODM—the new unit 
a’ould operate out of the President’s Office, and he 
vould have power to eliminate or reassign its re- 
ip^sibilities in any way he saw fit. 

One result probably would be reassignment of 
realth and medical functions of both the FCDA 
ODM to tire U. S. Public Health Serv'ice. 

A. letter, signed by General Manager 
masingame, recounted that two years ago tire 
House of Delegates approved the broad objective 
of strengthening the federal civil defense program, 
but was of the opinion that the metlrod of accom¬ 
plishing diis was a matter for determination by' the 
^ongress with the advice and assistance of tlie 
r^ident and the state governments. . . 

On the importance of medical operations. Dr. 
oiasingame declared; “Tlie Association believes 
that file health and medical functions of tlie FCDA 
Mid the ODM must be maintained at top level in 
me organization of the proposed Office of Defense 
civilian Mobilization for tire good of our country' 
our people should our nation ever again be 
“nfronted wnth another national emergency'.” 

Tile merger automatically' will go into effect on 
I’lly 1 unless prrnr to tlrat time either House or 
I'Cirate passes a motion of disappror'al. 
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RESPONSIBILITY OF HOSPITALS IN GRADUATE MEDICAL EDUCATION 

Robert I. McClaughrj', M.D., Detroit 



RE WE SATISFIED with the job now 
being done in graduate medical education 
in the community hospitals in the United 
States? Ob\iously we are not. Discontent 
with conditions for educational accomplishment in 
these hospitals has already given rise to an organi¬ 
zation which serves as a forum, tlie Association 
of Hospital Directors of Medical Education. For 
this organization to be most effective, however, 
it is necessar}’’ that its discussion be directed to 
the roots of our present unsatisfactor)' position. 
From the results of this search, an ideological 
basis must be found for actions to improve exist¬ 
ing conditions. Only in this way wall a lasting 
improvement in hospital educational programs be 
likely to result. 

In this presentation, the results of several years 
of thought and study related to the basic nature 
of the problems facing us in hospital education are 
given. This will be my personal interpretation of 
many separate factors and trends. No apology is 
offered for the personal nature of this evaluation, 
nor is any brief held for its uncritical acceptance. 
I do request its serious consideration, hoNvever, for 
it provides the basis for suggested goals toward 
which our future efforts may be directed. 

Responsibilities of an Educational Institution 


Each hospital approved for internship or resi¬ 
dency represents itself to physician applicants as 
an educational institution. It is to a position of 


Each hospital approved for internship or 
residency represents itself to physician appli¬ 
cants as an educational institution. At present 
the wain authority under which most interns 
and residents may be considered to fall is 
that as an employee of the hospital, and not 
as an enrollee in an educational program. 
There has been a reluctance of the medical 
staff to accept educational responsibility, and 
a significant factor in their reluctance has 
usually been a lack of authority to implement 
changes as they see fit. In order to perform 
their educational function, those engaged in 
instruction should be organized into a faculty, 
and in order to ovoid omissions and duplica¬ 
tions curriculums must be developed. The 
present status of hospitals in this country as 
regards acceptance of educational responsi¬ 
bilities leaves much to be desired, but a re¬ 
view of the factors at work suggests plans 
for improvement. 


educational opportunih- that the appointment is 
made, and, if considerations of ser\'ice and re¬ 
muneration are not secondarj’ to this, the hospital 
neglects the principal object of the appointment. 
Since it is the hospital which assumes Ae role of 


Director of Medical Education, Proridence HospitaL . loeo 

Re.id before the Association of Hospital Directors of Medical Education. Chicago. Feb. S. 19o3. 


531 







MEDICAL EDUCATION—^McCLAUGHRT 


the educational institution, it can he seen that the 
piimaiy responsibility for die excellence of its 
educational programs rests witli each hospital it¬ 
self and not irith any outside agency. 

Tliere arc only two real services which an edu¬ 
cational establishment can offer. One of these is 
to provide the easiest possible access to oppor- 
timitics for learning, and the other is to evaluate 
the accomplishment of the learner so that unsatis- 
factoiy pi ogress in any area of work leads either 
to correction of the deficiency or to the timely 
elimination of the student unsuited to die task 
selected. If these two goals are cliosen and closely 
adhered to, professional service becomes a major 
byproduct of the system. The individual who is 
thoughtfully encouraged to increase his profes¬ 
sional stature continually gains in ability to per¬ 
form useful professional services. On tlie other 
hand, the indiwclual who is constantly called on 
for the repetitive performance of duties without 
continuing intellectual challenge is soon reduced 
to doing his tasks in a routine and perfunctory way. 
He will then soon lose the precious habit of mind 
winch distinguishes tlie professional worker: the 
inner need to overcome his ignorance as completely 
and rajndJy as possible. 

If, then, elevation of the standards of hospital 
education is to be brought about, it must be ac¬ 
complished by acceptance uatln’n the hospital of 
educational responsibilit)'. Once tliis responsibility 
lias been accepted, it no longer suffices to say that 
there is plenty of material for learning if only the 
interns and residents would, take advantage of it. 
Rather, the questions which constantly recur are 
whether there is another opportunity for learning 
winch may be suggested to the house staff and 
whether the fullest result (as measured by gain 
of knowledge and understanding) was obtained 
from past efforts. 

This view also places external examinations in a 
different perspective. At present, the only usual 
formal evaluation of persons in graduate medical 
programs is that of examination by the American 
boards in the various medical specialties. While 
the definite value and importance of these examina¬ 
tions is recognized, this fact serves to indicate the 
degree to which the hospitals have abrogated their 
educational responsibility. The institution wliich 
desires to improve itself cannot permit evaluation 
to wait until after completion of its entire course 
of study. Periodic checks of progi-ess are necessary 
in order to properly supervise the work of anyone 
undertaking specific educational objectives. 

The process of supplementing the external ex¬ 
amination rvith internal means of evaluation, how¬ 
ever, promptly points to the lack of any curricular 
structure in graduate medical education. General 
goals have been fairly well established. That tins 
is so is evident from the relative effectiveness ot 
the board examinations in screening out those in¬ 
adequately prepared for the certificate of the boaid. 
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For Aese general goals to be most useful how 
ever they must be critically considered from the 
standpoint of defining a specific body of kumvledEe 
and then of discovering the logical hterrehtion- 
ships among tlie various parts of the discipline In 
this way, it is possible to divide the broad general 
goals into more specific subgoals which can be 
evaluated on a periodic basis, as most imiversities 
do each semester. 

If this is done, the teacher can then have a dear 
idea of what is expected of him and of the student 
We have seen examples of the clinician who talks 
well about perhaps three or four types of clinical 
problems and who repeats these talks on nearly 
every bedside teaching exercise he conducts. While 
this is an extreme example, it is true to a greater 
or lesser degree of all who use this method. It can, 
however, be minimized by careful planning. The 
usual result of any unplanned teaching exercise is 
that it causes frustration and loss of interest among 
those who participate. Without planning, no one 
can fit the presentation of a subject to a particular 
audience, regardless of how familiar he may be 
with the subject. This points to the need for know¬ 
ing beforehand exactly what will be taught. 

If, as has been suggested, a residency consists 
of the study of tlie same subjects in each of two 
or tliree years, with progression in responsibility 
as tlie chief ingredient of change, then this pro¬ 
gram can best be characterized as a teclinica) 
training unsuited to a scholarly profession. If, on 
the other hand, each of tire medical specialties 
does have a definite body of knowledge, fhe de¬ 
velopment of curricula for the orderly presentation 
of this information is sorely needed. 

To recapitulate briefly, the basis for the unsatis¬ 
factory conditions in hospital medical education 
programs has been stated in terms of proposing 
two needed developments. One of these is the need 
for the hospitals to assume educational responsi¬ 
bility for the advancement of their appointees. Tbe 
other, which is a corollary of the first, is the need 
to develop curricula for the orderly presentation 
of tire content of the programs and to facilitate 
evaluation of accomplishment before completion 
of tire course of study. 

Development of Hospital Education 

In order to understand the way in which the 
present circumstances have developed and to pre 
diet where the greatest difficulties will lie in onng- 
ing about projected changes, let us examine cer 
tain features of tlie historical perspective m hosp! - 
education. The changes which have occurreU 
all phases of medical education and also m 
use of hospitals in the past half-century have b 
unprecedented. Many of these changes rave 
cifically affected internships and ’^fsidenoies. 

Perhaps the most clear-cut example of the 
of the change in the use of i^^^^pitals 
internship. In general, the medical schoo gra 
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of the first decade of tliis century left school witli 
ver)’ little practical experience in the care of sick 
persons. As a result of tliis background, tliese 
Graduates sought internships in which they would 
kve opportunities for taking an active part in 
patient care without having the ultimate responsi- 
bilit)' assumed by their colleagues who plunged 
directly into independent practice. The success of 
the internship has been clearly demonstrated by 
the growth of tliis form of medical training. 

Almost simultaneously, however, the medical 
schools, largely under impetus from the Flexmer 
report,' were instituting clinical clerksliips. These 
exercises gave the medical students a great deal 
of opportunity for a superxased role in patient 
care. Along with tliis development, doubts oc¬ 
curred as to whetlier tlie clerkship had completely 
taken over the role previously played by the in¬ 
ternship. The Adwsory Committee on Internships 
to the Council on Medical Education and Hospitals 
of the American Medical Association considered 
this question and in tlieir 1953 report" said, "In 
our unanimous opinion, a subsequent intern year, 
properly planned, continues to have an indispen¬ 
sable function in the doctor s education. True, when 
poorly planned, the intern year can seem at the 
time an onerous repetition of the clerkship, but 
even under these circumstances, in retrospect it 
has often seemed to bring confidence and skill in 
the performance of basic medical functions.” In all 
of their discussion of the problem, however, it was 
only the feeling that the clerkship alone does not 
adequately prepare the physician for practice, and 
not a definition of what is to be added through the 
internship, which guided the committee. 

The question remains, therefore, as to what is 
to be specifically expected of the internship. If the 
gaining of confidence and skiU in applying aheady 
known basic information is the aim, this indeed 
constitutes a clinical apprenticeship; tlie chief role 
of the hospital staff becomes the provision of ade¬ 
quate supervision. My owm feelings are not en¬ 
tirely clear, in part because my own internship 
did have value in my professional development 
and in part, also, because of the feeling that this 
development was, indeed, chiefly technical. In the 
absence of a defined scope for the internship, how- 
over, the value of its continued existence does seem 
doubtful. Can it be replaced by the study of a 
better delineated body of knowledge? If so, this 
"’ill require definition of exactly what is to be 
studied. 

A similarly striking effect on the goals in hos¬ 
pital educational programs has resulted from the 
formation and the increasing prestige of the spe- 
cialt}’ boards. Because of the advantages gained 
from certification by the boards, their requirements 
are generally regarded as tlie basis for planning a 
residency program. This is in sharp contrast to tlie 
present state of planning in medical schools, where 
tbe requirements of the state boards of medical 


examiners are really quite incidental to the indi¬ 
vidual schools’ interpretations of how their pro¬ 
grams may be strengthened. It is well to add, how¬ 
ever, that it has not always been so and that tlie 
elevation of medical school standards to this point 
has indeed been one of the dramatic stories of 
American medicine. 

One very significant change which has occurred, 
almost insensibly, in residency programs has been 
the replacement of accomplishment by periods of 
time as the criterion for completion of the residen¬ 
cy. This has resulted in large part from the rapidly 
changing emphasis on specialization in medicine. 
The residency, as established by Osier and his col¬ 
leagues at the Johns Hopkins Hospital, was essen¬ 
tially the selection and nurture of proteges by die 
professors in this outstanding medical school." The 
aim was the preparation of a few men in an out¬ 
standing fasluon for the then unusual career of 
teaching and research in the clinical fields. As the 
idea of residency in die various medical specialties 
spread, however, tremendous variations in the tjqie 
and quality of such programs developed, and many 
physicians were spending only very short periods 
of time in such programs before setting themselves 
up as specialists. From this chaos, the Advisory 
Board for Medical Specialties and die Council on 
Medical Education and Hospitals have brought 
order by establishing minimum times to be spent 
in residency before admission to board examina¬ 
tions and, also, by approving hospital residency 
programs. These means, important as they are, rep¬ 
resent only one part of the solution to the prolilem. 
Until the educational achievement of each resident 
is recognized as an obUgation by his hospital, fur¬ 
ther progress seems unlikely. 

Still another historical development which has 
had a striking effect on hospital education programs 
is the rapid increase in utilization of the hospital. 
Despite the fact that a decreasing proportion of 
hospitals have approved educational programs, 
there is a constantly increasing number of intern¬ 
ship and residency appointments available to eacli 
physician applicant. Since the primary orientation 
of the present programs is toward die participation 
of interns and residents in patient care, their ab¬ 
sence results in real problems in this area. Filling 
house-staff positions in order to meet service needs 
is a major concern of many hospitak, as is indicated 
by the urgency in appointing foreign graduates to 
vacant positions. 

Anodier aspect in the change in hospital use is 
the decrease in numbers of charity patients. While 
we welcome this as an evidence of e.xpanding econ¬ 
omy and of the success of medical prepayment, it is 
not an unmixed blessing. The charitx’ patient has 
played a key role in hospital education programs, 
even in private hospitals. Certainly, surgical pro¬ 
gram directors illustrate this condition most sharp¬ 
ly, with their increasing concern for operative clinic 
material for their residents. 
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The shorter duration of hospital stay which has 
csulted from early ambulation of surgical patients 
and from increased public recognition that the hos¬ 
pital IS no longer a place where one goes to die has 
also affected the pattern of education within the 
liospitals. With an increasingly rapid turnover of 
patients, a significantly greater portion of the time 
o the house staff is taken up by the initial exam¬ 
ination of patients. To the degree that suflScient 
tune is available both for the first acquaintance 
with the details of a patient s problem and for prop¬ 
er follow-up of his later progress, this is an ad¬ 
vantage. A too frequent result, however, is that 
the physician is overwhelmed, and so a routine and 
slipshod job is done of all aspects of the study 
of the patient. 


J.A.M.A., May 31^ 1935 


Organization for Education 

All of these changes have resulted in increasing 
obligations on the hospital from the standpoint of 
medical care, which is its first resiionsibility. Since 
the educational function of the hospital is second- 
arj% the usual absence of an effective instrument for 
the execution of this function serves to exaggerate 
the difficulties. It is to meet this problem tliat an 
effective organization for education wdthin the hos¬ 
pitals becomes necessary. 

The establishment of such an organization for 
educational responsibility must be a function of tlie 
medical staff along with the administration of tlie 
hospital. There are a number of reasons, however, 
why there is reluctance on the part of the medical 
staff to undertake this obligation. Probably the most 
significant is that membership on a hospital staff is 
predicated on ability to care for patients, with teach¬ 
ing interest and ability, in most cases, as an inciden¬ 
tal characteristic only. Also, regai'dless of the type 
of hospital we may consider, the members of the 
medical staff are busy men, with heavy time obliga¬ 
tions to their patients, to medical school teadiing, 
or, less commonly, to research. So, time spent in 
other activities must be recognizably productive. 

Planning of hospital educational activities seems 
to require spending nonproductive time. Eacli of us, 
to a greater or lesser degree, takes for granted tlie 
automaticity of a well-planned performance. Those 
of us who have conducted any public programs, 
however, can testify that the automatic appearance 
is a delusion. Yet even this realization does not 
serve to make able physicians anxious to spend 
time in such planning. 

Another problem facing any group undertaking 
planning of graduate medical education curricula 
is the lack of guides to follow. As yet, we have only 
begun to see the results of various experimental 
programs tried in different hospitals throughout tlie 
United States. But, in general, departures from 
some modification of the apprenticeship principle 
for graduate medical education are still quite in¬ 
frequent. 


A constant discouragement to the medical staff in 
undertaking a great deal of work on the part of ftp 
hospital educational program is the competitioj 
which exists among hospitals for suitable candi¬ 
dates. A school without students doesn’t have much 
meaning, yet this is precisely what is asked of manv 
medical staffs. It is necessary, but very dishearten- 
ing, to plan what shall be offered in an internship 
or a residency with the realization that ihe program 
being planned may never be put in operation be¬ 
cause the positions will not be filled. 

A significant factor in the reluctance of the medi¬ 
cal staff to accept responsibility is their usual lack 
of authority to implement changes as they see fit. 
It is quite unusual, for instance, to have a specific 
budget established for hospital education. Yet this 
is one of the things most strongly stressed in the 
Functions and Structure of a Modern Medical 
School,"* which represents a close counterpart to 
these programs. Also, the main authority under 
wliich most interns and residents may now be con¬ 
sidered to fall is that as an employee of the hos¬ 
pital, and not as an enrollee in an educational pro¬ 
gram. These limitations in authority are often the 
source of resignations from positions of importance 
in planning for hospital education. 

Principles for Effective Education 

From the statement of the needs and the evalua¬ 
tion of the influence of certain events in explaining 
the development of our present situation, it is evi¬ 
dent that the solution to our problems will not be 
a simple one. There are, however, certain principles 
which may guide the work toward greater effective¬ 
ness in hospital education. Neither these principles 
nor their statement is original with me. They have 
been derived largely from tlie striking analogy be¬ 
tween the conditions which existed in the medical 
schools prior to the relatively recent reforms and 
those now existing in the hospitals. 

The first principle is that tliose engaged in in¬ 
struction should be organized into a faculty. The 
independent teaching of several men without con¬ 
sideration of what each is to do is wasteful both 
for tlie teacher and for the student. The individua 
merits of each man cannot be properly exploitec 
ivithout an organizational basis. The necessity for 
this development has long been recognized among 
tlie communities of scholars in universities; the nee 
is equally great, in my opinion, in hospital pro¬ 
grams. The pattern of the faculty will undoubted) 
be unique. Neither tlie present organization 0 
medical school faculties nor that of departmen a 
ized hospitals seems best adapted to the neec s 
the suggested programs. It is probable, altbou„- 
frankly, a little frightening from the stan#^ ^. 
costs, that the development of the ".Lg 

zation will lead eventually to the use of f 
teachers, as it did in undergraduate 
teaching. 
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The second principle is that curriculums must be 
developed. It is probably unfortunate that, in tliink- 
ing of curriculum, the common connotation is that 
of a rigid structure. Tlie definition given by Dei- 
trick and Berson in "Medical Schools in die United 
States at Mid-Century” impressed me because it 
did not include this emphasis. They said, "The cur¬ 
riculum is the loom on which the cloth of medical 
education is woven.” ’ This places it in proper per¬ 
spective—as a tool, not as a master. In curriculum 
development, a practical means is found for the 
implementation of the purposes stated earlier for 
an educational institution, namely, to provide op¬ 
portunities for learning and to evaluate die use 
made of tiiem. It is my firm conviction diat each 
medical discipline has a distinct body of knowledge 
that can be defined adequately for proper curricu¬ 
lum development. 

If this program is undertaken, a new scope will 
be given to the discussion of common problems in 
hospital education. All of the concerns with devel¬ 
oping criteria for evaluating progress of the individ¬ 
uals wuthin the various hospital programs, of the 
individual programs themselves, and of the stand¬ 
ards for the programs throughout the country will 
require renewed attention. 

In my opinion, this points to the ultimate goal of 
the Association of Hospital Directors of Medical 
Education. A significant factor in the assumption 
of educational responsibility by an institution is that 
it now should undertake participation in the pro¬ 
gram for accreditation. This leads to the statement 
of the last principle of the proposed solution, which 
is that the continuous elevation of educational stand¬ 
ards should be sought by the participation of the 
responsible institutions in the procedure of accredi¬ 
tation. 

The Association of Hospital Directors of Medical 
Education now represents the feeling of dissatis¬ 
faction with existing conditions in the hospital 
education field. It also constitutes a forum for discus¬ 
sion, aimed toward improving educational condi¬ 


tions. It appears logical that it might also develop 
into a selective society with the associated function 
of participating in accreditation. By this means, its 
aims could be accomplished without the necessitj' 
for becoming a pressure group but only by the time- 
tested means of pulling ourselves up by our boot¬ 
straps. 

Summary 

In establishing graduate medical education pro¬ 
grams, hospitals are forced to assume responsibil- 
ib'es secondary to their primary reason for existence. 
These are the responsibilities of an educational in¬ 
stitution, namely, to provide specified opportunities 
for learning and to evaluate the accomplishment of 
the learner. The present status of hospitals in tliis 
countr)' leaves much to be desired in the acceptance 
of these responsibilities. A view of the influence of 
many factors on this present state of affairs provides 
perspective for improvements. An effective instru¬ 
ment to meet these educational responsibilities is 
required. Specific needs for a distinct faculty or¬ 
ganization, for development of curriculum struc¬ 
tures, and for participation of the hospitals in the 
elev'ation of educational standards are aU derived 
by reference to the general experience of other edu¬ 
cational efforts. 

2500 W. Grand Blvd. (8). 
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O CCUPATIONAL THERAPY FOR OLDER MEN AND WOMEN.-Obemdorf 
opposed segregation of the se.xes in recreation or in work, "the object being to 
offer the members of both sexes opportunity, no matter how tenuous, for mutual 
direct emotional expression.” Our experiences with geriatric patients confirm the im¬ 
portance of a mixed group of males and females in occupational therapy. They vdll 
form attachments by visiting each other while working on their projects and this 
tends to improve their personal habits. Sometimes such a close relationship con¬ 
duces to marriage of an elderly couple after the end of the hospitalization and helps 
to form a motivation to leave the hospital. (Geriatric patients frequently fear to 
leave.) The couples who work together in occupational therapy usually take a 
greater interest in recreational and outdoor actirities and the relationship between 
them helps their adjustment to the hospital remarkably. Kurt Wolff, M.D., Occupa¬ 
tional Therapy for Geriatric Patients in a Mental Hospital: Tlierapeutic Possibilities 
and Limitations, Journal of the American Geriatrics Society, December, 1937. 
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OUTPATIENT CLINIC IN THE TEACHING 

VOLUNTARY HOSPITAL 


PROGRAM OF THE 


Frank A. Solomon Jr., M.D. 
and 

John L. Leishman, M.D., San Francisco 


^ Man)' factors in the postwar years have caused 
the hospital of moderate size unafRliated with a 
university to reevaluate its basic assets in order to 
maintain a place in competition with larger and 
moic aflluent institutions for house-staff service. 
Among these are the following factors; (1) the ab¬ 
sorption by the federally subsidized institutions of 
a large number of graduate plu'sicians tlirough tlie 
ath'action of good housing, adequate compensation, 
c.vpanded and often university-supervised teach¬ 
ing, and arrangement for dependent care; (2) the 
great increase in medical teclmiques requiring 
house-staff service for performance and which 
must be awailable if tlic liospital is to maintain its 
position of supplying community care; and (3) the 
expansion of the insurance principle with corre¬ 
sponding reduction of clinic patients available for 
teaching. Many institutions of 250-to-500-bed status 
cither have abandoned house-staff training pro¬ 
grams in the face of such difficulties or have been 
depri\'ed of appro\'al of existing programs through 
failure to respond to the challenge offered. 

An intern in our liospital during the years just 
preceding the enti-y of the United States into 
World War II~the period of many disconnected 
services of short duration—found the outpatient 
clinic large!)' an elective or drudge service held 
together by a few' faithful physicians v'ho donated 
their time to the care of their less fortunate breth¬ 
ren. One of us (F.S.) can well remember that, in 
the case of one revered man, who died in the serv¬ 
ice of his countiy, the simple announcement by the 
intern, “Doctor X will be unable to see his patients 
today, but I will be glad to help anyone who 
would care to stay,” would result in at least 90% 
of the “clinic” departing until the next week. 

The lush days of war work, service dependents 
care, and home-physician shortage all but stifled 
the outpatient clinic. However, the return to a 
peacetime economy reestablished the need for an 
outpatient clinic and with it an increased demand 
for house-staff participation in its management. 
This was stimulated both by lack of time on the 
part of the attending physicians and by desire for 
work with his “own patients” by the house phy¬ 
sician. The prewar intern found himself returned 
to this situation as “outpatient consultant” in the 
curious position of being resented on the one hand 
by the house physician for “taking over the patient, 

From the Department of Medicine. St. Mary’s Hospital. 


The plan here described resulied from rec¬ 
ognition of the need for a continued house- 
staff training program, for an outpatient 
clinic, and for house-staff participation in its 
management. Each intern spends one half¬ 
day each week in this clinic. Instead of 
former arrangements by which the patient 
rarely saw the same intern twice, the schedul¬ 
ing and division of work is such that the same 
intern takes the history, does the initial physi¬ 
cal examination, has the help and guidance 
of either a preceptor or the director of medi¬ 
cal education, sees the patient again at 
subsequent visits, and follows him through 
consultations or hospitalizaiion as the case 
may be. The organization of bedside rounds, 
clinical pathological conferences, and depoU- 
mental conferences increases the effective¬ 
ness of the program. An outpatient service so 
organized enables the nonaffUiaied hospital 
of moderate size to offer the intern substan¬ 
tial help as he makes the transition to full 
patient care and responsibility. 


and on tire other by the patient for not continuing 
the treatment. Furthermore, the neglected outpa¬ 
tient service had not been coordinated with the 
new rotating internship through medicine, surger)', 
obstetrics, g)'necology, and pediatrics. It was stil! 
used as a stopgap service, usually four to six weeks 
as part of the medical service, so that a two-way 
objection to the outpatient service seemed quite 
valid. This was that the service was so short that 
neither patient nor intern was likely to see each 
other a second time, certainly not a third tune. 
This militated against both a good continuing regi¬ 
men for the patient and an interest in results or 

the intern. 1 

In 1954, one of us (F.S.), a prewar intern anh 

from 1947, a postwar consultant, was ^ 
medical director of the outpatient clinic, and a 
about the same time a news story of front-page i 
terest pointed up these objections. A house 0 * 
in a university hospital clinic was shot to death } 
a discontented patient, and, when asked v \ 
had shot this particular doctor, the patient 1 


i 
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xirtecl by the press to have replied, “They are all 
dike; you never see the same one twice,” or words 
dose to these. 

It was decided then that this neglected out- 
jatient service could better serve both patient and 
loctor and, in being reorganized to this purpose, 
houlcl be able to demonstrate a community and 
xlucational function difficult for larger and more 
mpersonal hospitals to duplicate, whatever their 
ther advantages, sufficiently satisfying a need for 
elf expression in training by the intern to stimu- 
)te application for house-staff positions. Accord- 
igly, beginning in 1955, xvith the help of one of 
s (J.L.), then chief medical resident, the outpa- 
ent clinic serxdce was reorganized. The present 
aper is a report of this organization and its re- 
ilfs to date. 

Method 

Tach intern spends one Vialf-day each week in 
:ie clinic, a total of 26 days or approximately five 
ivorldng weeks” a year—about the average of his 
tay in tlie clinic under the old system. Tire new 
rrangement, therefore, cannot be said to have 
iken him away from other duties excessix’ely. New 
atients, after interxdew by tlie social serxdce worker 
3 determine eligibility and status and to take the 
3cial history, are assigned by appointment rotation 
3 an intern who then remains this patient’s doctor 
)r the remainder of his service unless for some 
alid reason on the part of the patient or physician 
change seems advisable; free choice of physician 
thus encouraged. 

At the first visit, the intern records the history' 
ad performs the complete physical examination, 
rdering such laboratory and x-ray aid as he thinks 
lay be indicated and the need of which he must 
e prepared to defend. Subsequent follow-up ap- 
ointments are made for the intern’s regular clinic, 
ad at the first of these the case is reviewed with a 
ansultant, one of the volunteer x'isiting staff who 
assigned to each intern at the beginning of the 
aar as preceptor. The intern’s plan of investigation 
id/or therapeutic regimen is criticized. The case 
continued under the care of the intern in the 
inic with as little interference on the part of the 
receptor as possible. If specialty' consultation is 
iquired or desirable, this is made to tlae several 
inics which are managed by the resident staff 
ith its staff specialist consultant. The resident may' 
itber return the case to the intern or, if it pro- 
ides sufficient teaching interest at the resident 
ivel, assume responsibility' himself. In either event, 
'e intern follows through to tlie consultation, 
bould the resident take charge for this particular 
Iness, for any' subsequent complaint the patient 
:turns to his own intern physician. 

Patients requiring hospitalization automatically' 
dl to the responsibility' of the resident staff, but 
>e intern is expected to follow his patient to and 


during the hospital stay', furnishing the hospital 
history', phy'sical status, and the discharge note to 
the clinic record. Emergencies are, of course, met 
witli the day' they occur by' whatever intern is 
on duty'. 

Obstetric patients are assigned as nearly' as pos¬ 
sible according to the expected date of delivery to 
the intern who would be on the inpatient obstetrics 
serx’ice at tliat time. The resident in obstetrics 
meets for one half-hour at each intern session, and 
all obstetric patients are seen by' the intern xx'ith 
him at that time. 

The preceptor concept is a somewhat broader 
one tlian tliat of strictly' teacher or guide. He is 
e.xpected to take a personal interest in the intern, 
helping him apply his knowledge of the art as well 
as of the science of medicine, assisting him in de¬ 
ciding his future course in the profession, and aid¬ 
ing in his personal., family,, and financial problems 
as and if these arise. 

The whole venture is coordinated by' tlie med¬ 
ical director of the clinic (F.S.), who, in 1956, also 
assumed the position of director of medical edu¬ 
cation. Once a week he conducts clinic rounds in 
which hospitalized clinic patients are discussed, 
one by' one, by the intern and resident responsible 
in whatever detail the problems of the case re¬ 
quire. This discussion is most usually' at the house- 
staff level, guided by the medical director (intern¬ 
ist) with the help of the current clinic surgical con¬ 
sultant and a member of the staff of McAuley 
Clinic (the outpatient psychiatric clinic of the hos¬ 
pital). 

The emphasis is on discussion of the patient as 
a whole, from his physical and emotional stand¬ 
point and in relation to his enrironment. This ses¬ 
sion helps the house officer’s dex’elopment of ex¬ 
pression and cry'stallization of his course of action. 
We have thus far not required attendance at these 
meetings, y'et they' are on the whole better at¬ 
tended than many' of the other meetings provided 
for the house staff. 

Results 

The program was entered into with some trepida¬ 
tion by many of the hospital personnel involved. 
Examples include the inconvenience entailed on 
other serx'ices the half-day' die intern spends in the 
clinic, emergency service only being prox'ided by' 
the covering intern. Tliere is also a certain amount 
of book-work added for the nursing personnel in 
the appointment books that must be kept for each 
intern. On tlie otlier hand, the student nurse gains 
by' e.xposure to an office type of practice. Also, 
since xve require a complete physical examination 
of ex’ery' nexv patient passing through the clinic 
and since this requires a minimum of an hour, 
tliere has been some slowing of the reception of 
nexv patients, a matter that is disturbing to those 
used to only the serxice type of clinic. We feel this 
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is necessary both for the training of the doctor and 
for the benefit of the patient. This feeling has been 
somewhat overcome by the fact that the complete 
examination at times will reveal conditions offering 
opportunity for study for the resident physicians, 
particularly the surgical residents. At the end of 
(wo years we have encountered no opposition to 
the continuance of the program, and we believe 
that it has been one of the factors attracting the 
full complement of house staff we have been able 
to maintain .since its incei^tion. 

The entire program has developed to such pro¬ 
portions, particularly in the past two years, that its 
adnhnislratton has become too much for the part- 
time phj'sician witli a private practice; therefore, 
the hospital has engaged a full-time director of 
medical education who will become tlie medical 
director of the outpatient clinic, thus coordinating 
the outpatient clinic with the liospital teaching 
services. We were fortunate in obtaining the serv¬ 


ices of Dr. George Reifenstein, who, being certified 
by both the American Board of Internal Medicine 
and the American Board of Pathology, is well 
qualified to conduct clinic bedside rounds and to 
supervise clinical pathological conferences and de¬ 
partmental conferences on morbidity and mor¬ 
tality. 

While such a program is most easily started when 
there are sufficient house officers to fully stafi the 
clinic service, it would seem possible to make it 
work with any number of house officers avaOable, 
supplementing them with the attending staff, who 
would necessarily be the clinic attending phy¬ 
sicians were there no house staff at all. 

Summary 

The outpatient service in the nonaffiliated hos¬ 
pital of moderate size may be organized to enhance 
the intern’s postgraduate training in the direction 
of transition to full patient care and responsibility, 
2166 Hayes St. (Dr. Solomon). 




EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL GRADUATES 

GETS UNDER WAY 

Dean F. Smiley, M.D., Evanston, Ill. 


Since World War II the internships and residen¬ 
cies in our American hospitals have attracted a 
steadily increasing number of foreign medica 
gSduites. Among the factors that have contntated 

to this development are the " 

State Departments excliange visitoi 1 
(based on the United States Information and Edn- 
Sntl Exchange Act of 1948); rap^jr 

nf our hospitals since the Hill-Burton act ot 
creattog internship .and residency positions m oni 
tenitafs considerably beyond the powers of our 

fnSLttt^Snp™"^ 

physicians to tetonoLed 

of London and Edmburgn Berlin, 

clinics or faculties of medicine o 

Dresden, Momdb \ 4e ratent of this 

diately precedn ^^orio Wa ^- 

tiafcs. 


The Educational Council for Foreign Medi¬ 
cal Graduates (ECFMG) has been carefully 
planned and established by the four orgam- 
zaiions in the United States which are most 
closely concerned with the maintenance at 
high standards of rrredical education and 
service. These are the American Hospital 
Association, the American Medical Assoo 
fion, the Association of American Medico 
Collages, and the Fodorodon 5'“*' 

Boards of the United States. The Counci 
established to make it possible for 
of the 543 medical schools outside th 

States who wish to 

American hospitals to obtain a 

cation in their own country 

serve the purpose of ''*"'''^7 ft, 

qualified physicians once they 

United States. Full functioning of the P 

gram is set for Jan. h I960. 
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jevelopment is e\adenced by the recent census 
alcen by tlie Institute of International Education 
md the American Medical Association. It revealed 
hat in the academic year 1956-1957, 6,741 foreign 
nedical graduates from 88 countries were training 
n American hospitals, 4,753 as residents and 1,988 
s interns.' Another thousand foreign medical grad- 
lates in our hospitals who were here permanently 
n immigration \4sas brought the total number of 
oreign medical graduates occupying intemsliip or 
esidency positions in our hospitals up to more than 
,700 in 1956 to 1957. 

In wew of diese figures it is not surprising tlvat 
le American Hospital Association, the American 
ledical Association, tire Association of American 
ledical Colleges, and the Federation of State Med¬ 
al Boards of the (Jnifed States had been showing 
)ncem. With 7,700 foreign medical graduates in 
aff positions in our hospitals and more coming 
ich year, some central agency should be set up 
I answer inquiries and ser\'e as a source of authen- 
c information in this rapidly developing field, and 
ime means should be established for making it 
jssible for graduates of the 543 medical schools 
itside the United States who wish to further their 
ainmg in American hospitals to obtain a basic 
irtification in their owm country' which would 
iwe the purpose of identifj'ing them as qualified 
lysicians once they enter the United States. 

After three years of planning by the Cooperating 
ommittee on Graduates of Foreign Medical 
hools witli Dr. Donald G. Anderson, dean of the 
niversit}' of Rochester School of Medicine, acting 
chairman, and Dr. M^alter S. Mfiggins, associate 
cretary of the A. M. A. Council on Medical Edu- 
tion and Hospitals, acting as secretary', the 
lucational Council for Foreign Medical Graduates 
2. C. F. M. G.) was formally incorporated on 
ay 14, 1956, with a Board of Trustees of 10. The 
>ard was constituted as follows: representing the 
nerican Hospital Association were Drs. Sarah H. 
mtti and T. Stewart Hamilton; representing the 
nerican Medical Association svere Drs. Edwin S. 
amilton and James R. Reuling; representing the 
isociation of American Medical Colleges were 
fs. J. Murray Kinsman and John McK. Mitchell; 
presenting tire Federation of State Medical 
lards of the United States were Drs. M. H. Crabb 
d Dr. Elmer W. Sclmoor; representing the public 
large were Drs. W. C. Davison and Aims C. 
cGuinness. Dr. Kinsman was elected president, 
r. Edw-in S. Hamilton Mce-president, and Dr. 
lutti treasurer. The financing of the first two 
ars of operation was provided by a loan from the 


four sponsoring agencies and by' grants from the 
Kellogg Foundation and the Rockefeller Founda¬ 
tion. Dr. Dean Smiley', formerly secretary' of tire 
Association of American Medical Colleges, was 
named e.vecutive director, and on Oct. 1, 1957, the 
E. C. F. M. G. formally' opened its doors in offices 
at 1710 Orrington Ave., Evanston, Ill. 

Informational Services 

As an aid in the answering of letters of inquiry' 
and in interv'iewing, the following printed materials 
have been developed and are available on request: 
(1) "Facts for Foreign Medical Graduates Planning 
Advanced Training in Hospitals of the United 
States,” (2) fact sheet (describing tire serr'ices of 
E. C. F. M. G.), (3) application form (for har-ing 
credentials evaluated), (4) examination brochure 
(describing tire American Medical Qualification 
examination), and (5) “Facts for Foreign Medical 
Graduates Contemplating Emigrating to the United 
States to Enter Practice.” 

Through the courtesy' of the American Medical 
Association, the Association of American Medical 
Colleges, and the Graduate School of the University' 
of Pennsylvania we have been supplied toUi distri¬ 
bution copies or given permission to reprint for 
distribution nine other brochures or leaflets of in¬ 
terest to selected groups of foreign medical grad¬ 
uates. 

Evaluative Services 

Gredential evaluation is required of each candi¬ 
date as the first step toward certification. Each 
foreign medical graduate is asked to submit photo¬ 
stated or certified copies of his chief educational 
credentials documenting the follou'ing facts: that 
he has had at least 18 y'ears of formal education 
(elementary', secondary', collegiate, medical school, 
internship, or residency'); that at least four of these 
years of training have been in a bona fide medical 
school recognized by' the organized medical pro¬ 
fession of the country' in which tlie school is located 
and listed in the M^orld Health Organization’s 
“World Directory' of Medical Schools”; and that he 
is h’censed or eh’gible for licensure in the country' 
in which he obtained his medical education. 

Evaluation of the knowledge of medicine is de¬ 
termined by the American Medical Qualification 
Examination given hrice each year, spring and 
autumn, in approximately 20 medical schools in 
tlie United States and in over 30 medical schools 
abroad. This is a 360-to-400-question, multiple- 
choice, objective-ty'pe examination, given in a morn¬ 
ing and an afternoon session, all on one day. The 
questions for this examination are selected bv the 
E. C. F. M. G.’s examinab'ons committee of six 



foreign medical 

medical educators, from the pool of questions which 
have been used in examining large numbers of 
National Board candidates and smaller numbers of 
State Board candidates. About 35% of the questions 
aie devoted to clinical medicine, 20% to surgery, 
15 /o to pediatrics, 15% to obstetrics and gynecology, 
and 15% to the six basic sciences. 

The evaluation of the command of English is ac¬ 
complished as follows: At the beginning of the 
afternoon session of each examination, the proctor 
roads in Englisli the history of a tJTpical medical 
illness in the words of a patient. The candidates 
take such notes as they wish and then write a 
summary of that history in English as they would 
\^’rile it as the patients case history in a hospital 
chart. This simple test checks the candidate s ability 
to understand spoken English and his ability to 
write English. His ability to read rapidly and com¬ 
prehend written English is tested by the American 
Medical Qualification Examination itself. United 
States consuls abroad endeavor to limit the issuance 
of exchange visitor visas to foreign medical grad¬ 
uates who can speak understandable English. 

Certification Services 
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Fourteen stale boards of medical examiners and 
three specialty boards have acted to recognize tlie 
E. C. F. M. G. certificate based on its three-way 
appraisal of foreign medical graduates. The A. M. 'a 
C ouncil on Medical Education and Hospitals and 
the Association of American Medical Colleges have 
voted to withdraw their list of foreign medical 
schools (whose graduates were recommended for 
consideration on the same basis as graduates of 
American medical schools) on Jan. 1, 1960. After 
that date graduates of any medical schools outside 
the United States, Canada, and Puerto Rico will be 
expected to attain E. C. F. M. G. certification be¬ 
fore applying for an exchange visitor visa and be¬ 
fore being granted an appointment as an intern or 
a resident in a United States hospital. Many hos¬ 
pitals and one of our largest clinics are aiming to 
have all foreign medical graduates on their staffs 
certified by Jan. 1, 1960. 

Summary 

The Educational Council for Foreign Medical 
Graduates (E. C. F. M. G.) has been carefully 
planned and established by the four organizations 


The foreign medical graduate who has had 
his credentials successfully evaluated by the 
E. C. F. M. G. and passed its American Medical 
Qualification E.xamination and its test of proficiency 
in English is given an E. C. F. M. G. certificate. It 
is the hope of the four sponsoring agencies tliat the 
E. C. F. M. G. certificate will be accepted by hos¬ 
pitals, state boards of medical examiners, and 
specialty boards as evidence that the holder, though 
a graduate of a foreign medical school, is the pos¬ 
sessor of medical knowledge comparable to that 
possessed by current graduates of our United 
States medical schools. 


in the United States which are most closely con¬ 
cerned with the maintenance of high standards of 
medical education and service. It has equipped 
itself to provide information to foreign medical 
graduates on request, to translate and evaluate 
foreign educational cre'dentials, and to test the 
foreign medical graduate’s command of English 
and his basic knowledge of medicine. It is rapidly 
completing arrangements whereby the English test 
and the American Medical Qualification Examina¬ 
tion will be given in tlieir own home country to 
foreign medical graduates whose credentials have 
been submitted and found meeting minimal re- 


Report of Progress to Date 

Letters of enquiry to the E. C. F. M. G. are rap¬ 
idly increasing as it becomes known that informa¬ 
tional materials are readily available. Nearly 300 
foreign medical graduates had their credentials 
evaluated successfully and took the first American 
Medical Qualification Examination as given in 17 
United States medical schools on March 25, 1958. 
Fifty-one per cent attained a score of 75% or more. 
Approximately 1,200 additional foreign medical 
graduates have applications in various stages of 
completion for the second American Medical Qual¬ 
ification Examination to be given Sept. 23, 1958, in 
approximatelv 20 United States medical schools 
and more than 30 medical schools in forergn 

countries. 


quirements. 

Every effort is being made to see that the infor¬ 
mational phase precedes by a suitable time interval 
the evaluative and certifying phases of the program. 
With that important objective in mind, tlie 
E. C. F. M. G. has set the target date for the full 
functioning of tire program (with all foreign med¬ 
ical graduates being properly certified before being 
granted United States exchange visitor or studen 
visas and all foreign medical graduates on stalls 
of American hospitals being properly certified) as 
Jan. 1, 1960. 

1710 Orrington Ave. 
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LABORATORY ANALYSIS OF 1957-1958 INFLUENZA OUTBREAK (A/JAPAN) 

IN NEW YORK CITY 

I. PRELIMINARY REPORT ON SEROEPIDEmOLOGIC im'ESTIGATION 
AND VARIANT A/JAPAN ISOLATE 

Daniel Widelock, Ph.D., Sarah Klein, Lenore R. Peizer, B.A. 

and 

Olga Simonovic, B.A., New York 


The influenza-pneumonia mortality’ data for New 
York Cih' during the current (1957-1958) influen¬ 
za outbreak can be divided so as to indicate the 
following four distinct phases: (1) a period of 
normalcy, which ended on Oct. 4, 1957; (2) a 
sharp rise behveen Oct. 4 and Oct. 18, 1957, de¬ 
creasing to normal fay Nov. 29; (3) a second period 
of normalcy between Nov. 29, 1957, and Jan. 10, 
195S; and (4) a second rise in mortality' starting 
Jan. 17,1958, and e.xtending tlirough February' (see 
figure). Similar influenza-pneumonia mortality’ 
cur\’es have been reported for the whole United 
States, with no e.xplanation available for the second 
rise in mortality'.' 

This paper will report seroepidemiologic results 
associating the increase in influenza-pneumonia 
mortality, including that of the second mortality 
wave, with the influenza virus. In addition, this 
preliminary report will describe tlie appearance 
of a variant of the Asian strain, coincident mth the 
second rise in the mortality' curve. 

Method 

Scrum Collection.—Beginning on Sept. 16, and at 
weekly intervals thereafter, at least 300 negative 
serums per week were collected at random from 
the syphilis serology laboratory. The serums were 
stored in the deep-freeze unit until tested. The 
sy'philis serology laboratory receives from 2,000 to 
3,500 specimens per day. There is no obmous bias 
m the collection of these specimens with respect 
to the racial, geographical, or economic status of 
the patient. Tables 1 and 2 indicate the distribution 
of tile serums used in this e.xperiment, the reason 
for obtaining specimens in this laboratory (i. e., 
diagnosis or premarital or prenatal tests for syph¬ 
ilis), and age distribution of patients from whom 
serums were obtained. 

Hemagglutination-Inhibition Test.—The Asian vi- 
nrs strain used in the hemagglutination-inhibition 
(HI) tests was the third (E3) or fourth (E4) egg 
passage of NYC/1/57 (typed as similar to A/Asian/ 
Japan/o05/57 by' the Respiratory' Disease Unit, Vi¬ 
rus and Rickettsia Section, Communicable Disease 
Center, U. S. Public Health Service). The NY’C/1/5/ 
'irus was isolated by this laboratory’ in August, 

Assistant Director (Dr. Widelock), Bacteriologist (Miss Klein), and 
“f^cteriolosists (Mrs. Peizer and Miss SimonoWc), New York 

ly Department of Health, Bureau of Laboratories. 


The bipbasic nature of the 1957-1958 in¬ 
fluenza epidemic and its contribution to the 
mortality during those years are revealed by 
data obtained in New York City. Hemagglu¬ 
tination-inhibition (HU tests for Asian influ¬ 
enza were carried out from Sept. 16, 1957, 
to Feb. 21, 1958, on 2,719 serums negative 
for syphilis. The percentage of persons with 
HI antibodies positive to the NYC/1 /57 in¬ 
fluenza virus increased abruptly from a low 
figure to about 35% during October; the 
increase coincided with a first wave of deaths 
in excess of the normal seasonal expectation. 
The percentage of serologically positive per¬ 
sons showed a second abrupt increase in 
January, again simultaneous with an exces¬ 
sive mortality for the time of year. Between 
the two waves there was a period of quies¬ 
cence of approximately two months. In Janu¬ 
ary, 1958, a strain of virus was isolated that 
differed markedly from all previously tested 
strains, and three more strains of the new 
type were isolated in February. These facts 
suggest the possibility that older strains may 
become altered, or re-emerge after the lapse 
of years, or somehow recombine the antigens 
of earlier with those of more recent strains. 


1957, from the throat washing of a New Y'ork City 
patient (Inga). The PR8, FMi, and Lee wruses 
were old laboratory' strains maintained by' egg pas¬ 
sage. 

The standard pattern test was employ'ed with use 
of four units of untreated virus." The serums were 
treated with potassium periodate, inactivated at 
56 C for 30 minutes and screen tested 1:8 (original 
dilution) for the NY'C/1/57 virus and 1:16 (orig¬ 
inal dilution) for tlie PR8, FM,. and Lee viruses. 
About 200 of the 300 individual specimens collected 
weekly' were tested each week. 

Results 

An e.\amination of the figure reveals the close re¬ 
lation beRveen influenza-pneumonia mortality and 
die cumulative incidence of indiv-iduals with Asian 
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antibodies. The HI curve may be divided as fol- 

iows into tlie same four phases as the mortality 
curve. ^ 

1. A low percentage of individuals with HI anti¬ 
bodies positive to the NYC/1/57 virus correspond¬ 
ing to tile period of normalcy in the influen 2 a-pneu- 
monia mortalit)' curve. Daring this pen'od the virus 
began to disseminate throughout tlie New York 
City population. The virus was first recognized in 
New York City after its isolation from specimens 
obtained from foreign axchange students on Aug. 6, 

1957, and by the end of August it was found in 
New York City residents. Between Sept. 16 and 
Oct. 4, about 4.5% of the serum collected in the 
serology laboratory reacted witli the Asian virus. 

2. A sharp rise to 35% of the population tested 
with the Asian strain, ending about Oct. 25. The 
similarity to the influenza-pneumonia mortality 
curve is evident (see figure). Wortliy of mention is 
the fact that within a three-day period, Oct. 18-18, 
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tending through the month of February. This sec 
ond rise occurred not only in New York City 
throughout the nation. 

The second rise in influenza-pneumonia deaths 
coincided exactly with the increase in the percent¬ 
age of individuals with positive reactions which 
rose from about 40% on Jan. 3 to 70% on Feb. 28. 

Table l.-Hemagghitination-Inhibition Test for Asian In- 
puenza on Routine Specimens Submitted to SijpMis Serohm 
Laboratory Between Sept. 16, 1957, and Fch. 21, m, 
in New York City 


Ucasoii iOT Submission ot 
Specimen to Lnborntory 

For diagnosis ... 

Premarital test ... 

Frcantal test . 

Totnl . 


Positive 

Total* '~ir' 
. 1,3S0 489 33.4 

. 781 29C S;.9 

• 355 148 SG 

. 2,710 933 iu 


Totnl Xew York City population, ages 15 anfl over, is 3,969,1*0 



Correlation of laboratory findings and pneumonia-in¬ 
fluenza' mortality in New York City, 1957-1958. Total 
numbers of monthly virus-isolation tests made from August, 
1957, through February, 1958, were 30, 84, 217, 38, 84, 90, 
and 84 respectively; of tliese, 30.0, 35.7, 29.0, 24.0, 2.7,17.7, 
and 15.5% were positis'c. For HI tests, .about 200 individual 
serum specimens were te.s'ted each week. 

the curve rose from 10 to 33% HI positives. The 
explosive nature of the outbreak during these three 
days is also evidenced by the sharp rise in the 
mortality curve. 

3. A relatively normal period (Oct. 21 to Jan. 10) 
during which time there was little significant 
change in the percentage of individuals reacting 
to the Asian virus. The variation during this period 
rose only between 36 and 42%, showing the consist¬ 
ency of the method. It will be noted that the mor¬ 
tality curve quickly became normal and remained 
so until about Jan. 10. 

4. The fourth phase of the influenza-pneumoma 
mortality curve is characterized by the second rise 
in number of deaths, starting about Jan. 10 and ex- 


This second increase in both the mortality and HI 
antibody curves extended over a longer period than 
the initial rise which occurred in October. 

It may be noted tlrat throughout tire testing pe¬ 
riod tlie FMj, PR8, and Lee antibodies fluctuated 
between 40 and 60% without showing any definite 
trend. No significant statistical differences were 
found in tlie groups of serums submitted for either 
diagnosis or premarital tests for syphilis. There was 
a smaller percentage of positives in tlie prenatal 
group. It is of interest to note (table 2) that on 
final analysis all age groups were equally infected 
by the virus. Furtlier study will be required to de¬ 
termine if this holds true for each period of the 
epidemic. 

Virus Isolations 

Results of throat wasliings and autopsy materia! 
submitted to the laboratory for influenza virus iso¬ 
lation may he seen in the figure. There is a dose 

Table 2.—Age Distribution and Residts (Asian lnPuenzo) oj 

Hemagglutination-Inhibition Test for Specimens Tcslcrf 
in Table 1 


Positive 


Acc 


15-30. 

20-20. 

30-39 . 

40-40 . 

50-50 .. 

><i0 . 

No HKD eiven. 


Totnl 


Tot.iI 

819 

1,124 

536 

334 

227 

147 

12 

2,719 


No. 

103 

393 

irs 

323 

82 

3l3 

3 

930 


32.3 

330 

32,0 

302 

S0.1 

^«.0 

Si.t 


relationship between the percentage of positive iso¬ 
lates for Asian virus and the mortality and s>‘ 
HI curves. 

From August through October, 1957 , abou ' 
of the specimens submitted for virus isolation 
positive. The proportion of positives dropped 
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2 .7^0 in December coincident with other evidence 
of disappearance of the epidemic disease. The pro¬ 
portion of positives rose to 18% vnth the second 
wave. 

New York City Variant 

During tlie period Jan. 10 tlirough the montli 
of Febriiar}', in which the second rise took place in 
both the HI and mortality curv'es, a variant of the 
A/Japan mus was isolated from the throat wash¬ 
ings of four individuals by tlie egg inoculation tech¬ 
nique. 

In table 3 it will be noted that strains isolated 
early in the epidemic had no detectable antigenic 
relationship to FMi and in tliis sense were t)X>ical 
of strains isolated elsewhere. On Jan. 21, 1958, a 
strain was isolated which differs markedly from all 
ore\iously tested strains in that it cross-reacted 
strongly with FMi serums as well as showng the 


population by determination of the presence or ab¬ 
sence of antibodies to the new virus in single 
serum specimens in large samples of the population. 
As showm in the figure, about 35% of indmduals 
in New York City were infected by this new vdrus 
in the initial wave of the disease. This part of the 
epidemic was widely recognized both by' the medi¬ 
cal profession and by' the public. The initial wave 
was followed by' a period of quiescence for appro.x- 
imately two months, during which time no signi¬ 
ficant number of new infections occurred. After this 
there was a second sharp rise in the percentage of 
reacting individuals. Characteristically' this second 
wa%'e %vas also accompanied by an increase in the 
total mortality' in New York City. The curve shown 
in the figure suggests that the excess mortality' was 
a reflection of a widespread dissemination of the 
v'irus. 


Table 3.—Demonstration of Isolates Inhibited by Both A/Japan and FM, Antiserums 
(Chicken) Hemagglutination-Inhibition Test 

Vims Type' 

Date Specimen XTC/l/o7 FMj I-ee 

Submitted to --——- —'' --- 


ttuomittca to , -——-''-v--- 

Isolate Laboratory i'j .7) 100 200 400 800 25 50 100 200 400 800 .71 lOO 200 

. 1/21/.VB I I I I A A I I I I A .A A A A 

2/ C/jS I r I I A A I I I I A A A A A 

2/ V/oB I I I I A A I I 1 A A A A A A 

2/ 7/5S I I I I A A r I I I A A A A A 

JoatroU. 2/ .,/53 I I I I A A A A A A A A A A A 

2/ 3/5S I I I I A A A A A A A A A A A 

2/5/58 I I I I A A A A A A A A A A A 

(TC/I/5TVims. ... I I I I A A A A A .4 A .4 . 

Vims . A A A A A A I I I 1 I I . 


* lumbers represent reciprocals of oricinal dilutions. I = inhibition: A = asdutination. 


isual titer against anti-Asian senuns. Three more 
trains of this new type were isolated between 
'eb. 6 and Feb. 28. However, the majority of 
trains (11 out of 15) isolated in the second wave 
vere of the early type. The number of isolations is 
00 small to accurately' determine tbe prevalence of 
he new type in the second wave. (Since this 
laper was w'ritten, a similar finding was reported 
0 a letter to the editor in Virologtj.^) 

When the new strains were tested against human 
erums the results were consistent witli the anti- 
;enic pattern demonstrated in table 3. Serums 
I'hich contained antibodies against either FMy 
lone or NYC/1/57 alone also reacted strongly 
rithin the new variant. 

Summary 

The influenza epidemic which was current 
hrougbout the United States in 1957 and 1958 was 
inusual in that the etiological agent contained anti- 
ions for which most people in the population had 
io antibodies. This prov'ided a imique opportunity' 
0 measure the prevalence of the disease in tlie 


Of equal interest is tlie isolation of four new 
strains of influenza \'irus which possess antigens 
characteristic of tlie influenza strains which were 
prevalent from 1947 through 1956. This is all tbe 
more noticeable since tlie earlier and most vHde- 
spread of the strains involved in the current epi¬ 
demic did not possess these antigens. One possibil¬ 
ity' which should be considered is that of recombi¬ 
nation between the antigens of the earlier and tlie 
more recent strains. 

Mr. Louis Pincus, Bureau of Records and Statistics, De¬ 
partment of Health, gave statistical assistance in this study. 
All data concerning the influenza-pneumonia mortality were 
supplied by the Bureau of Records and Statistics. 
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TEACHING OF UROLOGY TO MEDICAL STUDENTS 


Abel J. Leader, M.D 

Pioblcnis relating to the teaching of urology to 
jnedical students have received increasing attention 
at the most recent meetings of the American Uro- 
logical Association. This interest is reflected in the 
report of its committee to study the status of the 
undei graduate teaching of urology in the medical 
schools.' The stimulus for this survey was provided 
by the wish of the association to determine wliether 
there was any factual basis to justify the expres¬ 
sions of worried concei'U from some quarters to tlie 
effect that the undergraduate teaching of the sur¬ 
gical specialties, including urology, was being 
seriousl)' compromised. The growing curriculum 
pressures generated by attempts to crowd more and 
more subject matter into the rigid four-year medical 
school course were considered primarily responsi¬ 
ble. At some schools, sharp curtailments in the time 
allotted to the teaching of urology to medical stu¬ 
dents had been effected. Dark prophecies had been 
made that the undergraduate teaching of urology 
would soon become a matter of history. 

After the completion of a detailed survey of the 
teaching curriculums of the medical schools and of 
the attitudes of the responsible administi'ative au¬ 
thorities and chiefs of the urologic services of these 
institutions, the committee reported that “at 87% 
of the institutions surveyed, the urological services 
still have reasonable opportunities to present cred¬ 
itable and well-balanced courses to undergraduates, 
despite recent concessions.” It minimized the extent 
of the dangers and the threats that tlie undergrad¬ 
uate teaching of urology might soon become ex¬ 
tinct. Of much greater concern to this fact-finding 
body was the character and quality of the teaching 
programs already in operation. Wiiat appeared to 
be most needed was not a greater share of the 
medical students time but a more effective use of 
the time already devoted to urology in most of the 
curriculums. "The time has come for every urologic 
instructor to take critical inventory and concentrate 
on that subject matter which promises to be most 
useful to students, irrespective of their ultimate 
type of practice. It is also imperative that every 
urologic instructor exercise rational introspection 
regarding how well he has really accepted his 
teaching responsibilities and how conscientiously 
he has tried to provide the best instruction of which 
he is capable.” 

Survey Results 

Principally, the results of the survey indicated 
that in many of the institutions studied there 
existed a need for reappraisal of the efforts being 

CUairmftn, Division of Urology, Department of Surgery, Baylor 
University College of Medicine. 


Houston, Texas 


The threat to adequate instruction in urolo¬ 
gy in medical schools lies not so much in the 
depredations by curriculum-planning commit- 
fees as they allot additional hours to rival 
courses as in lethargy and lack of perspective 
seen in occasional departments of urology. 
The best remedy is a balanced, meaningful 
course. The course here described is given in 
the third and fourth years. It consists of didac¬ 
tic lectures, ward-work with fiospitaf inpafients 
and outpatients, demonstrations, and "spot 
seminars." The goals of the course must be 
explicitly delineated beforehand; the stu¬ 
dent's time must be conserved; and he must be 
impressed by a sense of forward movement of 
the program. The instructor's time likewise 
must be conserved. A detailed program which 
leaves nothing to chance, to faults of memory, 
or to later argument eliminates an enormous 
quantity of lost motion. This involves the early 
preparation of a "Urologic Instructor's Man¬ 
ual" and the development of teoching tech¬ 
niques that challenge the student's interest. 
Since teaching and research are both im¬ 
portant/ thought must be given to the need 
for recruiting to the urologic residency troin- 
ing program those students who have talent 
for either basic or clinical research. It appears 
that the most urgent need is not a greater 
share of the medical student's time but a more 
effective use of it by the departments con¬ 
cerned. 


made to teach urology to medical students and for 
reorganization of the scope and content of such 
courses; the greatest threat to the continuation 01 
effective undergraduate urologic instruction was 
not from predatory external forces but from a lack 
of perspective, lediai-gy, and indifference to the 
needs of students in those charged with the respon¬ 
sibility for their instruction in urology. The integ¬ 
rity of a M'ell-balanced and meaningful course « 
urology was to be regarded as its best safegnan 
against depredation by curriculum-planning com 

mittees on tlie hunt for additional hours to sup 
plement the time allottment of more vigoi 

^'^Early in its study, the committee recognized^ 
difficulties involved in attempting a ^mpar « 
appraisal of the teaching methods and p g 
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now in use in American medical schools. Tliese 
were too varied and too full of intangibles to per¬ 
mit statistical break-dowm and analysis. For the 
same reasons, it is almost impossible to develop 
even a useful idealized conception of a teaching 
program in urology adaptable to all medical schools. 
Significant differences in the sizes of classes, tire 
clinical facilities, tlie diversification, volume, and 
character of the clinical material available to the 
uses of tire teaching program, and tlie availabtlit>’ 
of capable irrologists willing to spare the time from 
their private practices for teaching, are all .factors 
that modify the usefulness of a pretailored program 
in any one medical school. Of even more funda¬ 
mental importance are the variations in the basic 
philosophies regarding tlie objectives of the un¬ 
dergraduate teacliing of tliis surgieal specialty 
subscribed to by tlie responsible administrative 
authorities and the surgical department chairmen 
concerned. 

To overcome the handicaps imposed by these 
variables and comple.xities, the committee suggested 
the development of a forum of some ts'pe in which 
those interested in and concerned with the prob¬ 
lems of urologic education at the undergraduate 
level might meet for a mutually beneficial inter¬ 
change of ideas. It proposed that a definite alloca¬ 
tion of time be made at tlie annual meetings of the 
American Urological Association and that this be 
devoted to either a panel discussion or a symposium 
cn the subject of undergraduate urologic teaching 
‘where authoritative opinions could be aired, teach¬ 
ing methods compared, and projects for the future 
proposed.” This suggestion was responsible for the 
preparation of an exhibit showm at the 1937 Annual 
Meeting of the American Urological Association 
entitled “The Undergraduate Teaching Program 
in Urology at the Baylor University College of 
Medicine.” What follows is an expositor^' descrip- 
don of the program based on the material con- 
:ained in this exhibit. 

In order to permit even admittedly superficial 
comparisons, some background is necessary. The 
Saylor University College of Medicine is a privately 
iupported medical school located in Houston, Texas, 
m urban community of about one million people. 
Both the medical school and the Texas Medical 
center of which it is a part have been located in 
Houston less than 20 years. It has problems in 
common with many young medical schools, and the 
traditions that de%'eiop with age and the support 
that accrues from a large body of loyal and de¬ 
moted alumni have yet to develop fully. Four of the 
“ight major hospitals (one a citj’-counU' hospital for 
indigents and another a 1,500-bed Veterans Ad¬ 
ministration hospital) are directly affiliated with the 
school, and the urologic sendees of two of the 
otliers are indirectly affiliated tlirough an agree¬ 
ment between Baylor and tlie Postgraduate School 


of the University of Texas. At last count, there were 
45 urologists in the Houston area, and of these, 
more than 50% are on the clinical faculty in urology' 
of the medical school. All are either certified or 
eligible for certification by the American Board of 
Urology, at least the latter being a prerequisite for 
appointment to the faculty. Within this last year, a 
full-time instructor who had just completed his 
residency was appointed to the faculty. 

Those who have participated in the program to 
be described concede its effectiveness. For two suc¬ 
cessive years, the graduating classes have desig¬ 
nated their coinse in mology as the best organized, 
most effectively presented, and best taught course 
of the chnical years. For two successive years, the 
senior classes have awarded a bronze plaque to a 
urologic instructor as the so-called doctor of the 
year. Ten per cent of the seniors of the most 
recent graduating class professed sufficient interest 
in tnologic residency training to have indicated 
this choice in the class yearbook. The instructors 
have been uniformly enthusiastic since the program 
has been designed to permit the individual in¬ 
structor to make his contribution to the teaching 
effort with a minimum vv’aste of time. A feeling of 
mutual respect pervades all of the sessions and has 
been most rewarding to those responsible for the 
planning of the program. Finally, the chairman of 
the department of surgery has responded to sug¬ 
gestions of the last senior class that the teaching 
program be reinforced at the third year level for 
increased effectiveness. At present, urologic instruc¬ 
tion in the junior year consists of eight didactic 
lectures followed by an additional 16 hours of 
ward-work with hospital inpatients, demonstrations, 
and “spot seminars.” Earher, this instruction had 
consisted only of eight disjointed didactic lectures 
by as many different lecturers presented during 
one quarter. 

Fundamental Objectives 

A precise delineation of goals is indispensable in 
the dev^elopment of a teaching program such as the 
one to be described, since all subsequent efforts 
are directed tovv'ard their attainment. The basic 
goal is to provnde the medical student with an un¬ 
derstanding of the principles of luology that are 
thought essential to his development as a well- 
rounded phj’sician: it is not to make of him a 
physician who is either a competent urologist or a 
general practitioner capable of dealing competently 
with all urologic problems. It is recognized tliat 
for most medical students, their contact with 
urology during the clinical years in medical school 
may well be all they will have with the specialty 
before entering tlie private practice of medicine. 
Despite this, emphasis is placed on the orientation 
of the student in urologic disease mechanisms, and 
the distinction between teaching and training is 
clearly drawm. Training is a graduate discipline: it 
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is an extension of the educational process to the 
residency level. Here the resident, because of his 
special interest, not only broadens his base of un¬ 
derstanding of the principles of urology but ac¬ 
quires familiarity, dexterity, and competence in the 
techniques peculiar to urology. 

A second objective is the most judicious employ¬ 
ment of tlie time allotted to tlie division of urology 
for its teaching effort. If this is done, the student 
soon becomes aware of the precision with which 
the program has been planned and of its resultant 
sense of forward movement. Similarly, the in¬ 
structor wastes no time, since his teaching assign¬ 
ment is clearly demarcated although no restrictions 
are placed on his ingenuity as a teacher within the 
boundaries of his assignment. In consequence of 
this, absenteeism on the part of both students and 
faculty alike has been remarkably low, an added 
tribute. Our e.\perience has been that a carefully 
planned program carried forward by instructors 
who are completely familiar with its over-all ob¬ 
jectives as well as their individual responsibilities 
to its successful implementation results in a student 
body that responds with interest and enthusiasm. 

A third consideration is that of keeping the de¬ 
mands on the individual instructors time at tire 
minimum consistent with first-rate performance. 
This is especially important since the inti-oduction 
of the four-quarter system, which makes necessary 
the repetition of tlie teaching effort at least four 
times during the academic year. In this connection, 
it is ajipropriate to quote again from the report of 
the committee to study the status of the under¬ 
graduate teaching of urology in the medical 
schools:* “Since itrological teaching in 65% of the 
schools is still dependent on part-time and volun¬ 
teer instructors, it seems naive to insist upon 
changes tliat demand more and more time of those 
individuals who find it difficult to do justice to 
prevailing programs.” Here again, it has been our 
experience that a well-balanced and effective teach¬ 
ing program tliat utilizes the services of the teach¬ 
ing staff to the best possible advantage actually 
reduces the demands made upon the time of the 
volunteer instructors. 

Finally, since teaching is only one of the func¬ 
tions of a division of urology, some thought must 
be given to the need for recruiting to die urologic 
residency training programs those students who 
show significant promise in basic research or as 
future clinician-investigators. If the educational ex¬ 
periences of the students in undergraduate urology 
have been made meaningful, there need be no 
shortage of candidates for vacancies in the residency 
training programs of the institutions at which these 
experiences were provided, nor need these vacancies 
be filled by candidates with less than adequate 
basic preparation. 
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The Urologic Inshmctor’s Manual 

Our experience has indicated the following lines 
of ajiproach in the development of an effective 
teaching program for medical students. First is the 
projection of a clear picture of die program as a 
whole, with the objectives kept always in view 
Second is the delineation in as much detail as pos¬ 
sible of die component parts of die program to in¬ 
sure its smooth and efficient operation. Third, anti 
of paramount importance, is committing the en¬ 
tire detailed program to writing, leaving nothing tc 
chance, to faults of memory, and to later argument 
Through the medium of a written program, whal 
may amount to an enormous quantity of lost motior 
is eliminated. Both the students and the instructors 
know when and where they are to meet and whal 
the subject matter of the session is to be by referring 
to their printed schedules. If preliminary prepara¬ 
tion of an assignment is required of die student ir 
the interest of making the class and group sessions 
more meaningful, diis is a matter of written recorc 
with which the student has been provided beforf 
the course begins. Knowing well in advance whal 
the subject is to be, die instructor arrives “primed’ 
for his class. The urologic resident, as a membei 
of the teaching faculty, knows well in advance 
what teaching aids and clinical materials will be 
required by the instructor and is charged by the 
instructor with the responsibility for providing 
them. Overlap and repetition are avoided: duplica¬ 
tion of effort is eliminated. The student is soor 
aware that preventable absences are not withoul 
cost to him, and absenteeism is no longer die prob¬ 
lem it used to be when the student felt diat he wa< 
getting litde in retuni for bis time. 

At least one niondi before the beginning of the 


school year, the division of urology prepares a 
multigraphed “Urologic Instructor’s Manual,’ which 
is distributed to all members of the teaching faculty. 
This is enclosed in a sturdy and easily distinguish¬ 
able binder that is appropriately labeled to prevent 
its being accidentally discarded with the voluminous 
pharmaceutical literature that arrives daily in the 
doctors mail. The first sheet in the manual is a 
covering letter that summarizes objectively uie 
teaching efforts of-tlie division of urology for the 
year just closed and the program changes together 
with the reasons for such changes for the academic 
year about to begin. The remainder of the manua 
contains detailed faculty assignments with descrip¬ 
tive course outlines, student schedules, stii en 
section lists, and all otlier information 
pertinent. Not only is this effort „ 

considered to be the bone and sinew that holds 
program together and gives it a sense of , 

InstrirctOts'witli major assignments meeting 

gioups of 20 or more stadeots for 
or conferences, are provided with 
of file students assigned to them, permitti g q 



Vol. 167, N'o- 5 


TEACHING OF UROLOGY-LEADER 


547 


identification of the student from his photograph. 
These are usually made up for other reasons by tlie 
scliool’s department of visual education and are 
readily procurable. They are of real value from the 
denpoint of student psychology, since the student 
is no longer “the second man from the left in the 
third row.” He is now an individual whose identity 
is known and whose performance becomes intense¬ 
ly personal. The student reacts favorably, too, to 
,vhat he believes to be a manifestation of personal 
nterest. 

ProHded with such a manual, the instructor 
mows at least one month in advance what die total 
caching effort is to be and that his owm assign- 
nent is an important integral part of that effort. A 
ignificant sense of indiwdual responsibility is in- 
pired. During the past two years, instructors have 
;one to considerable effort to avoid failures to meet 
nth their classes, although the procedure by which 
he instructor can obtain a substitute is clearly 
tipulated. The effects produced establishes a bene- 
cial cycle: the students, responding with interest 
nd enthusiasm, stimulate the instructor to even 
ner performance. 

Student Performance and Examinations 

Precise mathematical grading for the evaluation 
f student accomplishment seems to serve little 
urpose at the senior year level. The compilation 
E grades for whatever reasons a grade average is 
squired is usually made at the end of the junior 
ear and has since serx'ed its purpose. Although the 
:niors are quizzed frequently at weekty sessions 
tid are given both a written final examination as 
ell as an oral final quiz, these are intended pri- 
larily as teaching exercises. The so-called -written 
aal examination is truly more of an exercise and 
)nsists of 200 questions of the true-or-false, fill-in, 
■ multiple-choice types. These are multigraphed 
id distributed to the seniors in brochure form at 
le last session of the quarter in which the work in 
rology has -been completed. The students are al- 
wed to take tlie examination questions home for 
period of 72 hours, and they' are permitted to 
ifer to any textbook or class notes for help in 
iswering the questions. Only' one stipulation is 
ade: that each student sign a statement on the 
ce-sheet of the exercise to the effect that he has 
impleted it solely' as a result of his osvn efforts. It 
pointed out that a group effort serves only to 
ffeat or minimize the principal aim of the ex- 
nination, which is self-education. 

Each of these questions incorporates a point 
insidered important to the urologic orientation 
the physician. Each is tliought to be a pinch- 
■aft from which the student extends his knowledge 
urology. The a-vidity with which medical students 
ok for information in capsule form, or as “nuggets 
pearls,” as tliey' are popularly' termed, is well 
low’n. 


The completed examinations, when returned, are 
graded quickly by a secretary employ'ing a master 
copy on which acceptable answers are marked. 
They are subsequently' used as the basis for ex¬ 
amination of the students individually' during the 
final oral quiz. The final oral examinations are two 
hours long and are given to groups of five or six 
students on an evening some weeks after com¬ 
pletion of the course. Since the class is composed 
of 16 such groups, an additional 32 hours is re¬ 
quired of the teaching staff. Tliis is considered a 
pleasant assignment by' most members of the 
faculty. 

At this oral examination, the emphasis remains 
on teaching, and not on the evaluation of the stu¬ 
dents for accomplishment or retentiveness. Gross 
specimens demonstrating readily' apparent diseases 
of the genitourinary organs, borrowed from tire de¬ 
partment of pathology, and interesting urologic 
roentgenograms showing classic disease patterns 
are also used for the purposes of this examination. 
Hypothetical case presentations are used to de¬ 
velop in the student the capacity for understanding 
the genesis and mechanisms of urologic disease. In 
such cases, the correct diagnosis is only part of the 
answer; the student must be able to justify his 
diagnosis through analysis of the given sy'mptoms 
and findings. Students have not found the oral ex¬ 
amination to be a traumatic e.xperience. On the 
contrary', these sessions rarely end without a spon¬ 
taneous e.xpression of appreciation from the stu¬ 
dents for tire interest and effort of the instructors. 

The students’ interest in clinical urology is main¬ 
tained throughout tire junior and senior y'ears by 
the annual award of two prizes that have been 
established by' members of the teaching faculty to 
honor distinguished urologists. The first is given to 
that senior student demonstrating the greatest apti¬ 
tude for the interpretation of urologic roentgeno¬ 
grams; the second prize, to that senior who during 
the course of his clinical y'ears first makes the diag¬ 
nosis of early carcinoma of the prostate, subse¬ 
quently proved, by rectal-digital palpation. In both 
instances, the prizes are standard sets of urologic 
reference books. 

Undergraduate Urologic Teaching and Researcli 
and Clinical Investigation 

Teaching and clinical investigation and research 
are two of tlie vital primary' functions of the med¬ 
ical school. The two have an immediate reciprocal 
relationship and soon become inextricably' inter¬ 
twined. The inquiring minds of properly stimulated 
students, fresh and possibly naive in tlieir ap¬ 
proaches to new spheres of knowledge, are a con¬ 
stant challenge to tlie validity of traditionally- 
accepted ideas, metliods, and techniques. The con¬ 
scientious teacher, stimulated to a continuing crit¬ 
ical reexamination of his subject matter, ineritablv 
finds himself in blind alleys as a result of the sig- 
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nificant gaps in his knowledge of which he now 
becomes aware. The baiism that “he who teaches 
also learns tends to vitiate the criticism that a pro- 
giam such as has been described has little value 
because it is stereot>'ped, for the good teacher finds 
his material in a state of constant change. If he has 
an attitude of critical open-mindedness, and pos¬ 
sesses e.vacting habits of thought, clear-cut educa¬ 
tional ideals, and a genuine enthusiasm for learn- 
ing. he assiduously strives to find rational substi¬ 
tutes for empiricism and dogma. This very fre¬ 
quently leads him to productive investigation and 
continuing scholarship, so necessary to the vigor 
of any field of medicine. 

The medical student is similarly stimulated by 
tlie good teacher, and the gadfly in today’s senior 
class may tomorrow be one of the most prolific of 
the inr'cstigators in urology if given the proper en¬ 
couragement. It is the duty of the good teacher to 
nurture in his students the restless spirit of inquiry 
tliat seeks to find ansu'ers where as yet there are 
none. A well-ordered undergraduate teaching pro¬ 
gram is basically necessary to the development of 
this .spirit in the medical student, 

Surnmar)' and Conclusions 

In its effort to determine the degree to which 
the continued undergraduate teaching of urology 
in medical schools was being threatened, as had 
been claimed in some quarters, the committee to 
study tlie status of the undergraduate teaching of 
urology in the medical schools of the American 
Urological Association conducted an intensive sur¬ 
vey,* Its findings indicated that the greatest dan¬ 
gers to the present status of urologic instruction in 
the curriculum were to be found within the teach- 
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mg programs of the specialty of many of the instih, 
tions studied. Beorganization for more effeefc 
utilization of the time allotted and of the semm 
of tlie voluntary teaching staff and reappraisal of 
the scope and content of the courses as presently 
being taught were recommended. The urologic 
teaching program for the medical students of the 
Baylor University College of Medicine was de¬ 
veloped in response to these suggestions and has 
been in operation for more than two years. Its 
effectiveness is measurable in some degree by the 
interest expressed by 10% of the last senior class in 
residency training in urology following the intern¬ 
ship. Precise programming has resulted in a well- 
ordered teaching effort that has employed the time 
allotted in the curriculum to the study of this 
surgical specialty to the best possible advantage 
and has reduced the demands upon the limited 
time of the members of the voluntary teaching 
faculty. Its development and its effectiveness are 
thought to be contingent upon the projection of a 
clear picture of the program as a whole, bearing 
in mind tlie objectives to be attained, delineation 
in as much detail as possible of the component 
parts of the program to insure its smooth and 
eflticient operation, and commitment of the entire 
program, in detail, to writing in the “Urologic In¬ 
structor’s Manual,” which is distributed to the in¬ 
dividual members of the faculty well in advance 
of the beginning of the academic year, 

1813 the Medical Towers (25). 
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"OUTH DISORDERS IN THE AGED.-The care of chronic mouth disorders 
in the loosely defined group referred to as the aged has often been one of 
shifting responsibility to either the dental profession or tlie otolaryngolo¬ 
gist, , . . Every patient complaining over a considerable period of time of a sore 
mouth and burning tongue merits at least a complete differential blood count and 
urine examination to apprehend pernicious anemia, leukemia, sypliilis or diabetes, 
if present. Less often miliary gumma may indicate a complete serologiail survey 
and a single lesion a biopsy. Most of the conditions are more annoying and disturb¬ 
ing than serious. If tlie patient’s complaints are not given thorough consideration 
but are just glossed over rvitb, “There’s really nothing wrong with your mouth he 
can become a mental problem. One of the most common and distressing complaints 
is tlie “burning tongue.” . . . Vitamin deficiencies may produce not to 

tongue but also a general stomatitis. . . . Geogi'aphic tongue is more frightening 
the patient than organicahy injurious. . , . The scrotal tongue is a haml« deeply 
(issued tongue. . . . Senescence also presents changes in tiie oral cavity cemparab e 
to those obLed in other tissues in the body. ... The therapy "W«ed 
successful in the hands of the writer .and Is presented for f j., p,, 

patient requires sympathetic underetandfog .an pa leiM. • ' ^ Difficult 

D.D.S., Chronic Refractory Mouth Disorders m the 
Office Problems, The Medical Clinies of North America, March, 1 58. 
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REPORT OF LARGE-SCALE FIELD TRIAL OF JET INJECTION IN 
IMMUNIZATION FOR INFLUENZA 

Capt. Edward A. Anderson (MC), U. S. N., Lieut. Col. Robert B. Lindberg (MSC), U. S. Army 

and 

Major Donald H. Hunter (MSC), U. S. Army 


Mben the militar}' ser\'ices adopted a service- 
wide influenza immimization campaign, the magni¬ 
tude of the problem presented at a large naval air 
station in sterilizing indi\adual syringes and needles 
for more than 10.000 individuals assumed stagger¬ 
ing proportions from the medical manpower, man¬ 
hours, and available equipment standpoint. Accord¬ 
ingly, arrangements were made and approved by 
both services to utilize tlie Fresso jet machine and 
to conduct the largest scale field trial of jet in¬ 
jections yet attempted. We conducted the field trial 
at the Naval Air Station, Norfolk, Va., with tlie two 
available machines from the Walter Reed Army' 
Medical Research Institute. 

The machine is essentially a two-stage hydraulic 
system. The first stage consists of an electric hy¬ 
draulic pump which forces fluid at pressures of 
2,000 to 2,200 lb. per square inch into a hydraulic 
cylinder in the handle of the gun. This force cocks 
a heavy spring which transmits its energy into the 
second hydraulic system, which is the vaccine sys¬ 
tem. The dual hydraulic system and spring com¬ 
bination is engineered to avoid dangers of contami¬ 
nation of the injected material with hydraulic fluid. 
In the instrument used, the vaccine system can be 
removed easily' for sterilization. The unit can then 
be reassembled in sterile condition in appro.ximately 
90 seconds. The equipment is completely mobile 
and is dependent for operation solely' on die avail¬ 
ability of electricity'. The machine is cocked in ap¬ 
proximately three and one-half seconds by pressure 
on the bottom trigger, and the tip of the jet nozzle 
is then held firmly' against the relaxed muscle of 
the deltoid. The vaccine is injected in four-tenths 
of a second by squeezing on the top or firing 
trigger. 

Our experience in 20,145 injections in 1955 and 
1956 has substantiated the concept diat die use of 
the jet inoculation technique with a multiple-dose 
unit is feasible and extremely efliective as a method 
of mass inoculation. Indeed, in our series die pri¬ 
mary' diflaculty was to process recording data, pre¬ 
pare the skin, and then present the subjects to die 
operator rapidly' enough to effect complete utiliza¬ 
tion of die machine. 

Table 1 indicates the record of die number of 
inoculations per hour. It mil be observ'ed diat die 
rate of injections increased somewhat mth famili¬ 
arity of the operators with the machines in 1955, 

me Medical Department, Naval Air Station, Norfolk, Va., and 
alter Keed Army Institute of Research, Washincton, D. C. 


The need of giving hypodermic injections 
to thousands of people became acute during 
a service-wide campaign for immunization 
against influenza. Experience with 20,145 
injections by a jet method is here described. 
It involves the use of a machine capable of 
generating pressures between 135 and 150 
atmospheres (2,000 to 2,200 lb. per square 
inch). For the injection the tip of the jet nozzle 
is held firmly against the skin over the relaxed 
deltoid muscle. The machine is completely 
mobile except that it requires a source of 
electricity. As many as 734 injections were 
given per hour. Problems of technique were 
readily solved, and asepsis was easily main¬ 
tained. The antibody responses of 52 subjects 
who received influenza vaccine by jet injec¬ 
tion were compared with the responses of 27 
subjects inoculated by needle and syringe, 
and there was no significant difference in the 
results. The new technique made it possible to 
give injections to large numbers of people 
rapidly, safely, simply, and with minimal psy- 
chological trauma. 


and in 1956 mechanical improvements of the instru¬ 
ment markedly increased die potential injection 
rate per hour. 

Procedure 

After a short period of instruction, the inocula¬ 
tions were administered by personnel previously 
untrained in jet-injection technique. The “shots” 
were administered to personnel in hangars, in quon- 
set huts, and aboard ships; the only' equipment 
necessary was the jet units, vaccine, an instrument 
sterilizer, and acetone-saturated cotton balls. The 
inoculation team consisted of one medical officer, 
two hospital corpsmen, and two nontechnical as¬ 
sistants. Sterilization of the vaccine system was 
effected and the equipment set up witliin one hour 
prior to beginning inoculations. Essential data for 
recording was written by die subject on a 3-by'-5-in. 
card and presented to a member of die team at the 
head of die'line of subjects. Tlie line was super- 
rised by a hospital corpsman who cleansed the skin 
over the deltoid area and vectored the subjects to 
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tile macliine operator. All personnel were observed 
>)' a trained hospitnl corpsman for bleeding after 
tile inociilation and instructed to apply pressure if 
bleeding should ensue. Sufficient time was allowed 
jetwcen skin cleansing and the injection to permit 
drying of the skin. 

/ 


Table l.~lnorti}atiou Data'" 


Oroiin 

f 1 

=2 { 2 
^ 1 2 

1 (5 


.Vo. Jnjcpicd GtiiK Used, No. 
.'il7 2 

las 2 

l.Kil 

I!I7 1 

L2.'!rt 1 

7;ll 1 


Time, Hr. 
1 
1 

3 S/fi 
1/3 
2 1/3 
1 


Injectioiis/Hr. 

273 

.319 

,320 

.'1,37 

.'.37 

731 


* The volume injected was 1 ml. In all en^-cs. 


The vaccine, a preparation of fonnalinized extra- 
embryonic chick embrj'o fluid, contained equal 
parts of Swine and FMl sh'ain of influenza A and 
the Great Lakes strain of influenza B. 

Skin preparation at tlie onset of tlie series con¬ 
sisted of cleansing the skin over tlie muscular area 
of tlie deltoid wdth cotton ball sponges saturated 
with etlier. The rapid ei'aporafton of the etlier was 
advantageous in that it presented a dry area of skin 
to tlie inacliine operator. It proved to be disadvan¬ 
tageous in that tlie sponges dried very rapidly when 
prepared in large numbers, the fumes from the 
ether presented a fire hazard in confined spaces, 
particularly in shipboard areas, and it was drying 
to the skin of the assistant assigned tlie detail of 
skin preparations. The majorit)' of skin preparation 
was done with acetone which evaporated rapidly 
enough to permit drying of the skin and yet did 
not present as dangerous a fire hazard as ether 
fumes. It also was less productive of .skin-drying of 
Jbe assistant’s hands. 

One hospitalman member of the team was util¬ 
ized to draw blood samples on one man out of each 
50 to provide immunological data which will be 
presented elsewhere in this jiaper. A preinoculation 
blood sample and a three-week postinoculation 
blood sample u'as thus obtained on 2% of the sub¬ 
jects, and immunization titers were run to demon¬ 
strate effectiveness of the jet gun from this stand¬ 
point. 

Recording of data into the individual health 
record of the subjects was accomplished after the 
series was completed udth use of the 3-by-5 cards 
which were collected in the line. The team member 
to whom these slips were given inquired as to the 
subject’s sensitivity to eggs, feathers, or chickens 
to avoid inoculating those individuals known to 
have a definite allergic manifestation. 

Mechanical Difficulties 

A detailed description of the construction and 
oneration of the machine used was presented by 
\^kuren and offiers in 1955.^ A photograph of the 
disassembled injection handle of the gun is shonm 

in the figure. 


J.A.M.A., May 31^ jg-g 

The high hydraulic pressures encountered 
throughout the unit will produce leaks in either^ 
oil or vaceme systems with minor defects in the 
hydraulic 0 rings. Defects developing in the "O’’ 
rings in the oil hydraulic system are the most diffi. 
cult to remedy because replacement of the defective 
ling necessitates a press or “C” clamp to retain the 
higli spring tension during removal of the retaininn 
screws and removal of the spring in order to ob¬ 
tain access to the hydraulic cylinder. These “O" 
rings can be replaced in a unit in about an hour, 
Minor leaks occur in the neoprene “O” rings in die 
two trigger assemblies and could be replaced in 
about 10 minutes. None of the above repairs re¬ 
quired resterilization of the vaccine systems. Leaks 
which occurred in the “front” and “rear” vaccine 
“0” rings, requiring replacement of the “0” rings, 
required resterilization of the vaccine system prior 
to resuming activity. These rings could be replaced 
in a few seconds, and the unit was resterilized, re¬ 
assembled, and ready for use within 10 minutes. 
This explains the need for a ready boiling sterilizer 
to minimize delays, Anotlier mechanical difficulty 
encountered is a plugged jet nozzle. This will be 
encountered with increasing frequency as the size 
of tlie aggregate particles in the injected solution' 
approach the diameter of the jet nozzle or 0.005 in, 
The plugged jet nozzle can be removed under 
aseptic conditions by removal of the nose assembly, 
removing tlie defective nozzle witli an alcohol im¬ 
pregnated sponge. A previously autoclaved jet noz¬ 
zle is tlien replaced under aseptic technique, tlie 
nose assembly replaced, and operation resumed. 
This latter operation can be completed in 60 to 90 
seconds. A supply of spare jet nozzles in a sterile 
glass container was always kept available. There is 
one area in which leaks may develop that will sus¬ 
pend operations and require considerable equip- 




• 


— 



Disas,sembled injection handle of jet injector. 

nient to effect repair. The failure of tlie ba^H check 
valve in the forward end of the phmger system 
seat properly causes tlie gun to deliver ess . 
measured dosage and requires a is 

access to the ball valve. Anothei ‘ if 
located at the rear of the to be 

improper seating occurs, will al o jl^sv 

returned to the reservoir on each mjecti • 
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ever, this latter valve is easily accessible. These 
latter two mechanical failures are the most difficult 
of perception and made it mandatory' to keep a 
roush count of the number of “shots” per vial of 
vacciie in order to obtain data regarding accuracy 
of dosage administered. 

The diagnosis and correction of the mechanical 
difficulties which may occur is relatively simple. 
First, leak of vaccine from the tip of the gun during 
Bring, a defect which may occur once in 3,000 to 
F,000 shots, is due to a worn front “O” ring. This 
ring is readily replaced, but the procedure usually 
equires resterilization of the vaccine system. 
Second, leakage of hydraulic fluid from the dos- 
ige calibration window indicates an internal “O” 
ing defect. This is a rare occurrence, and replace- 
nent of tliis component can be done in approxi- 
Mtely 15 minutes. Third, failure to prime or loss 
f priming during operation is due to plugged 
entilation of vaccine supply needles (which must 
le cleaned or replaced) or to rear “O” ring leak- 
ge. The latter occurs but rarely, in less than 8,000 
3 10,000 shots, and is remedied by replacing the 
0 ” ring. 

Fourdi, failure to obtain penetration may be due 
D loss of priming or to a plugged jet nozzle. The 
ozzles can be promptly replaced aseptically. Self- 
ocldng of the gun or failure to remain cocked in- 
icates a defective trigger “O” ring which must be 
^placed. 

Fifth, an operational error may arise if injections 
re made beyond the emptying of the vaccine vial. 
3 this event, foam will appear on the skin and 
le gum must be reprimed \vith vaccine. It is im- 
ossible to inject air. 

Clinical evaluation of the jet injection technique 
as assessed by observation for bleeding from the 
te of injection, pain of injection, and acceptability' 
F patients, and special note was made of the en- 
fonmental effects on penetration and the relation- 
lip of race and muscularity of the subject on pene- 
ation. 

Warren and co-w'orkers reports as a disadvan- 
ge of the method the high incidence of minor 
eeding from the site of injection in 15% of sub- 
cts inoculated. In our series there was an incidence 
: only 2-3% of bleeding of any consequence. Rou- 
nely \vith the jet-injection technique, within five 
[conds after inoculation there is a slight droplet 
• ooze of vaccinosanguinous material from the site 
■ injection. It is admitted that the amount of bleed- 
ig in tliis 2-3% is slightly more extensive than tliat 
■en with needle inoculations and that the bleeding 
more likely to continue for a longer period of 
[ne, but close scrutiny of the subjects for bleeding 
ler inoculation and a minimal amount of pressure 
pplied by the subject w'as an adequate measure 
'r control in all instances. Unfortunately', the mag- 
tude of the program prohibited close observ’ation 
ir ecchymosis, but no subcutaneous hematomas of 


sufficient size to require the subject to seek medical 
care w'ere seen diuiig the course of 20,145 inocula¬ 
tions. 

A disadvantage is possible laceration of the skin ' 
if the nozzle moves during the inoculation cycle. 
This W'as observed in only' four cases in our series. 
The lacerations w'ere not completely' through the 
skin, W'ere less than 0.25 in. in length, and required 
no special therapy other than application of an ad¬ 
hesive bandage. Injury' due to accidental misfire oc- 
cmrred in this series w'hen one operator succeeded 
in forming an epidermal w'heal 1 cm. w'ide the 
length of his finger. No untow'ard effects other than 
the immediate pain of the vaccine appeared in this 
case during several days’ observation. No other ac¬ 
cidents W'ere attributed to this method of adminis¬ 
tration. No infections w'ere observed to develop at 
injecfa'on site in any recipients of jet injection. 

Degree and intensity' of pain unfortunately' are 
most difficult to analyze from the patient stand¬ 
point, and the evaluation of the machine from the 
pain standpoint was furtlier impeded by' the painful 
reaction from tlie vaccine. The vaccine used was 
a suspension of formalin-kiUed organisms, and sub¬ 
jective response to the pain of the injected formalin 
did not permit an accurate evaluation of the injector 
because, being new', all sy'mptoms, to tlie lay'man, 
W'ere attributed to the method of administration 
and not to the vaccine. It is important to note, how'- 
ever, that complaints of pain w'ere never registered 
for approximately 20-30 seconds after the inocula¬ 
tion. Admittedly, the injection with the jet technique 
is not a completely painless procedure, but pain is 
definitely less than that experienced w'ifh the needle 
and sy'ringe method. Many' subjects remarked that 
the pain was similar to a single pin prick felt in 
the multiple pressure method of smallpox vaccina¬ 
tions. In one shipboard trial, 20 of the subjects who 
experienced excessive pain volunteered to take a 
jet injection w'ith isotonic sodium chloride solution; 
all uniformly' admitted no pain from this injection. 
As a matter of fact, one subject, w'hen injected with 
saline solution, insisted that the machine w'as not 
operating properly until he W'as show-n four drop¬ 
lets of vaccinosanguinous fluid e.xuding from the 
areas in w'hich four separate 1-cc. doses of the 
saline solution had been injected. 

In the study' of apprehension, it is interesting to 
note that there w'ere no episodes of syncope prior 
to receipt of the inoculations in the entire series of 
20,145 inoculations. This is a most important point 
from the standpoint of the psy'chological response 
and patient-acceptability' to jet injection. The epi- 
demicity of fainting in an inoculation line is a well- 
know'n hazard to all w’ho have participated in mass 
immunization programs. In this series, tliere were 
but tsvo episodes of sy'ncope in the immediate post¬ 
inoculation period. One instance was of an en¬ 
listed ^VA^'E who was menstruating at the time, 
which may' have contributed to her circulators- 
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instability. The absence of needles to penetrate the 
skill with the jet injection metliod appears to be 
defanitely reassuring to juveniles and adults as well. 

At the beginning of the test, tliere was definite 
apprehension that environmental conditions would 
aiicct the percentage of good penetrations and 
cause a greater number of dermal wheals. It was 
assumed tliat the tenseness of skin produced by the 
chilly almo.sphere of a large aircraft hangar would 
iiiterfere with penetration, but this was definitely 
dispioved. If one single factor is to be pointed 
out which affects penetration, it is the state 
of dryness of skin. Apparently the changes in 
surface tension brought about by a wet skin ad- 
\'erscly affect penetration. In our series, on tlie first 
day w'c observed epidermal wheals among 10-15% 
of the first 300 subjects until it was discovered quite 
by accident that the incidence of wheals was less 
\\'hcn the area to be injected was perfectly dry. 
With a dr)' skin area the incidence of epidermal 
wheals is less than 1%. 

It has been mentioned that failure of penetiation 
is more common in heavily muscled men. In our 
e.vperiencc, a prerequisite of good penetration is a 
complete!)' relaxed extremity, and in patients in 

‘2.~An(ibodij Rcsiionsc fo Jet-lnjccted Influenza 
Vaccine in 52 Adult Males (Nov., 1955)° 

■Method of Jnociilntion 

,-»-, 

.Tct Needle 

Ilesponse , -—-. 

N’o. % N’o. % 

Titer rKe. 38 73 8 29 

N'o rl'O in titer. 14 27 19 71 

'Totill . 52 27 

Vneclne; FMI-E.IM.M Mi 

Swine-.M33E30 M 
(.ireiit T.iikC'-ElMlOEIO M 

* Oliich cell nftKl'itination titer of \ncclnc, 7.10. Equal parts of 
Snine and FMl “triiln of \lnis and Great Lakes strain of B virus 
were used. 

v'hom comx?lete muscle relaxation could be ob¬ 
tained no differences in penetiation were noted, 
even in heavily muscled individuals. As our pro¬ 
gram xM'Ogressed and as this effect became ap¬ 
parent, it became routine to insist on complete 
relaxation and a completely dry arm. Using tliese 
measures, as many as 350 inoculations were given 
without a failure of penetiation. No differences 
were noted in age or in the various races and na¬ 
tionalities encountered in our series, which included 
Caucasian, Negroid, Malayan, Polynesian, and 
Mongolian. 

In any immunization procedure, antibody re¬ 
sponse must be demonstrable if the technique is to 
be regarded as effective. Earlier studies® have 
shown that certain vaccines, notably typhoid, are 
antigenically as effective when jet injected as the)j 
are with conventional needle injection. A total of 
52 preinoculation and three-week postinoculation 
serum pairs were collected at random from jet- 
inoculated personnel, and 27 individuals who re¬ 
ceived the vaccine by li^edle and syringe were 
similarl)' bled for compariimn of antibody forma- 
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tion. Table 2 demonstrates antibody titer comtnri 

SiSr “S 

Out of 52 jet-injected individuals, 38 ( 73 %) 
showed a titer rise to one or more of the component 
antigens in the vaccine, while 14 (27%) showed no 
rise. In the needle-vaccinated controls, the pro¬ 
portion of the individuals with rises in titer \wre 
lower than that for jet injection. 

Of tile 38 individuals widi rises in titer after jet 
injection of vaccine, 30 had a fourfold or greater 
rise in titer. The control serum from needle-injected 
men showed a lower order of response. It may be 
concluded tliat the jet injection technique produces 
an immune response at least equivalent to that of 
the conventional needle and syringe. 

Summary and Conclusions 

A recently developed instrument for rapid semi¬ 
automatic, multiple dose mass injection has been 
field-tested witli tlie two largest groups as yet un¬ 
dertaken. Immunological data have been collected 
to demonstrate a comparable response to vaccine 
received with jet injection to tliat witli needle anil 
syringe injection. The jet-injection technique is of 
potential value in large-scale immunization pro¬ 
grams in military and civilian disaster and poten¬ 
tially in modern warfare in tlie treatment of mass 
casualties. Jet injection of influenza vaccine induces 
antibody response favorab}y comparable to tliat 
iiroduced by needle and syringe injection. 

The advantages of tlie injector unit include the 
following factors. The equipment can be used in 
any location, is easily transportable, and depends 
solely upon the availability of electricity, whicli 
could be supplied by a portable generator for field 
use. Sterilization facilities and amounts of equip¬ 
ment for care of masses of people are minimal. Tk 
dangers of transmittal of hepatitis, malaria, and 
syphilis ai'e absent. This is of particular importance 
in hepatitis. Large groups of subjects may be in¬ 
jected rapidly, safely, simply, and relatively pain¬ 
lessly witlr minimal psychological trauma and by 
relatively untrained personnel. Maintenance of 
equipment is quite feasible with a minimal amount 
of training. 

However, the injected material must be non- 
viscous and in aqueous solution, and the size of t e 



stage. 
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EVALUATION OF A PROGRAM TO IMPRO\^ TEACHING OF CANCER 

IN MEDICAL SCHOOLS 


Kennetli B. Olson, M.D., Albany, N. Y., Henry M. Lemon, M.D., Boston 

arid 

Hoke Wammock, M-D., Augusta, Ga. 


This is an analysis of the impact and results of a 
teaching program inaugurated in 1947 for under¬ 
graduate medical students, to stimulate interest and 
increase the knowledge of cancer. Tliis report is 
based on a resdew of all grant applications to the 
United States Public Health Service and on ques¬ 
tionnaires sent to senior faculty members not di¬ 
rectly connected udth the programs, to medical 
stsidessts, xnd to {acuity mevobers directly Iw cbarge 
of the programs, designated as "coordinators of 
cancer teaching.” 

After a conference of the National Advisory' Can¬ 
cer Council in 1946, a committee on cancer, com¬ 
posed of 22 deans and professors from 14 medical 
schobls and other representatives, was appointed 
for the purpose of impror'ing methods of teaching 
cancer in medical schools.* After a meeting on Nov. 
T, 1946, the committee made the foUou'ing recom¬ 
mendations: (1) that the dean and faculty of each 
medical school be asked to review the present 
method of teaching cancer in their school; (2) that 
if an integrated course in cancer is not already 
given, the school consider introducing a program 
of instruction, preferably in the senior y'ear, in 
which the pathology', physiology, and biochemistry' 
of cancer are correlated with a weekly clinic de¬ 
voted to the presentation of cancer of various sites; 
(3) that they undertake to stimulate cancer re¬ 
search in their school, since it is recognized that 
research improves teaching and stimulates student 
interest; (4) that copies of this report be made 
available to all medical schools and others inter¬ 
ested in medical education in cancer; and (5) that 
the United States Public Health Serv'ice consider 
ways and means of providing necessary financial 
assistance to interested medical schools prepared 
to undertake an integrated program of teaching 
cancer; that the-Public Health Service also try to 
interest other agencies in giving financial support 
to such a program. A subsidy of approximately’ 
310,000 to $25,000 annually for a period of y'ears 
was suggested. The amormt to be granted to an 
individual school would depend upon the demon¬ 
strated need. This subsidy might not be adequate 
to cover the entire cost of the program in many 
institutions. However, it was believed that in such 
event the school sufficiently interested might secure 
additional funds from other sources. 


Professor of Oncofojrj* and Assistant Professor of Medicine, 
Albany Medical CoUegc (Dr. Olson): Assistant Professor of Medicine, 
boston University School of hiedicine (Dr. Lemon); and Professor of 
Oncologj and Sursen-, Medical College of Georgia (Dr. Wammocl.). 


The teaching program to stimulate interest 
and increase the knowledge of cancer has ful¬ 
filled the following ofa/eefives: new methods 
of analysis of medical teaching effectiveness 
systematically explored on a national basis 
in order to attempt to document quantitatively 
the results of the cancer teaching program; 
improved cancer learning as evidenced by 
the results of the annual examination on the 
subject of cancer learning, from 1949-1957; 
additional teaching personnel whose main 
interest is in cancer added to the medical 
school faculty; the establishment of new re¬ 
search facilities; aid to other existing lab¬ 
oratories with expansion of their facilities; 
increased postgraduate instruction in neo¬ 
plastic diseases; the establishment of student 
fellowships; and more people made aware of 
the magnitude of cancer and its impact on the 
human race. 


In June of 1947, the National Cancer Institute, 
Avith the approval of Congress, undertook a pro¬ 
gram of grants to coordinate the teaching of cancer 
in approved medical schools. The intent of the pro¬ 
gram was not to train specialists in oncology but 
rather to interest all students of medicine in acquir¬ 
ing a knowledge of cancer and learning know’n and 
new techniques of diagnosis and treatment. This 
program has been reviewed on several occasions," 
but at the 1956 meeting of the cancer coordinators 
a committee of coordinators was appointed to re- 
\'iew the program and present the results of the 
study to the general medical profession in The 
JouBNAL of the American Medical Association. 

Since 1947, when appropriations were first made 
available, a total of 78 four-year medical schools 
have received grants of up to 825,000 annually, and 
six two-y'ear schook have received grants up to 
$5,000 annually'. This amounted to a total of $2,021,- 
887 in grants awarded for the year 1956-1957. It 
has been the policy of the Public Health Serv'ice 
for each school to formulate its own program ac¬ 
cording to its needs and the local situation. The 
programs have varied widely from vertical teaching 
plans in which students devote a specified time 
entirely to the study of cancer to horizontal pro- 
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grams whidi have attempted to improve cancer 
teaching in al! phases of the curriculum. Many 
scliools have adopted combination plans with elec¬ 
tive or iirescribed courses in different phases of 
cancer. Eight schools have established separate de¬ 
partments on oncology. A member of one of the 
major departments is usually designated as co¬ 
ordinator of the teaching program. Coordinators of 
the cancel teaching programs are widely distributed 
in various teaching disciplines with 39% in surger>% 
27% in pathology, 11% in medicine, and 10% in 
oncology. The remaining 13% are distributed in 
radiology, anatomy, and gynecology. 

Early in the program monies were used for equip¬ 
ment, but by 1956-1957 over 80% of funds were 
c.xpended for personnel. The salaries of 268 jiro- 
fe.ssional medical school teachers and 236 nonpro- 

Tatu.!: 1.-—Tabulation of Questionnaires SeiK to Senior 
luiculUj yicmhcrs Not Associated with Cancer Teaching 
Program in Medical Schools, 1957 

Piithol- Rndl- 

OKy Mpdlclnp .Siiryory oloBy Anntomy 

lli'liliiK, no. 3T 40 ST sr< 22 

Sehool« n'pIyiiiK. 8.3 3.'i 33 83 21 

■U'Ip 1(1 PVilUliiU'.. 32 .3' .30 .33 11 
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Since so many different teaching techniqiies Ir- 
been employed and situations vary so maihecllv t 
specific comparison would be invalid. 

Questionnaires were sent to the heads of ‘ 
departments of 63 medical schools whose coo' 
nators of cancer teaching had previously retur 
questionnaires. Four of these departments wo 
normally be expected to engage in the teachint 
cancer, but one s'ubclinical department, nan 
anatomy, was quizzed in order to ascertain 
effect of the program in an area not comme 
associated with cancer teaching. A total of 
faculty questionnaires were sent, and 171 were 
turned. One hundred forty-nine of tlie 171 reply 
felt able to evaluate some part of the program (l 
of replies). Replies were predominantly favort 
and arc summarized in table 1. It is of note t 
five of the faculty members felt that the progi 
affected the curriculum adversely (3.4%). Faci 
opinions concerning the most valuable contri 
tions of the cancer teaching programs in orclei 
frequency mentioned are professional person 
teaching equipment, tumor clinic, tumor regis 
nonprofessional personnel, research equipra< 
student fellowships, and visiting lecturers. 

Questionnaires were returned from 61 sei 
medical students in 31 medical colleges. Studi 
were selected in most instances who were pi 
dents of their class, and again their answers are 
tlie most part opinion rather tlian fact. Eighty-f 
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fessional medical school employees have been pro- 
\dded by these grants. Sixteen schools use a part 
of tliese funds for student research fellowships and 


per cent believed cancer had been well taughi 
their school. Eighty-six per cent felt that the 
result was an influence which had stimulated in 
est in the cancer problem in tlreir class. 

Questionnaires were sent to the coordinators 
cancer teaching in 78 four-year and 6 two-y 
medical schools. Sixty-three schools (75%) retun 
answers. Several of the coordinators who did 
answer replied that they were unable to answer 
questions or give figures because of die nature 
their programs. Several two-year schools felt i 
program was too new for evaluation in their p 
ticular schools. 


35 use them for visiting lecturers. 

As reported in Congress in 1953, the sum of 12 
billion dollars is lost each year as a result of in¬ 
capacitation to the family breadwinner from can¬ 
cer. An estimate of the hospital cost to each cancer 
patient was $535 with an additional cost of $350 
for physicians’ services, for a total of $885. If a 
teaching program can reduce this loss of produc¬ 
tivity and the period of hospitalization, it will more 
than justify its expense. 

Faculty, Student, and Coordinator Questionnaires 

Different questionnaires were sent to faculty 
members, medical students, and coordinators of 
cancer teaching and returned separately and anony¬ 
mously to this committee. Some facts have been col¬ 
lected, but results are reported mainly as opinion 


Ninety-five per cent of coordinators answer 
felt that cancer education had improved as a r® 
of these grants. Eighty-five per cent felt that cam 
diagnosis had improved and 81% felt tliat thejs 
had improved in their institutions. Three, or a. 
of the coordinators felt that they had been ^ 
pered in the establishment of a program because 
lack of cooperation of senior faculty mem ers 


athy to die program. _ 

3 teaching grants have provided aid tor e 
ancer diagnostic and cancer ^.j 

in many schools. It has aided in the esta» 
of new cancer research facilities an 
;ries and has assisted other 
idical arts, audiovisual, and otlier 
e 2). In addition, 12 cancer research laW' 
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tones, 9 tumor registries, 6 medical arts or audio¬ 
usual departments, and 3 tissue culture laboratories 
have been established. 

It is difficult to establish a true cost of cancer 
teaching, but 46 schools reported that an average of 
.$31,618 per school was spent yearly in addition to 

Table 2.-Effcct of Cancer Teaching Grants on Laboratory 
and Clinic'FaciUties in Sixty-three Four-year Medical Schools 

No EfTeet 
or >fot 

Type of Facility Now Aided Stated 

Tumor clinic. 22 31 10 

Cytolojry laboratory . 27 8 28 

[cotope laboratory . 22 0 35 

Cancer detection center. 13 7 43 

the cancer teaching grants. Because of personnel 
provided by the teaching grants many schools were 
able to secure additional research grants; in 32 
schools this amounted to an average of $50,400 per 
school and compares to an average of .$229,000 per 
school spent on cancer research in 50 schools which 
had no relation to the teaching grants. In a group 
of 25 of the smaller medical colleges wntli average 
annual budgets of slightly over 1 million dollars, it 
was ascertained that 14.4% of the budget was spent 
on cancer research and teaching and that 18% of 
cancer research funds have been brought to these 
schools because of the teaching grants. 

Questions were asked concerning the type of 
cancer teaching program established, 73% of replies 
indicated a program which was chiefly clinical, 
only 7.4% indicated a predominantly research pro¬ 
gram, but 62% of replies stated that an attempt was 
made to balance the program between research and 
teaching. Twenty-three per cent of the coordinators 
felt that research was a necessary part of a cancer 
teaching program. The majority of coordinators re- 
plying-to questions concerning lay teaching in the 
community considered this to be a part of tlieir 
duties, this being a part of the crusade against 
cancer. Nine out of 10 coordinators participated in 
postgraduate as well as undergraduate medical 
instruction. 

The number of patients seen in tumor clinics was 
estimated in 34 schools for trvo t%vo-year periods. 
Prior to the grants in 1946-1948, 33,952 patients 
were seen in organized tumor clinics in 28 schools. 
In 1954-1956, 71,544 patients were seen in 34 or¬ 
ganized clinics. Six schools did not have tumor 
clinics prior to 1949. Thirty-two schools reported 
that students had become interested in cancer re¬ 
search during tlie 10-year grant period, as there was 
an average of 12 students per school who became 
interested in choosing cancer research as a career 
as a result of the cancer teaching program. 

Cancer Learning Examination 

Perhaps the most significant yardstick of the 
value of the cancer teaching programs was estab¬ 
lished at tlie University of California in 1949. 


Bierman and McClellandformulated and admin¬ 
istered the first interschool annual examination in 
the subject matter ot cancer through an education 
project. Results of this examination were later 
evaluated by Towmer and Galloway,'' and-more 
recently this project has been conducted and eval¬ 
uated by M^ood and associates ® and Loret and 
West." Tlie examination, which is revised annually, 
consists of 150 multiple-choice questions on tire 
subject matter of cancer. The test is broad in its 
coverage of neoplastic disease, attempting to cover 
the diagnosis, biological characteristics, and treat¬ 
ment of all tj-pes of cancer. 

The education project supplied each school witli 
two sets of results: first, the individual scores of 
students and, secondly, a comparison of the per¬ 
formance of individual schools including national 
averages and a breakdowm of results into categories 
by site, diagnosis, characteristics, and treatment. 
This allowed each school to determine the relative 
strengtlis and weaknesses of cancer learning and 
teaching in tliat school. The examination has been 
given to 137,578 medical students since its incep¬ 
tion and is given annually in April throughout the 
country' in most medical schools. 



Mean Per Cent Scores for All Sto^ents Tested ea Nine Editions ef the *'EK«mirs:lon 
for Siodents of Uediciae la the Sab/ect Matter of Cancer*' 

Results of cancer learning esamlnation over nine-year 
period. 

In tlie figure, tlie results of tlie examination for 
nine years are summarized. In ever}' year except 
1954, the results at graduation have improved. Tlie 
greatest increase in knowledge of cancer occurs in 
the second year, which is the conventional period 
w’hen students are instructed in patholog}', and, of 
course, oncolog}'. The increment of learning for 
the senior student has improved 17% from 1949- 
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teaching of canceb-olson et al. 


W5/, as indicated by the average per cent score, 
^ns examination is tlie only interschool examina- 
Oon winch permits a valid comparison of different 
teaching techniques and curricular methods. Na¬ 
tional and State Board e.vaminations are of necessity 
selective in varying degrees. A number of studies 
ot this examination have been completed/ and 
others are in progress which add to our knowledge 
of the value of teaching methods in other phases 
of medicine as well as cancer. 


Comment 

It is apparent from the aboA'e-mentioned effects 
of the cancer teaching programs that much has 
been accomplished in pursiflt of the objectives set 
up by the National Adx'isorj' Council in 1947. There 
is no question but that funds aiiiiropriated liave 
aided man>' schools in developing or expanding a 
subdepartment concerned primarily with the can¬ 
cer problem in teaching, in research, or in service 
to patients. Tins has tended to offset the centrifugal 
acceleration of teaching of specialized medical 
disciplines required for cancer diagnosis and tlier- 
apy by developing a compensator)' centripetal 
teaching element which aids the student by organ¬ 
izing and coiTclating the work of these specialties 
so tliat a better look ma)' be obtained at the entire 
problem of the patients. 

As far as can be determined the teaching pro¬ 
gram has fulfilled the follow'ing objectives: new 
methods of analysis of medical teaching effective¬ 
ness s)’stematicnlly explored on a national basis in 
order to attempt to document quantitati\'ely the 
results of die cancer teaching program; improved 
cancer learning as evidenced by the results of the 
annual examination on the subject of cancer learn¬ 
ing, from 1949-1957; additional teaching personnel 
whose main interest is in cancer added to the medi¬ 
cal school faculty; the establishment of new re¬ 
search facilities; aid to other existing laboratories 
with e.xpansion of their facilities; increased post¬ 
graduate instruction in neoplastic diseases; the 
establishment of student fellowships; and more 
people made aware of the magnitude of cancer and 
its impact on tlie human race. 

Tlie complete lack of stereotyped teaching pro¬ 
grams is remarkable and emphasizes the major role 
played by medical schools in adapting these pro¬ 
grams to their needs. An eventual lowering of can¬ 
cer mortality is the ultimate goal of any cancer 
teaching program, and perhaps this program has 
been one of the contributory factors that has re¬ 
sulted in dm earlier diagnosis and lowered deatl^ 
rate of cancer of the cervix that has been reported 
in a number of areas in this country. While the 
program is of value to the large medical schools, its 
greatest contribution has been to the smaller, less 
well-endowed schools. It has provided personnel 
who can attract cancer research funds that other- 
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wise would go elsewhere. Some of these research 
units have become self-sustaining because of their 
scientific contribution. 

The grant program is a potent reminder of the 
unsolved nature of the cancer problem and the con- 
tmual need to graduate physicians who are highly 
motivated and trained to accomplish the utmost 
cancer control with existing techniques and tools. 
Epidemiologic and statistical evidence points to an 
increased importance of neoplastic disease as 
cause of death, and it is entirely possible that the 
prevention of cancer may in the long run be a more 
practical adiievement than the chemotherapeutic 
cure which is desperately sought. The instruction 
of the medical student in this area leaves much to 
be desired. Instruction in cancer cannot be isolated 
or delegated to specialized instruction and hos¬ 
pitals. Good medical teaching with an increased 
empliasis on the protean character of cancer, its 
cause, diagnosis, and treatment, is possible and has 
been realized to an appreciable degree in all of the 
cancer teaching programs analyzed. 

Albany Medical College, New Scotland Avenue (Dr. 
Olson). 

This study wa,s prepared by a committee of coordinators 
of cancer teacln'ng appointed in June, 1956, with Dr. Olson, 
chairman. 
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\^NTRICULAR ANEURYSM AFTER MYOCARDIAL INFARCTION 

SURGICAL EXCISION WITH USE OF TEMPORARY CARDIOPULMONARY BYPASS 


Denton A. Cooley, M.D., Harold A. Collins, M.D., George C. Morris Jr., M.D. 

and 

Don W. Chapman, M.D., Houston, Texas 


Improved metliods of medical management have 
reduced the mortaliW in patients suffering an initial 
myocardial infarction to approximately 5%, and the 
majority' of patients are able to resume relatively 
normal actirity’ and return to work.* A significant 
number of patients who surv’ive tlie initial attack, 
however, are permanently and seriously' incapaci¬ 
tated, and in many instances death results from 
localized Tiiy'ocardial necrosis. Among the more 
letlial complications of myocardial infarction are 
(1) nipture of tire ventricle, (2) rupture of the 
inten'entricular septum, (3) rupture of a papillary' 
muscle, (4) mural thrombosis \ritli embolization, 
ind (5) ventricular aneury'sm. In spite of the known 
)oor prognosis in such cases, until recently tliese 
implications were treated only by' supportive 
means and routine cardiac medication, \lfithin tire 
past few years, particularly witli development of 
techniques of open-heart surgery, reconstruction of 
the heart severely damaged by my'ocardial infarc¬ 
tion has become a reasonable consideration in an 
attempt to salvage such patients. Repair of inter¬ 
ventricular septal defects after myocardial infarc¬ 
tion has already been accomplished rvith use of a 
pump o.xy'genator for cardiopulmonary' bypass.'■* 
Rupture of a papillary muscle after my'ocardial 
infarction has not been reported, but repair of such 
lesions produced by trauma or infection has been 
successful in our ov'n patients. It was reasonable to 
p^puct that otlrer complications of acute my'ocardial 
infarction would be operated upon by' open cardiac 
techniques. 

Ventricular aneurysm occurs in a significant num¬ 
ber of patients surv'iving myocardial infarction—an 
incidence varying, according to reports, from 10 to 
38% depending upon definition of the term.** Ven- 
Wcular aneurysm may occur acutely during the 
first few day's after infarction but usually' appears 
weeks or several months later. Hy'pertension and 
failure to adhere to strict rules of convalescence are 
Causative factors in development of ventricular 
aneury'sm. The most common location for ventricu¬ 
lar aneury'sm is the anterior and apical portion of 
fire left ventricle. Presence of the noncontractile sac 
■n this location interferes rvith the ejectile force of 
the left ventricle. Pulsations tliat are paradoxical 
to the remainder of the ventricle are demonstrable 
fluoroscopically. Cardiac output may' be sharply 
reduced. DeCamp,'* for example, demonstrated in 
^ patient rrith ventricular aneury'sm a cardiac out- 

From the Cora and WeUb Mading Depaitmenl of SurgelS'. Baylor 
ooersitj- College of Medicine. 


A ventricular aneurysm developed after 
myocardial infarction in a 50-year-old man. 
It was large enough to cause a bizarre con¬ 
figuration of the heart shadow in chest roent¬ 
genograms and was found at thoracotomy to 
measure 10 cm. in diameter. Extracorporeal 
circulation, employing a bubble diffusion 
oxygenator and roller-type complete occlu¬ 
sion pumps, was established by inserting one 
catheter into the common iliac artery through 
the right common femoral artery and another 
catheter, with openings at two levels for the 
superior and inferior venae cavae, through 
the right common femoral vein. The adherent 
parietal pericardium was dissected from the 
surface of the aneurysm, and the aneurysm 
was then completely excised, with the edges 
trimmed back to the fuctioning myocardium 
of the left ventricle. Closure was made with 
a continuous suture of silk reinforced with in¬ 
terrupted mattress suture of silk, and the su¬ 
ture line was 10 cm. in length. The patient's 
early postoperative course was moderately 
complicated by fever, but after this subsided 
on the third day his recovery was uneventful. 
He was dismissed from the hospital in ambu¬ 
latory condition 18 days after operation. 
Since this initial report, another patient with 
a similar lesion underwent operation success¬ 
fully. 


put of 1.6 liters per minute, whereas normal e.x- 
pected output for his patient was 4.0 liters per 
minute. Congestive heart failure was responsible 
for deatli in 70% of patients witli ventricular 
aneury'sm according to Schlichter and associates,** 
who studied 102 autopsied patients, and only 12% 
sun'ived more tlian five y'ears after the acute epi¬ 
sode. Otlier causes of death in ventricular aneury'sm 
include rupture of tire aneurysm and embolic 
phenomena emanating from thrombosis in the non¬ 
contractile pouch. 

In 1944 Beck ** attempted to reinforce die sac of 
a ventricular aneurysm using fascia lata, but the 
patient died five weeks later from complications. 
Murray “ subsequently reported experimental exci¬ 
sion of my'ocardial infarcts and demonstrated an 
increase in cardiac output by removal of the “ex- 
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ixmsion chamber ” In 1951 tangential excision and 
laleial aoitoirhaphy was first advocated as tlie pro¬ 
cedure of choice for sacciform aneurysms of the 
thoracic aorta.’ Since that time application of tliis 
concept of h'eatment to cardiac aneurysm has been 
attempted in isolated instances. Recently surgical 
treatment of ventricular aneurysm after myocardial 
infarcUon has been reported by Bailey and asso¬ 
ciates in six patients, with five survivors. Tlie 
technique consisted of tangential excision of the 
sac and vcntriculorrhaphy, witli use of a special 
clamp across the base of the lesion. Among the 
dangers associated with such a procedure when 
applied to the beating heart are dislodgement of 
mural thrombi and massive embolism, rupture of 
the base of the aneurysm produced by the clamp, 
and inaccurate e.xcision of tlie damaged tissue re¬ 
sulting in impaired left venhlcular function. Tem- 
porar>' cardiopulmonary bypass with use of a pump 
o.xygenator appears to be a more rational approach 
to surgical repair of ventricular aneurysm, since it 
would obviate these potential hazards. The purpose 
of this report is to describe a case in which aneuiys- 





Fig. 1.—A, roentgenogram of chest in posteroanterior 
projection and, B, diagram showing abnormal cardiac con¬ 
tour produced by aneurysm of left ventricle. 

ectomy and ventricular repair were successfully 
erformed wth use of temporary cardiopulmonaiy 
bjqpass. 

Report of a Case 

A SO-year-old man was admitted to the Methodist Hos¬ 
pital on Jan. 13, 1958, with dyspnea on e.\ertion. Three 
months prior to admission he first experienced substernal 
pain and dyspnea, which occurred on each of two successive 
days. A diagnosis of myocardial infarction was made by 
electrocardiogram, and be was treated with bed rest for a 
period of 10 weeks. Shortly after the infarction congestive 
heart failure occurred, and digitalis was administered. Since 
the infarction he had e.xperienced occasional precordial pain, 
which was relieved by sublingual nitroglycerin tablets. For 
the month before admission he had dyspnea after mild 
exertion, orthopnea, and occasional paroxysmal nocturnal 
dyspnea. Blood pressure stabilized at about 120/90 mm. Hg 
after the infarction, in contrast to a pressure of 170/100 
mm. Hg a short time before the heart attack. Several years 
previously the systolic blood pressure had been recorded as 

high as 250 mm. Hg. , j j 

Physical examination on this admission revealed a mod¬ 
erately obese man in no distress. The heart was enlarged to 
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the left anterior a.xillary line, and a svstolio hn. 
present at the apex-. No murmurs were audible The 
were clear, and the liver was not enlarged. ‘ 

Tn, revealed a hemoglobin level of 

Gm.% and hematocrit of 38 vol.%. The remtinder nf 1" 
hemogram was normal, and urinalysis was‘not'.l tE' 
electrocardiogram revealed an extensive anterior wTin£ 
tion with persistent changes in ST segments in the n l' 
cordial leads. Roentgenograms of the chest revej . 
bizarre cardiac configuration and a signiBcantly enkJl 
left ventncle wi^ a bulbous apex suggestive of carla! 

Zh7T ^®i n^ fluoroscopy the ventricular aneurj-sm 
pulsated parodoxically to the pulsation of the left ventrik' 
Cardiac catheterization was not done. 

""fler thiopental 

(lentothal)-ether anesthesia, a bilateral anterior thor.icot- 
omy was performed, entering the fourth intercostal spaces 
and transecting tlic sternum at tlie same level. An app.ircat 
thrombosis of tlie left anterior descending coronar)’ aricn- 
was noted appro.ximately 2 cm, from its origin. An aneurj'sm 
10 cm. in diameter was present in the anteroapical portioi 
of die left ventricle (fig. 2). The parietal pericardium \va' 
adherent to tlie aneurysm, wliich expanded witli ead 
ventricular contraction. 

Preparations were made for temporary cardiopiilmonan 
bypass witli a stainless steel bubble diffusion o.xygenator ad 
roller-type complete occlusion piimp.s.'’ A single vena caval 
catheter was used to witlidraw blood from die superior and 
inferior venae cavae, inserting the catlieter through the right 
common femoral vein (fig. 2). Anodier catheter was inserted 
through the right common femoral artery and threaded into 
the common iliac artery for return of oxygenated blood to 
tlie systemic circulation. The rate of flow in the e.\tracorpo- 
real circuit was 3,000 cc. per minute equivalent to 35 cm 
per kilogram of body weight per minute. Intermittent aortic 
occlusion was used tliroughout the period of total bypass to 
reduce coronary venous return to tlie heart. 

With tlie bypass functioning, the adherent parietal peri¬ 
cardium was dissected from the surface of the aneuiyjm, 
and die aneur}vm was entered at its apex. The aneuiyOT.il 
wall was extremely thin, measuring about 3 mm. in thid- 
ness. The aneurysm was partially lined with laminated 
tlirombus, which extended into tlie ventricular cavity, The 
sac was completely excised, with the edges trimmed back to 
the functioning left ventricular muscle. A small amount of 
laminated thrombus was removed from die left ventricuhr 
cavity. The resulting defect in the ventricular wail was re 
paired with a continuous suture of 000 black silk reinforced 
with multiple interrupted mattress sutures of silk. Tiic 
ventricular suhtre line was 10 cm. long (fig- 2). Blood 
permitted to fill the left ventricle as the myocardium 
being sutured in order to eliminate air from the cavity, h'l 
in spite of tin's maneuver a small quantity' of air enter 
tlie coronary' system. Perfusion was continued with rauhon' 
use of pheny'leplirine (Neo-Symephrine) hydrocbloride an 
epinephrine, and forceful ventricular action resumed, a - 
though die pump oxygenator was in use for 32 minutes, to 
cardiopulmonary bypass was necessary for only 11 mimm • 
The pericardium was repaired and the thoracotomy c 
with use of intercostal tubes for subaqueous clrainage. 

The patient’s early course after operation was c^mp > 
by fever and mental disorientation during the first tc a. 
After the fever subsided on the third day h'* 
recovery was uneventful, and he was /onditic’’ 

ho.spital 18 days after operation in amhulatoiy 
His blood pressure at the time of dismissal ^ _ 

mm. Hg. The patient has f ^ 

gressively increasing Ins physical 
significant improvement over the status ® 

Pathological examination of the excised spec ® 3 

fibrous sac measuring 10 cm. m f • J ‘sccti'i'-' 

small amount of mural dirombus 
showed old and relatively recent ^ 

endocardium. Chronic and acute ° k 

within the underlying densely hyalm.zed fiinotic 


a 

siiiall 
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come areas of the specimen striated anastomosing muscle of 
cardiac t>-po present containing nuclei tliat were barely 
discernible. 

Comment 

In tins patient a major portion of the left ven¬ 
tricle was defunctionalized by an extensive myo¬ 
cardial infarction occurring tliree months previously. 
Impaired function of the remaining myocardium 
resulted, since with each systole the noncontractile 
sac ballooned outward, tlrus interfering until 
normal ventricular ejection. Furtliermore, the am¬ 
plitude of contraction of tlie normal myocardium 
was reduced by the presence of tlie nonfunctioning 
area. Once tlie structural abnomialiti’ was re¬ 
moved, restoration of the ventricle as a coordinated 
functional unit was accomplished and ventricular 
efficiency was improved. 

Most ventricular aneurx'sms secondary' to myo¬ 
cardial infarction are located on the anterior or 
apical portion of the left ventricle, a location that 
is favorable for excision. Bailey has emphasized the 
technical problems in ventricular aneuiy'smectomy, 
whicii include prevention of embolism from tlie 
sac during excision, secure approximation of the 
remaining ventricular wall after excision, and hm- 
itation of the extent of ventriailar resection to an 
amount compatible witli sundval. His technique 
consisted of applying a clamp across tlie base of 
tlie lesion, excision of the redundant tissue, and 
repair of die ventricular margin. Such a method, 
although relatively satisfactor)' in his reported 
cases, does not provide an accurate means of excis¬ 
ing the destroyed tissue and repairing the ventricle. 
Moreover, e.xperimental studies have demonstrated 
that application of a “noncrushing” clamp to the 
ventricle produces full-thickness necrosis and scarr¬ 
ing of the myocardium.’" The technique of open 
repair, therefore, xrith use of cardiopulmonary by¬ 
pass would obviate such complications and permit 
accurate excision of the sac, leaving only function¬ 
ing myocardium, papillarj' muscles, and chordae 
tendineae of die mitral valv'e. 

Tlie technique of cannulation of the superior and 
inferior venae cavae by way of the common femoral 
I'ein used in diis patient may be vv'ell suited to pa¬ 
tients with myocardial infarction or other serious 
lesions. Presumably in a critically ill patient in 
congestiv'e heart failure the cannulation of Uie ven¬ 
ous and arterial systems could be performed vvdth 
the patient under local anesdiesia. Circulator)' sup¬ 
port could dien be utilized even before general 
anesdiesia is induced. In fact, the anesthetic agent 
could be introduced through die oxygenator while 
die patient’s circulatory system is being supported. 
Once hv’pass is started and anesthesia induced the 
Cardiac repair could be undertaken. 

Summar)' 

Ventricular aneurv'sm is a common complication 
of myocardial infarction. Serious disturbance in 
cardiac function may result, depending on extent 
of the lesion and other factors. Cardiac output is 


impaired by the noncontractile sac, vv'hich e.xpands 
paradoxically w'hile the remainder of the v'entricle 
contracts. Congestive heart failure, cardiac rupture, 
and embolism emanating from intrasaccular throm¬ 
bosis lead to high mortalitv' in such cases. 

Surgical excision of the sac should be considered 
in patients with ventricular aneurv'sm, particularly 
if cardiac function is impaired. In a 50-year-old 
man a large left v'cntricular aneurv'sm vv'as success¬ 
fully resected, vv'ith use of a pump o.x)'genator for 
cardiopulmonar)' bv'pass. 



Fig. 2.—Technique u-sed in e.\cision of nneurv'sni and re¬ 
pair of left ventricle. Ventriculorrhaphy measured 10 cm. 
Cannulation of venae cavae through femoral vein and of 
common iliac artery tlnrough femoral artery facilitated per¬ 
formance of cardiopulmonarv" bv-pass in this patient. 

Addendum 

Since this paper was submitted a 48-year-old 
patient vvdth massiv’e left v'entricular aneurv'sm was 
operated on successfully with use of temporarv' 
cardiopulmonarv’ bv-pass. Cardiac catheterization 
studies were made before and five weeks after 
operation with the fohovving results. Before opera¬ 
tion die patient’s pulmonarv- arterial pressure was 
60/30 mm. Hg (me;m 45); his right ventricular 
pressure was 60/0 mm. Hg (mean 45); and his 
cardiac index, at rest, was 1.6 liters per square 
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meter per minute. After operation his pulmonary 
arterial pressure was 30/10 mm. Hg (mean-22); 
his right ventricular pressure was 25/0 mm. Hg 
(mean 15); and his cardiac index at rest and after 
e.xercisc was 1.84 and 3.54 liters per square meter 
per minute respectively. These findings suggest an 
impro\'ed cardiac function and relief of left-sided 
stasis. 

Tills study WHS supported in part by the C. J. Thibodeaux 
Foundation and the United States Public Health Service. 
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THE LABORATORY DIAGNOSIS, BIOLOGY, AND 
TREATMENT OF LATENT SYPHILIS 

Arthur C. Curtis, M.D., 

and 

Donald S. Schuster, M.D., Ann Arbor, Mich. 


Latent svphilis is deHned as that stage of the 
disease found in a patient who is 
has a reaetive blood serologic test for yp 
(STS), presents neither clinical nor other laboia- 

cry iJences of sn*il« oter /S 

examination, and has .a ce.eb.ospmal 
on examination, is completely negative. If the dis 
ease is of more than two but less tlian four )ears 
duration, it is called early latent. If tlie 
of four or more years’ duration it is terme 
latent. This is an arbitrary division based on po¬ 
tential infectiousness. Ravine 

A physician who suspects a pa i -Riiitv 

latent syphilis must also appreciate J 

that he may have instead a biological fa ^ 

(BFP) STS reaction if lipid antigens are use . 

Ltejetation of —s 

the various modifications ot tne comi 

tion or flocculation tests may give BFT reaction 

“ many types of nontreponemal di seases. In such 

’ll” 

holm, July 31. 1957. 


With the decrease of reported syphilis in 
fhe United States, and with this decrease be- 
ing most marked in the early syphilis cofegory, 
fhe proportion of latent syphilis to all syp i is 
has increased, since if is a chronic form of 
the disease. The necessity of differenfiafmg 
the patient with latent syphilis from the Bft' 
reactor becomes increasingly important, since 
both groups ore relatively larger m our pres¬ 
ent population. Latent syphilis requires no 
Zrfor no «feron. Jieotnien, J=n ^ 
early syphilis. A total dosoge of 
units of procaine penicillin G m oil and a 
monostearate or holf of this 
of benzyathine penicillin G is ^ 

both. If is not the goal to obtain 
/n the treatment of fhe patient with late^ 

syphilis since seronegativity may 
occur within fhe patient's lifetime. 7 , 

;c a better indicator of the 
status of fhe luetic patient, after the te 
once become reactive. 
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instances time rules out the acute BFP reaction, 
but the Treponema pallidum immobilization test 
(TPI) or a similar specific treponemal antigen test 
such as tlie Treponema pallidum complement- 
faation test or Reiter Treponema complement-fixa¬ 
tion test must be used to rule out tlie chronic BFP 
reaction. The diagnosis of latent sj'pbilis is no 
longer entirely one of exclusion, but can now be 
proved by a combination of specific treponemal 
antigen tests, immunological studies, and the gen¬ 
eral coune of tlie disease. Witli tlie decrease of 
siphilis in the United States (483,560 total cases 
in 1941 to 122,075 total cases in 1955),* and wutb 
this decrease being most marked in tlie early 
siphilis categori', tlie proportion of latent sjTpliiHs 
to all siphilis has increased, since it is a chronic 
form of the disease. Likeunse, if one assumes that 
the number of acute and chronic BFP reactors has 
remained constant, tlien the percentage of false¬ 
positive reactions in the positive STS group iiull 
be proportionately higher. Tlius die necessity of 
differentiating the patient Muth latent syphilis from 
the BFP reactor becomes increasingly important, 
since both groups are relatively larger in our pres¬ 
ent population. 

A study ° of inoculation s>philis, in 62 human 
volunteers at Sing Sing prison, has shed important 
h’ght on the immunological status of the patient who 
has had syphilis. Twenty-six patients who had been 
preiiously treated for proved or presumed late 
latent syphilis were inoculated intracutaneously 
with 100,000 idrulent T. pallidum of the Nichols 
strain. Of the 26, 10 were either infected by the 
inoculum or had an immunological response to it, 
since they developed both lesions and a significant 
rise in STS titer. Only one of this group of 10 
developed a darkfield positive lesion. One of the 
darkfield negative lesions was clinically a gumma. 
Apparently, immunity in some syphilitics is great 
enough to produce an Arthus-like phenomenon 
(a gumma) after a large chaUenge svith virulent 
T. pallidum. However, in others, immunity is not 
adequate to protect against reinfection. 

Three of the 26 patients developed darkfield 
negative lesions (small papules at the inoculation 
site) with no accompanying elevation in STS titer. 
The remaining 13 patients showed no change either 
clinically or serologically. 

Five patients svith untreated latent syphilis 
showed neither clinical nor serologic response after 
a similar inoculation of virulent spirochetes. They 
Were resistant to superinfection and nonreactive 
immunologically to the inoculum given. 

This study ~ further shows that those who have 
had a prewous sj'philitic infection may show an 
anamnestic or accelerated immunological response. 
The injection of heat-killed T. pallidum resulted in 
an anamnestic TPI antibody rise in certain indi- 
'I’duals prewously treated for early sx^philis, but 
no change was noted in reagin titer. \\Tien a 
similar inoculum was administered to normal per¬ 
sons, no increase in TPI or reagin titers resulted. 


WTien the injected challenge consisted of hving 
organisms, those patients vvho had had sxqrhilis in 
tlie past showed a rise in the TPI antibody prior 
to a rise in reagin titer. Tlie opposite response 
was observed when live spirochetes were injected 
into normal individuals who previously had not 
had sj'philis. Reagin was detectable before TPI 
antibodies appeared. 

For many years it has been knoum tliat previous 
infection, of sufficient duration, gives rise to some 
degree of resistance to further treponemal ex¬ 
posure.® The Sing Sing studies extended our knowl¬ 
edge of this fact by using tlie T. pallidum challenge 
as a method for measuring tliis immunity. 

It has not been showm tliat reagin, which ac¬ 
counts for the reactiirity of our common serologic 
tests, has any effect on the spirochete. It appears 
earlier in the blood than does the TPI antibody, 
but after the treatment of STS and TPI positive 
early siqiliilis, or of latent siqiliilis, the TPI test 
may remain positive long after the STS has become 
negative. The TPI test therefore is a better indica¬ 
tor of the immunological status of the luetic pa¬ 
tient, after the test has once become reactii^e. 
However, we have had three instances of patients 
wdth late tabes dorsalis in whom both the blood 
and spinal fluid have been nonreactive urith lipoidal 
and TPI antigens. 

Many sj’philologists believe, and Thomas has 
stated,^ that latent sj'philis requires no more or no 
different treatment than does early sj'plulis. A total 
dosage of 4,800,000 units of procaine penicillin G in 
oil and aluminum monostearate is adequate for 
both. It may be given intramuscularly in dhided 
doses of 600,000 or 1,200,000 units each on a daily 
or a twice weekly schedule, imtil this total dosage 
has been reached. If longer acting penicillin prep¬ 
arations, such as benzathine penicillin G, are used, 
a dosage of 2,400,000 units is adequate. It is not the 
goal to obtain seronegatixfity in the treatment of 
the patient vrith latent sj'philis since seronegativaty 
may or may not occur within the patient’s lifetime.® 

Should serious sensitivities to penicillin be pres¬ 
ent, oxytetracycline hydrochloride or chlortetracy- 
cline hydrochloride may be employed, in amounts 
of 1 Gm. every six hours for. 10 to 12 days, making 
a total dosage of 40-48 Gm.'* 

A recent report of the use of ssTinematin B in 
the treatment of a case of priman,' ss-philis in a 
human and e.xperimental ss^rhilis in rabbits in¬ 
dicated that this antibiotic may represent another 
injectable compound which is less to.xic and mav be 
as effective as penicillin.® 

If, during the observ'ation of a patient with latent 
sx'philis after treatment, the STS titer shows a sus¬ 
tained rise of two or more dilutions, retreatment 
may be necessary', but only after complete re- 
evaluation of the disease in the patient. The de¬ 
velopment of signs or sxTnptoms of active s\-philis 
in a previously treated patient presumed to have 
had latent sx'philis means either that a relapse has 
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occurred or that the patient has sustained a rein- 
icchon or superinfection. In suclj instances retreat- 
ment is indicated. 

If the results of Moore s ’’ compilation of co¬ 
operative clinical group data concerning treated 
Jatenl syphilis are compared with Bruusgaards® 
data concerning vmtreatcd luetic patients, we are 
able to gauge the benefits afforded by treatment. 
Although the tu’o .sets of figures-are not strictly 
comparable, since tlic treated cooperative clinical 
gtoup was follow'cd for 10 to 15 years, compared 
to Bruusgaards longer period of observation, it is 
possiijle to arrive at some interesting conclusions. 
The proportion of patients achieving clinical quies¬ 
cence and persistent seronegativity is increased 
from .35% in the untreated group to 85% in the 
treated series. Those showing clinical quiescence 
but persistent serorcactivity are reduced from 35 to 
7.5% and the probability of progression or relapse 
is diminished from 20 to 30% to 2 to 5%." Tims the 
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possibly in pregnancy) if as clinicians we possessed 
sufficiently sensitive tools to differentiate between 
the patient who truly has latent syphilis and the 
one who has an asymptomatic form of the disease 
wJnch later might become symptomatic. Tlie bio¬ 
logical false-positive reactor should no longer con¬ 
fuse the picture, since he can now be separated 
from the latent syphilis group by specific trepo¬ 
nemal tests. 
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T he symbol of medicine.—T he two important symbols that have emerged 
from serpent worship are the caduceus and the Aesculapian staff. Both have 
the staff or rod as its central object. . . . Mercury once separated with his wand 
two serpents twisted in mortal combat; thereafter he carried messages between ene¬ 
mies and his wand became a badge of neutrality-In 1856 the U. S. Marine Hos¬ 

pital Service, antecedent of the U. S. Public Health Service, was convinced tlrat the 
caduceus best portrayed the non-combatant character of the medical corps. . . . 
Whether the true symbol of medicine is the caduceus or the Aesculapian rod is a 
Question that has been the subject of argirment over many years. . . . When a hos¬ 
pital or a sanitarium or a medical instrument film or pharmaceutical company or a 
Ldtol book prime.- ascribes to the symbol of Hermes, they ascribe to » sy">M 

meaning of svbich they may not have nndevstood. If they '’Lf'T,„d 

earning of money, they may be correct. If they understand b)- the symbol, craft and 
cunning this too^may be their standard. If they understand by the symbol, neutrality, 
then dfey certainly err. Peacetime medicine is anything but neutral and modern war 
toe m^dicTne Is Lrtainly not neutral. Neutrality does not exist 
of the evidence collected from mythology, archeology, anthropology, art, milit 
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HEMOGLOBIN LEVEL AND RED BLOOD CELL COUNT 
FINDINGS IN NORMAL WOMEN 

Harriet E. Judy, M.D. 
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Noreen B. Price, Ph.D., Spokane, Wash. 


A mean hemoglobin level of 12.55 Gm. per 100 
cc. and a mean red blood cell count of 4,370,000 
per cubic millimeter v'ere the findings we obtained 
when we statistically analyzed die data from the 
charts of 663 “normal” women. In an e.vtensive 
search of die literature, we have been unable to 
find any reference to any similar clinical study. The 
accepted standards are 14 Gm. of hemoglobin per 
100 cc. and 4,800,000 red blood cells per cubic 
millimeter.’ In the opinion of an authority in the 
field of hematology, attempts to treat patients in 
order to raise their hemoglobin levels or red blood 
cell counts to certain so-called normal values may 
be not only wasteful but harmful. 

Hematocrit reading, mean corpuscular s'olume, 
mean corpuscular hemoglobin, bone marrow' 
studies, and/or blood studies in die isotope labora- 
torj’ may be the coming methods of determining 
an anemic state, but, as yet, a drop of hemoglobin 
level and/or red blood cell count from the accepted 
standards is the recognized definition of anemia.’° 
Just as changing to the metric system in our pre¬ 
scription w'riting after 25 to 30 years is sdll in the 
process of being universally accepted, so w'ill 
changing the definite standards of determining 
abnormal blood states take time. Laboratory ac¬ 
ceptance, hospital requirements, blood bank pre¬ 
requisites, pharmaceutical advertising pressure, and, 
most of all, established chnical usage assures a 
place for red blood cell count and hemoglobin de¬ 
terminations as clinical tools now' and for quite 
some time. 

In our private practice, when w'e have attempted 
to bring hemoglobin level and red blood cell count 
on women up to the previously established stand¬ 
ards of 14 Gm. and 4,800,000,” w'e have too fre¬ 
quently failed. Complete histories and physical 
examinations frequently would be normal and other 
laboratory procedures w'ithin the allowable normal 
range, but tlie red blood cell count w'ould probably 
be 500,000 less and hemoglobin level 1 to 2 Gm. less 
tlian tlie standards quoted. Changes in diet and 
medication have been ineffective. Consultations 
liave added nothing. It has been most frustrating. 

Consequently, xve began to question tlie accepted 
standard of normal. Review' of tlie literature is 
disconcerting. Tlie original normal figures w'ere 
determined nearly a century ago by tlie results of 
only four blood cell counts.’" The currently ac- 
oepted normals are based upon arithmetical ax'er- 
ages, tabulated in 1933 on the totals of reports from 

Read at the lOtli Clinical Meeting of the American Medical .\ssocia- 
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Erythrocyte counts and determinations of 
hemoglobin concentration were carried out 
on blood samples obtained from three groups 
of women. There were 84 entirely free from 
complaints, symptoms, or positive physical or 
laboratory findings; a second group of 293, 
described as normal with physiological vari¬ 
ants, were normal by anamnestic, physical, 
and laboratory criteria but had complaints 
ascribed to anxiety, tension, or fatigue. A 
third group of 286, described as normal with 
gynecologic variants, had complaints such as 
dysmenorrhea, menstrual irregularity, or 
menopausal symptoms although they were 
normal when objectively appraised. The red 
blood cell counts gave an average of 4,370,- 
000 erythrocytes per cubic millimeter, with 
95% of the women falling within the range 
from 3.81 to 5.03 million per cubic millimeter. 
The hemoglobin determinations gave an aver¬ 
age of 12.55 Gm. of hemoglobin per TOO cc. 
of blood, with 95% of the women falling 
within the range from 10.2 to 14.8 Gm. per 
100 cc. The values obtained for the gyneco¬ 
logic variant group were not significantly low¬ 
er than the values for the first, asymptomatic 
group, and no effects of age were demon¬ 
strated. These results are important as refer¬ 
ence figures in diagnosis and treatment, since 
it is futile to strive for values higher than the 
average in the treatment of supposed anemia. 
Both of these figures are lower than those 
generally quoted as normal in textbooks. 


all sources, countries, or metliods ” and upon studies 
of ambulatory medical students and/or nurses * 
upon w'hom no history or physical e.xamination is 
reported. Many te.xtbooks, including Hie most re¬ 
cent copies available to us, have copied these fig¬ 
ures as normal and hax'e quoted these references 
as authoritx'. 

More recent studies are similarly lacking in ade¬ 
quate criteria for determining tlie “normal” person. 
For example, one chose all inmates in a home for 
aged patients.” Another studied groups of 4-H girls 
in summer camps whose local physicians consid¬ 
ered them to be “health champions.”" One paper 
included the study of college women “reported as 
healthy.”” Another author chose to consider 48 
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undergraduate students having an average age of 20 
w 10 were students in a college physiology course.® 
the authors of one report, in 1954, on hemoglobin 
determinations in 326 normal adult women frankly 
cliscuss their choice of women by stating “There is 
a wide variety of adult subjects. There were some 
mvaUds among them, but any with disorders likely 
to affect the hemoglobin were excluded. Some were 
icsidents of an old folks home. ... In general, tlie 
adults were more healtliy and in better socio¬ 
economic class than those usuallj' studied in sur¬ 
veys of this kind.” ” 

Method of Procedure 

There has been no study reported in which an 
effort w'as made to statistically compute tlie stand¬ 
ard red blood cell count and hemoglobin level on 
women medically determined to fall widiin accept¬ 
able criteria for good healtli by careful clinical 
evahiations. Wc have proceeded to do this by re¬ 
viewing 7,300 consecutive charts in our private 
practice. These charts represented women, at least 
05% of whom were from middle-class homes. To 
the best of our knowledge they all have adequate 
standards of living. That is, ail can afford adequate 
places to live, food to eat, and clothes to wear. All 
of tliem are private patients whose blood cell 
counts were taken in our office at various times of 
the day. We did not consider that altitude was con¬ 
stant in this study. The altitude in Spokane varies 
from 1,879 ft. to 2,383 ft. At least 30% of tlie women 
upon whom these counts were taken lived more 
than 50 miles away, many came from sea level; 
otliers crossed tlie mountains; many came by air. 
Some nearby toums ba\'e altitudes of less tlian 400 
ft. To the best of our knowledge none of these 
women were using medicaments at die time die 
blood cell count was taken. None had been blood 
donors, 

Oxalated venous blood was used in a Thoma 
pipet, and the erythrocyte count was made in a 
Spencer improved Neubauer counting chamber,'" 
Hemoglobin determinations from oxalated blood 
were all done using an alkaline hematin method in 
a Lcitz-Rouey photometer which had been stand¬ 
ardized against the photometer at a local hospital. 
Tlie techniques were not changed during the en¬ 
tire series. 

We chose criteria for eliminating abnormalities 
as follows: No charts were included which pre¬ 
sented any of the following medical histories; (1) 
upper respiratory infections witliin the previous 
three months, including the common cold, virus, or 
virus-like infections; pregnancy terminating witliin 
the previous three months; or major or minor sur- 
geiy within the previous three montlrs; (2) tubercu¬ 
losis, cancer, hypertensive-cardiovascular disease, 
rheumatic heart disease, or venereal disease; (3) al¬ 
lergies, eidier mild or severe, diagnosed by well- 
authenticated history or physical examination; and 
(4) menstrual periods with an interval oftener dian 
26 to 28 days with flow heavier than enough to 
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saturate three pads per day or lasting Jonser Dm 
seven days in the adolescent or 9ve days in k 
mature woman. ^ ™ 

Only those women were considered who hadlia; 
a completely normal physical examination at i 
time of the red blood cell count and hemoglobii 
level determinations. All charts that showed anyo 
the following were eliminated: (1) blood pressun 

(2) pulse rate ova 
112; (3) gross pathology that could be discerned bi 
fluoroscopic examination; and (4) abnormal physi¬ 
cal findings other than (a) retroversion, cystocele 
rectocele, and prolapse, (b) leukorrhea (omittinj 
positive gonorrhea), (c) simple inguinal femoral 
umbilical, or incisional hernia, (d) acne, (e) mile 
overweight or underweight, and (f) varicosities ol 
the extremities. Tliese latter changes we considerec 
to have no direct or indirect influence upon eithei 
the red blood cell count or the hemoglobin value 

Last, all charts were eliminated that indicated 
that the following routine laboratory data devi' 
ated from normal ranges: (1) sedimentation rate 
higher than 20 mm. per hour (Wintrobe); (2) white 
blood cell count lower than 4,000 or higher than 
12,000 per cubic millimeter; (3) abnormal difieien- 
tial blood smears; (4) presence of albumin, pus, 
casts, red blood cells, or sugar in the urine; (5) pos¬ 
itive serology; and (6) positive smears for gonor¬ 
rhea. 

Most chaids indicated additional laboratory or 
,x-ray procedures. If these deviated from the nor¬ 
mal, they were also discarded. The following ab¬ 
normalities were always excluded: (1) basal meta¬ 
bolic rates lower than --15% or higher than 

(2) flat or high five-hour sugar tolerance curves; 

(3) nonprotein nitrogen level higher than 26 mg- 
per 100 cc,; (4) positive Robinson-KepIer-power 
water-test(5) inadequate response to four- 
hour Tlrom test with ATCH; and (6) x-rays show¬ 
ing patliology in the gastrointestinal tract, gali- 
bladder, genitomrinary tract, or chest. 

This method of selection was used because ail 
clinicians would probably agree that no norma! 
woman presents a history of the diseases listed, the 
pathology discovered, or abnormal laboratory data 
reported. It seems unlikely that clinical investiga¬ 
tors could set up a more definitive set of standards 
for the “normal.” Moreover, it is felt that 
tlie range of allowable statistical error of plus or 
minus two times the standard deviation, any mr®* 
tieator reviewing the same charts would select 
same patients. Thus, from 7,300 consecutive charfe 
all but 663 were eliminated. For the 
this paper these 663 are considered to represc 

“normal” women. 

Results 

The mean or average red 
633 “normal” women was 4 , 370,^0 witli ^ ‘ 

deviation of plus or minus mm The W » h® 
globin level was 12.55 Gm. with a standard 
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tion of plus or minus 1.15 Gm. Plus or minus hvo 
standard delations from tire mean would give a 
red blood cell count range of 3,810,000 to 5,030,000 
nithin which 95% of normal women would fall by 
normal statistical metliods.” Our range of hemo¬ 
globin determinations for “normal” women is 10.2 
to 14.8 Gm. Our figures were considerably lower 
than the figures given by Osgood and Wintrobe,'" 
whose studies have been vndely adopted as repre¬ 
senting the normal red blood cell coimt and hemo¬ 
globin values for die normal adult female (table 1). 
" Our results are based on a much larger sampling 
than either Osgood’s or Wintrobe’s results, and our 
cases cover a much more representative age distri¬ 
bution and a more heterogeneous group of middle- 
class women. Osgood’s study was on medical stu¬ 
dents and nurses who ranged in age from 14 to 30. 
Our subjects were from ages 11 to 68 and represent 
a wifie variety of occupations—students and home- 
makers and industrial, business, and professional 
women. They are, in fact, the av'erage women in a 
doctor’s private practice. Wintrobe’s figures are 
based on a compilation of data from all over the 
world obtained by many different investigators 
using various techniques; one is at a loss to know 
just how reliable each of the figures is. 

Table 1.—Comparison of Results in Present Studtj with 
Those in the Literature 

Red Blood Hemoglobin 

Cell Count, Level, 

Sub- Millions/Cu. Mm Gm /lOO Cc 

^ I - ..A I . . I A . ■ 


jects, y- - --—V--» 

Study No Meao Range Mean Range 

Pre-ent study . (W. 4 ST 3 61-5 03 12 55 10 2-14 8 

Wintrobe” . 309 ISO 4 20-3 40 14 00 12 0-16 0 

O-good" . 152 4.S0 4.20-5*1 13 60 U*-16 0 


ItTiile the studies of Osgood and Wintrobe 
appear to be representative of most of the work 
appearing in the literature,’" there are some inves¬ 
tigators who have obtained differing results; Grad- 
wohl’s te.\t persists (1956)in stating that the nor¬ 
mal red blood cell count is 4,500,000. Discombe 
stated that, although he felt that the optimum 
hemoglobin value for women was similar to the 
14.8 Gm. he found in men, the usual value he found 
in women was 12.6-11.8 Gm. Herv’ey and otliers 
found that 12.6% of women were not able to meet 
the minimum standard of 12.3 Gm. of hemoglobin 
set by tile American Red Cross for blood donors. 

Myers and Eddy,® while ghing a mean of 13.8 
Gm. of hemoglobin for a large group of nurses, also 
stated that the average hemoglobin level for a 
group of 48 women aged 20 was 13.0 Gm. Pett and 
Ogilrie''' found an average hemoglobin level of 
12,7 Gm. in a group of 1,686 women. It is ewdent, 
tlierefore, that other investigators have also found 
'vomen to have red blood cell counts and hemo¬ 
globin 5'alues lower than tlie currently accepted 
normal standards. 

It has been assumed that the normal red blood 
cell counts and hemoglobin values do not varj' with 
increasing age.’* We have tested this h>'pothesis by 


dividing our subjects into age groups. Tire results 
can be seen in table 2. There is a very' httle differ¬ 
ence in fire mean red blood cell count and bemo- 
globin level among the various age groups. Sta¬ 
tistical analysis with use of the “t” test” did not 

Table 2.—Red Blood Cell Count and Hemoglobin Level 
Findings According to Age Distribution 

Red Blood Hemoglobin 

Cell Count. Level. 

Millions/Cu- Mm. Gm./lOO Cc 

Sub- , ---, 

jeetc. Standard Standard 


Age. Yr. No. Mean Deviation Mean Deviation 

11-19 . 121 4.37 0 420 12 G1 0 91 

20-2.9 . 25.'j 4 39 0 205 12 01 1.15 

30-39 . 142 4.35 0.393 12 47 1.03 

40-49 . S9 4.32 0 30G 12 4S 1.14 

. 50 4 3) 0 334 12 55 1.07 

Total . C03 4 37 0 232 12 55 1.15 


indicate any significant differences. Thus it would 
seem that increasing age did not affect the red 
blood cell count or hemoglobin value. Hobson 
likewTse found that the hemoglobin value in older 
women was not significantly lower than the normal 
generally accepted for women. 

Several studies on adolescents have not shown 
consistent findings. Table 3 shows a comparison of 
our 11 to 19 year age group of women with similar 
groups in some of these studies. The 121 young 
women in tliis series were primarily students who 
came for school checkups, minor menstrual irregu¬ 
larities, or premarital e.xaminations. Mugrage and 
Andresen found an average red blood cell count 
of 4,660,000 and a hemoglobin level of 14.65 Gm. 
for a group of 95 ’adolescents 12 to 21 years of age 
seen in an outpatient department in Den\'er. Pett 
and Ogilvie ’■* found an average hemoglobin level 
of 12.96 Gm. for 226 yoimg women aged 13 to 19. 
Leichsenring and others,® studying 130 “health 
champions” ages 12 to 19 in a Minnesota summer 
4-H camp, found a mean red blood cell count of 
4,280,000 and a hemoglobin level of 13.0 Gm. In a 
group of randomly selected Minnesota high school 
girls ” they found a mean red blood cell count of 
4,150,000 and a hemoglobin level of 12.21 Gm. Our 
figures are similar to those of Leichsenring and 
others.”' 


Table 3.—Comparison of Studies of Red Blood Cell Counts 
and Hemoglobin Level Findings in Adolescent Cirls 


Stuilv 

Sub¬ 

ject*. 

No. 

Mean 

Red Blood 

Cell Count. 
MlUiOQ«/Cii Mm. 

Mean 

Hcinoplobin 

cl. 

Gm./lOO Cc. 

PrC'-eDt «tudr. 

121 

42)7 

12 61 

MuKrace and Andre-on^” 

95 


14 46 

Lcich«^nnnp'*. 

25? 

4.15 

12 21 

I>ich'ennnc and other*'* . 

IDO 

4 Dr 

13(»* 

Pett and OpiRIe"** .... 

•22G 


12.W 


The hTpe of symptoms, complaints, or diagnoses 
which brought these objectively selected 663 “nor¬ 
mal” women to the doctor fell into tliree classifica¬ 
tions (table 4). One group of 84 came without 
complaints, sATnptoms, or positive physical and 
laboratoiy findings. Tliese included women who 
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had conic for premarital examinations or college or 
school examinations, adolescent girls who came at 
tic request of parents, or women who considered 
themselves healthy and wanted to remain so. The 
second group was made up of normal women with 
physiological variants who, although normal by 
history and pliysicaJ and laboratory examination, 
had complaints arising from an.xiety, tension, or 
fatigue. The third group consisted of those piWent- 
h’S gynecologic complaints, i. e., dysmenorrhea, 
irregular menses (nnth an interval longer than 28 
to 30 days), menopausal symptoms, leukorrhea 
(other than gonorrhea), cystocele, rectocele, retro- 
version, cervical erosion, premenstrual tension, and 
sterility. Actually, in this latter group there was 
considerable overlairping m'th the group showing 
only anxiety, tension, or fatigue. These tliree groups 
did .show a difference in the mean red blood cell 
count and hemoglobin ^'alues, although all were 
“normal” when objectively aispraised. 

Tlie group of “normal” women witliout com¬ 
plaints had a significantly higher mean red blood 
cell count and hemoglobin level than did the group 
uith physiological variants as determined by statisti¬ 
cal analysis using the “t” test.'^ The values in this 

TABue 4.—Synipfoms, Complaints, and Diagnoses in 
Six Hundred Sixty-Three Women 


FINDINGS IN NORMAL WOMEN-JUDY AND F8ICE 


J.A.JI.A, May 31, 195, 


hveen 3.810,000 and 5,030,000. The mean hemo. 
globm level was 12.55 Gm. per 100 cc. yX 
range of 10.2 to 14 8 Gm. Uese are boll, Zi 
cantly lower ftan fl.e standards quoted as nom"l 
by hematologists and textbooks. Using the “f test 
there was no significant difference in tl)e red blood 
cell count and hemoglobin value according to aire 
grouping. These findings should be of value in both 
research and clinical medicine. 

Suite 408, Old National Bank Bldg. (Dr. Judy). 

The statistical analysis for this study was done by Mr 
A. D. Kozanowski. 
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group were also significantly higher than in the 
group with physiological variants and die group 
with gynecologic variants considered together. 
However, the values in the normal group alone 
were not significantly higher than in the gyneco¬ 
logic variant group alone. The values in the group 
ivith physiological variants were significantly lower 
than in each of the other two groups and also lower 
than in the other two groups considered together. 
It appears that, although women who present only 
complaints originating from anxiet)', tension, or 
fatigue are normal to the usual physical and labo¬ 
ratory examinations, as a group they tend to have 
lower red blood cell counts and hemoglobin values 
than those who have other types of complaints or 
no complaints at all. 

Summary and Conclusions 

We believe this to be the first time that a physi¬ 
cian with well-trained laboratory personnel has 
analyzed consecutive case reports to obtain an ade¬ 
quate sampling so that a statistical determination 
of red blood cell counts and hemoglobin levels m 
normal women could be made. A sampling of 663 
charts from 7,300 consecutive case records showed 
the mean or average red blood cell count to be 
4,370,000 per cubic millimeter, with a range be- 
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INTERNAL AUDIT IN THE DEPARTMENT OF MEDICINE 
OF A COMMUNITY HOSPITAL 

TWO YEARS’ EXPERIEXCE 

John J. Butler, M.D. 
and 

J. William Quinlan, M.D., Rochester, N. Y. 


The purpose of tliis report is to relate tlie prac¬ 
tical experience gained in evaluating the qualitx' of 
the meical records in a community hospital. This 
project was undertaken as part of a program to test 
various methods of raising tlie level of patient care 
in this tj'pe of hospital. It is one facet of a ratlrer 
unusual long-distance aflBliation which was estab¬ 
lished behveen Georgetowm Universitx' School of 
Medicine and St. Marx^’s Hospital in 1932. A pre- 
liminarx' report concerning die fundamental ap¬ 
proach and some of the early results of the pro¬ 
gram ‘ and reports on die development of an 
adequate librarx'" and the integration of the gen¬ 
eral practitioner into the program ^ have docu¬ 
mented some of the ideas which have been ex¬ 
plored. 

Briefly, the general plan includes the emploxunent 
by the hospital of a full-time director of medical 
education to supendse die program. The university' 
sends teachers to die hospital for three-day visits 
every other week. These teachers hold conferences 
for the staff, make bedside rounds, and consult on 
the hospital facilities and sen'ices. Tlie program is 
under the over-all supervision of the professor of 
medicine at Georgetoixm University', who makes 
periodic Usits to the hospital in a consulting capac¬ 
ity'. Tlie educational program, has for the most part, 
been conducted by internists, and the emphasis has 
been placed on internal medicine. Practically' all 
innovations have been tried out in the department 
of medicine and later, if successful, are incorpo¬ 
rated in the other departments. The method of 
evaluating medical records which will be described 
in this report was started at the beginning of 1936 
in tlie department of medicine. At the beginning of 
1957, the departments of surgery', pediatrics, and 
obstetrics and gynecology instituted the procedure 
with appropriate modifications. 

Lembcke ■* has defined tlie medical audit as the 
evaluation of medical care in retrospect through 
analysis of clinical records.” He furtlier distin¬ 
guished between the internal audit, “which should 
be carried on continuously by' the hospital staff” in 
evaluating the quality' of medical care in individ¬ 
ual cases,” and die “outside audit, in which case an 
outside agency’ periodically' tests the completeness 
and accuracy' of die internal audit.” In this sense, 
the mediods to be discussed in this presentation 
constitute an internal audit conducted in the de¬ 
partment of medicine. 

Director of Medical Education (Dr. Butler), and Chief of Xfcdicmc 
I Dr. Quinlan), St. M.ir>*’s Hospital. 


The medical audit here described was part 
of a program intended to evaluate and im¬ 
prove the quality of patient care in a hospital; 
the immediate question was the qualify of the 
medical records. An auditing committee was 
formed to assign a numerical grade to each 
chart. The criteria were the accuracy and 
completeness of the diagnosis, the adequacy 
of the treatment, the adequacy of the progress 
notes, the use of consultation when needed, 
and the completeness of the physical exam¬ 
ination. If a chart was given a mark below a 
critical level, the physician was notified and 
given the opportunity to review the chart 
with the auditing committee. The three mem¬ 
bers of the committee each had a tenure of 
three months. The fact that one member be¬ 
gan and one ended service each month made 
it a group project; participation was a valu¬ 
able experience and not an excessive burden. 
The medical audit has been effective in im¬ 
proving the medical records of the hospital. 
Staff members who have been doing good 
work can see that it is appreciated, and 
others are stimulated to improve. 


Development of the Medical Audit 

Historically, Ponton ^ is usually credited with die 
introduction of the medical audit. He proposed a 
standard form which listed various statistics which 
the record librarian was capable of assembling for 
the most part. He intended that these statistics 
should form a basis for (ximparison of work per¬ 
formed by different departments from month to 
month. The work of the librarian was to be supple¬ 
mented by a medical man in three instances, i. e., 
cases of infection, cases in which secondary condi¬ 
tions developed, and deadis. Various indexes have 
been proposed since diat time to evaluate the qual¬ 
ity of medical care." Lembcke has concluded, how¬ 
ever, as did My'ers and others" and Eisele," that 
“most of tlie indexes of quality used in die past are 
now out of date or otliemise erroneous because of 
lack of research in tlie field.” ^ Tliese indexes hax’c 
been applied in one of two general ways: (1) tlie 
metliod of gleaning statistics from the chart by a 
nonprofessional person, and (2) the review of the 
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cums. The first procedure has been subjected to 
ratwisive research recently by Myers, Slee, and 
Hoffman, who have introduced the use of elec¬ 
tronic devices to tabulate the statistics. Tlie second 
device has been used by a number of hospitals®; 
according to Eisele" its “most serious handicap is 
that the usual medical audit consists largely of a 
collection of opinions of one individual, subject to 
all the inherent shortcomings of one individual.” 
Lcmbcke attempted to overcome this objection by 
developing objective criteria which a group of 
physicians might judge a limited area of medicine, 
i. e., female pelvic surgerj'.'’ 


Method of Present Study 

A number of factors were considered in deciding 
the general type of medical audit which would be 
most appropriate for our situation. Among these 
were the magnitude of the audit and the result 
which we wished to accomplish. Tire department of 
nrcdicine consists of 105 beds in a 335-bed general 
hospital: about 2,700 patients are admitted to this 
department in one year. The patients are, for die 
most part, from the prii'ate practice of about 20 
internists and 50 general practitioners. In establish- 
im: the medical audit, as in working out other proj¬ 
ects of the hospital educational program, die pri- 
mari' object was to raise standards .through the 
education of the staff. Thus, the statistical metliods 
which employ nonprofessional personnel were not 
thought to be tlie most appropriate. It was felt that 
statistics gathered in this manner point out general 
areas of deficiency in hospital performance or indi- 
I'idual physician performance but do not seem to 
be refined enough to delineate deficiency in patient 
care in a manner that is sufficiently specific for our 
purposes. For example, with the statistical method 
one can determine the percentage of pneumonia 
cases in which a particular physician obtains an 
x-ray of the chest; this can then be checked against 
an acceptable standard. This is useful infonnation 
and might serve to indicate which physicians need 
further education concerning the use of the chest 
x-ray in cases of pneumonia, A system was pre¬ 
ferred, however, which would indicate the specific 
instances (physician, patient, and circumstance) in 
which an x-ray should have been requested. This 
information seemed more useful from an educa¬ 
tional viewpoint. 

The review of the chart by physicians offered an 
opportunity for the staff to actively participate in 
the audit. In other educational projects which have 
been carried out successfully in this hospital, this 
dynamic aspect was an important factor in their 
.success. It was decided that at least in the begin¬ 
ning it would be well to review the records of all 
patients discharged from the medical service radier 
than to take anv short cuts, such as spot-checking. 
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This decision to some extent influenced the indexe? 
which were devised. To check all charts is a time 
consuming task, and the check points were kepHs 
simple as was thought to be compatible with'a 
worthwhile evaluation. 

We believed that the diffuse nature of the ill 
nesses treated in the department of medicine pre¬ 
cluded the development of objective criteria for 
each disease. In lieu of this, it was proposed to have 
a committee of experts in internal medicine review 
each record and in this way attempt to evaluate the 
handling of the case. There are, however, a large 
number of general practitioners who admit patients 
to this service, and it was felt that this point of 
view should be represented. This was not done to 
establish a double standard of quality for this 
group but rather because these physicians have a 
sufficiently different type of medical practice tLat 
it miglit influence their care of a patient. For exam¬ 
ple, their use of consultants would certainly differ 
from that of an internist. At the same time, to be 
certain that the reviewers would be experts, only 
general practitioners who were particularly adept 
at internal medicine were chosen for the commit¬ 
tee. In order to avoid the objection that such an 
audit constitutes the opinion of one person, an 
attempt was made for it to be a group project, with 
provisions for continuity of the personnel on the 
committee. Accordingly, three men were chosen to 
serve on the audit committee. Each man had a 
tenure of three months; one member began and one 
ended service each month. One of the three physi¬ 
cians was a member of the department of general 
practice. In order to establish continuity of thought, 
tire chairman of the committee was appointed for 
one year. 

The members of tlie committee reviewed the rec¬ 
ords at tlreir convenience, usually in the record 
room, and once a week they met to discuss certain 
records which the individual members had chosen, 
Tliese selected- records included all those below a 
certain arbitrarily chosen critical level, all those 
which were criticized for lack of consultation, and 
all those wherein the reviewer tliought tliat a cliSj 
cussion was indicated to clarify a point which ha 
puzzled him. Tlrese points were discussed by the 
group so that a uniform policy of marking was 
adopted. The following general questions were posed 
to frame the thinking of the committee in arriving at 
a numerical grade for each chart; 1 . 
nosis accurate, complete, and 
noints. 2. Was the treatment adequate?-25. er 
the progress notes adequate?—25. 4. Was 7 ®”^“ t 
tion obtained if indicated?—15, 5. Were the p 
and rectal areas and eyegrounds examinedr- • 

Factors of Evaluation 

Diagnosis.~The Standard Nomenclature of ^ 

eases and Operations is us^ in 

has been for several years. The staff has been edu 
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cated to a certain extent to the concept of making 
diatmoses which include the anatomic and etiologi¬ 
cal ^aspects of the disease, rather than symptoms 
alone. In answering question one, however, it was 
apparent that years of practice had established the 
custom of diagnosing only one pathological condi¬ 
tion. The audit committee soon formed tire opinion 
that the diagnosis of one clinical entih' seldom 
covered the important aspects of a medical patient’s 
illness. Tlius, in a patient wdth a myocardial infarc¬ 
tion the additional diagnoses of hj'pertension, 
shock, or congestive failure were frequently needed 
to adequately describe the patient’s illness. On the 
other hand, one could easily make a dozen or more 
diagnoses in many instances, and yet the committee 
did not feel justified in penalizing a physician for 
failure to mention an inconsequential finding. Nor 
could one always confine the diagnoses to those 
clinical situations which were current, e. g., pneu¬ 
monia in a patient who previously had a myocardial 
infarction is more significant than an uncomplicated 
case of pneumonia. In summary, the committee 
decided that the diagnosis was adequate if all the 
clinical entities which were pertinent to the illness 
which necessitated hospital admission were docu¬ 
mented in the record. 

The second factor taken into consideration under 
the first question was the confirmation of the clini¬ 
cal diagnosis by what the medical audit committee 
considered to be the usually accepted means. This 
might take the form of properly documented state¬ 
ments in the medical record of observations made 
on physical examination, consultation, and labora¬ 
tory or x-ray procedures as might be indicated by 
the particular case. Thus, a diagnosis of pneumonia 
might require an x-ray of the chest; a suspected 
myocardial infarction indicates the necessity of 
having one or more electrocardiograms taken. It 
was apparent that compliance wth suggestions 
relevant to this point aided the physician in clearly 
reasoning out the situation. The following case il¬ 
lustrates this point: 

• man was admitted to the hospital with 

jaundice of two weeks’ duration. There was no history of 
ingestion of chlorpromazine (Thorazine) hydrochloride or 
raposure to chemicals. His health had been normal prior to 
the onset of the j'aundice, which was accompanied by anore.\ia 
und general malaise. At physical examination, the jaundice 
was noted and the liver edge was felt about 2 fingerbreadths 
below the costal margin. Otherwise, the findings were within 
normal limits. Laboratory findings were within normal limits 
except for a serum bilirubin level of 10 mg.%. The alkaline 
phosphatase level was 20 Bodansky units per 100 cc., and 
die Aymol turbidity was 4 units. After one week in the 
hospital, during which time the disease appeared to be sta¬ 
tionary, the patient was discharged with a diagnosis of 
infecHous hepatitis. 

- The committee marked this as below the critical level 
because it was felt that obstructive jaundice had not been 
nded out Witlrin a month, tlie action of the committee was 
justified by the finding of carcinoma of the head of the 
pancreas on surgical exploration of the abdomen. 


TreafmenL—Question 2 concerns the adequacy of 
treatment. The implieations here are rather ob¬ 
vious. In actual practice, one comes on many con¬ 
troversial conditions in evaluating this point. This 
committee took a rather liberal vieu^point in accept¬ 
ing a physician’s opinion of proper treatment. ’Thus, 
it would not take issue with the physician who used 
anticoagulants in treatment of the so-called good- 
risk patient xvith myocardial infarction but would 
subtract credits for the use of penicillin in 
an infection due to Escherichia coli. The committee 
took the viexvpoint, however, that when tlie treat¬ 
ment was not the only one that was indicated tlie 
physician’s reason should be elearly stated in the 
progress notes. In general, however, deductions 
were seldom made on this point. It was felt that 
25% of the total gave too much weight to treatment. 

Progress Notes.—Question 3, “Were the progress 
notes adequate?” was so phrased in order to evalu¬ 
ate the physician’s direct responsibility to xvrite 
notes on his patient’s chart. Ordinarily, the interns 
and residents write the history, physical examina¬ 
tion, and progress notes. 'The attending physician is 
responsible for the entire chart and thus for those 
parts of the record which the interns and residents 
write. Because of this, the physician must indicate- 
any corrections that are needed in these notes. In 
addition, under ideal conditions, it was felt that the 
attending physician should write an admission note, 
an appraisal note, and a discharge summarj’-. In the 
admission note, the attending physician should add 
to the intern’s history the information that he has 
gleaned through previous contact with the patient. 
He thus adds certain information which is usually 
not available in the history. The appraisal note is 
a brief synthesis of all relevant information on the 
patient’s illness, including laboratorj' procedures, 
therapy, diagnosis, and significance of the illness to 
the general life situation of the patient. This note 
should be written after the patient has been in the 
hospital for three to seven days. The summary note 
gives the attending physician an opportunit}' to 
draw all the loose ends of the case togetlier and 
take advantage of his prewous clinical e.xperience 
to synthesize a diagnosis. During the first two years 
after tlie audit was inaugurated, the hospital had 
a smaller number of interns than usual. In order to 
keep the intern’s case-load at the optimal number, 
about half of the patients were not assigned to the 
house staff. ’The xnsiting staff was responsible for 
waiting up the entire chart on the unassigned pa¬ 
tients and, in order to prevent undue hardship on 
this group, it w’as decided tliat of tlie three notes 
listed above only the admission note w'ould be re¬ 
quired. In addition, the attending physician was 
e.\pected to add notes w’hich were needed to sup¬ 
plement or amend the progress notes of tlie house 
staff. 
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It was soon apparent that admission notes were 
a lanty at this liospital. Progress notes were fairly 
frequCTt but n^ere for the most part, uninforma- 
tive. Tiiesc_notes often stated that the patient was. 

oing fine or continuing to improve,” or they 
consisted of a repetition of some laborator}' or x-ray 
finding which was formally reported in another part 
ot tile chart. Many cases which were actually well 
managed appeared to be poorly handled because 
the physicians reasoning processes were not re¬ 
corded in the chart. It was pointed out to the staff 
that these notes were considered to be adequate 
when a person unfamiliar witli the patient (i. e., a 
committee member) could get a fair grasp of the 
case, including its course and management, by 
reading the chart. 

Consulfafion.—Qnestion 4, concerning the neces¬ 
sity' of consultation, was perhaps tlie most difficult 
one to answer. Most hospitals attempt to formulate 
some regulations concerning situations which re¬ 
quire consultation. The rigidity of these regulations 
probably bears a roughly' inverse relationsliip to die 
quality' of die liospital’s staff. Tlie better physicians 
need no written rules to force them to ask a con¬ 
sultant to see their patients; rules imply mediocrity 
and lead to a uniformity' of action, which is not 
necessarily good. Tlie following regulations for 
consultation on medical patients at this hospital 
were devised: “Consultation shall be obtained with 
any recognized internist for all patients whose cases 
are undiagnosed after five days in the hospital or 
for those patients with diagnosed cases who are not 
making suitable progress within one week, except 
those with some terminal conditions. Consultation 
shall also be obtained in all of the following cases; 
coma, meningitis, and arterial occlusion, including 
coronary occlusion svith myocardial infarction when 
the latter is complicated by shock, failure, or 
arry'thmia." 

The difficulties which had been experienced at 
St, Mary’s Hospital in attempting to formulate rules 
for consultation are well expressed in the following 
memorandum prepared by the Commission on Ac¬ 
creditation of Hospitals: “In the case of other con¬ 
sultations, those in which serious illness, poor surgi¬ 
cal risk, or obscure diagnosis is involved, it seems 
almost impossible to specify the conditions under 
which such consultation shall be required. In gen¬ 
eral, it is the conscience of the attending physician 
which will determine whether or not a consultation 
is needed.”Furthermore, it is witlrin tire domain 
of the hospital to decide if such a consultant is 
qualified. This prerogative is delegated by the hos¬ 
pital to the audit committee. When points were de¬ 
ducted for consultation it was customary for the 
entire committee to discuss the matter. 

Pelvic, Rectal, and Eyegtound Examination.- 
Question 5, concerning pelvic, rectal, and eye- 
ground examination, is rather obvious. These three 
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items stood out as indexes by which one could 
co«^pleteness of the physical exami- 

Gmdmg -After an initial experience gained bv 
a so-called dry run,” the mark of 75% was adopted 
as a passing grade. It appeared that the majorih' of 
records were above this mark, and the ones which 
reii below stood out as being seriously deficient. A 
letter was written to the physician if he was as¬ 
signed a mark below 75%. This letter indicated the 
score attained and the items for which points were 
deducted. The physician was offered the opportu¬ 
nity of reviewing the chart with the audit commit¬ 
tee, and a number of interviews have been con¬ 
ducted. 

Results 

On evaluation of tlie experience gained with this 
mechanism after two years, several points seemed 
clear. In general, it was apparent that a group of 
experts could objectively judge the work of an in¬ 
dividual by using the criteria outlined. In the great 
majority of instances, this group of auditors was 
satisfied that tlie mark which they assigned to the 
chart by rigidly adhering to these objective criteria 
was, in their best judgment, a fair mark. In a few 
instances, it was apparent that by following these 
criteria an unjustly low mark would he assigned 
to the chart; somewhat less frequently a poor chart 
would receive a passing grade. To the extent that 
tliis exists, the audit is imperfect. Thorough discus¬ 
sion of these discrepancies by the committee at 
weekly meetings helped to clarify and unify the 
interpretation of die criteria. Viffiere it was indi¬ 
cated, the interpretations were modified. In spite 
of this, however, there %vas always room for the 
exercise of good judgment on tlie part of the audi¬ 
tor. The criteria of an audit, like all man-made 
laws, are only the tools of justice. 

In order to insure the fact that the marks would 
be comparable, the audit committee did not make 
major changes in tlie criteria during tlie first two 
years. Only one major change will be instituted at 
the end of txvo years. As indicated previously, it 
was found that 25% of the total credits given to 
treatment is too high. It was seldom tliat points 
were deducted for this item, and, because it was 
weighted too heavily, a certain number of poof 
charts received falsely high marks. By reduemg the 
points allowable for treatment, the audit becomes 
essentially a critique of tlie diagnostic examination 
together witli its proper recording on the 

At the end of each year, tlie average of each m- 
sician’s marks was sent to him along with an m ■ 
cation of the distribution of marks in the enw 
group. With diis information he could n 

average witli that of the other members 0 0 

Ha wfs also given a breakdown at hi, nrarb ,o 

he was made aware of the „is 

as well as the failing grades. Each physici 
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also given the privilege of reviewing his marks in 
detail at any time he so desired. In certain in¬ 
stances, the committee notified individuals of cer¬ 
tain important findings which the doctor had ap¬ 
parently overlooked. Tliis was done whenever the 
welfare of the patient was directly implicated, e. g., 
the report of a positive Wasserman test which was 
returned by tlie laboratory after the discharge of 
the patient from tlie hospital and so escaped the 
attention of the doctor. 

On review of its work at the end of two years, 
however, the committee was not completely satis¬ 
fied that these methods of informing the physician 
exploited the educational potential of tlie audit to 
the fullest degree. Although the physician was 
notified about his poor charts at the time of the 
patient’s discharge from the hospital, he did not 
leam about borderhne charts until the end of the 
year. More properly, he should he made aware of 
current trends in his work. In this way, the doctor 
would be more apt to seek the counsel of the audi¬ 
tors when the case was fresh in every'one’s mind. 
Accordingly, it was recommended that letters be 
sent to the staff members not only for failing grades 
but whenever they had a poor chart. In addition, 
the recommendation was made that a summary of 
each physician’s performance be sent to him quar¬ 
terly rather than annually. 

The active staff at this hospital consists of the 
junior, assistant attending, and attending staff. Pro¬ 
motions are made on the basis of merit as judged 
by a person’s qualifications and degree of participa¬ 
tion in the educational program. The physician’s 
performance in the medical audit has become an- 
otJier objective criterion of merit. It is used to eval¬ 
uate a staff physician’s work along with his attend¬ 
ance at weekly departmental meetings, attendance 
and quality of performance on ward rounds, and 
the opinion of the department head. 'The medical 
audit has perhaps been even more useful, however, 
as a method of detecting inferior quality of work. 
In appraising the low marks attained in the audit, 
consideration was given botli to the number of low 
individual marks and to the average mark. It was 
observed that a person might attain a passing aver¬ 
age in spite of a number of low marks if the volume 
of his practice was large. This sort of situation 
might be just as undesirable as that of the person 
vith a small volume of patients on all of whom 
marks were moderately low. 

'These yardsticks were used as a basis of insti- 
tuting certain measures to improve the quality of 
tile staff. Accordingly, at the end of the first year 
four physicians were placed on probation. A pen¬ 
alty of restricted admitting privileges was imposed 
by the board of the hospital on those physicians 
who were on probation in order to indicate to tliem 
die gravity of the situation. They were allowed to 
admit patients to the medical serxuce only when at 
least 5% of the beds were empty. The work of two 


other physicians was found to be inadequate, and 
they were required to have consultation on all cases 
which they admitted. This exception was made 
because these physicians are elderly. One phy¬ 
sician’s work was borderline, and a letter xvas sent 
to him stating this fact. At the end of the second 
year there were indications of suflScient improve¬ 
ment in tlie work of txvo of the physicians on pro¬ 
bation to warrant reinstatement of full hospital 
prixuleges. 'The work of one physician continued to 
be poor, but on investigation it was foimd that he 
had certain personal problems which might be 
amenable to psychotherapy. He was accordingly 
counseled, but for the protection of the hospital and 
his patients he was required to obtain consultation 
on all patients he admitted to the hospital. 'The 
fourth physician’s work failed to improve, and he 
was dropped from the staff at the end of the second 
year. Three additional physicians were put on pro¬ 
bation; one of these had been found to have a 
borderline record at the end of the first year, as was 
indicated previously. Five more staff members 
were sent letters indicating diat their work was 
borderline. 

Comment 

'The audit has been time consuming for the mem¬ 
bers of the committee. In spite of the fact that the 
indexes are general and the audit has been pur¬ 
posely kept simple, the review of each medical 
record represents a considerable effort. On an aver¬ 
age, each member reviewed 192 charts in his 
three-month association with the audit committee. 
'This could probably be decreased by spot-checking 
or considering only the records of patients who 
died. The extent to which this is carried out might 
depend to some extent on the need for an audit, 
i. e., the quahty of the staff. St. Mary’s Hospital is 
probably an average commimity hospital; the edu¬ 
cational program is relatively young, and the com¬ 
mittee felt that at least in the beginning the audit 
should be quite thorough and include every record. 
It should be pointed out also tliat tlie latitude 
allowed within the rather general framework of the 
indexes outlined can be regulated by tlie commit¬ 
tee. For example, die averages of die members of 
the department of medicine for the second year 
ranged between 90 and 100. In wew of this, the 
failing grade of 75%, which was determined at die 
beginning of the audit, was ver>' liberal. 'Thus, at 
the end of two years not only the change in criteria 
mentioned will be made but a general tightening 
up of the tolerance allowed in interpretation of 
these criteria is e.xpected. In this wax', we believe, 
the mechanism of diis audit allows for a gradual 
and continuous education of die staff. 

Conclusions 

In general, it might be said that the medical 
audit has been an effective means of improxing the 
medical records in this hospital. Indirecdy. we 
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believe that il has also improved the quality of 
patient eare. There is a great deal to be' accom¬ 
plished in these matters as yet, and it will be a 
number of years before any plateau is reached; 
however, there is no doubt that significant gains 
arc being made. The fact that the staff physicians 
know that their work is being observed has stimu¬ 
lated them to improve; by the same token, it has 
encouraged some men who have been doing good 
work for j'ears to have someone appreciate this 
fact. Some few have not improved, and these have 
been bandied on an individual basis. 

89 Gene.sec St. (11) (Dr. Butler). 
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CLINICAL NOTES 


SIMPLIFIED “CUT-DOWN” (VENOSTOMY) TECHNIQUE 


Marian S. Tuszewski, M.B., Cincinnati 


The purpose of this communication is to present 

a limplifled raathod of performing » 
fvr^nnstomv) While the indications for the pio 
Xre are generally well recognized medjod^ 
cmnloved are often time consuming and cumber 
some ^Special instruments have been Revised 
State its performance,' which, while undoubted- 
Iv helpful to the individuals skilled in then use, ar 
n"ol necessary and are not likely to be 

"'S dSe^nTe oTKod from dre accepted 

“iH^deriis^crotoKn 

grams A the Istieity of the 

irregular wound di Y 

polyethylene tubing. The tub g 

of becoming kinked at the pom 

^^'^Js'"‘sJ4^fiMmpSble, with a resultant leak 
of blood. A pro”™' lire tabing 

With a longitudinal '”“ ™‘thlv in the wound, 
(or cannula) lies snugly a and no kinh- 

Wre is no *‘”7 ?f“tir2nnuL or tubing 
ing of tubing. „?tVie vein compresses the vein 
outside the lumen f „ „all pres- 

r'drSn !cUe.e hemostasisis^^ 


CSng^li— 

----. -f Qurccry. St. Mary’s Hospital. 

From the Department of Surgery. 


In an emergency, a knife one pair of hemostats 
a few squares of gauze, and a bandage are all tha 
is required. A bottle of infusion solution and a set 
of plastic recipient tubing are, of course, essenhfd, 
buLif no polyethylene or metal infusion cannula 
available, V ordinary large-bom need e ™tl « 

sharo point snipped off with scissors will do. bkiii 
Sepfe. Sterne drapes, and local anesthetics arc 
all desirable but can be dispensed with. 



Fig. l.-Transverse incision causing leak of blood. P 
mal ligature is necessary. 


Another advantage of this 'g^ion^vithin 

^uch more -om for dissecj^ 

the margins of of injuring the vein 
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if the vein is not tied there is no need to continue 
an intravenous infusion longer than necessary' just 
to keep tlie vein open. In most cases, a new cannula 
can be slipped into the same vein hours or even 
davs after the original venostomy has been discon¬ 
tinued. No ligature material is left in the wound. 
The risk of vein thrombosis and wound infection 
is minimized. 



Fig. 2.—Longitudinal incision, with vein compressed by 
tubing and dressing. No ligature is needed. 


Utilizing instruments and dressings available in 
any medical office, ambulance, or doctor’s bag, it 
is possible to perform the procedure by the road¬ 
side, in tlie case of an automobile accident, or in 
the home of a patient, in the case of a severe 
hematemesis, vaginal bleeding, extensive bums, or 


any other accident or disease in which rapid fluid 
replacement is indicated. This may be of great im¬ 
portance during or after an enemy attack xvith 
nuclear weapons or in emergency conditions of 
tornadoes, hurricanes, earthquake, and other nat¬ 
ural disasters. When communications are dismpted 
and hospitals are destroyed or deluged xwth casual¬ 
ties, dependence on customary facilities may prove 
disastrous. 

Summary 

A modification of the usual technique of perform¬ 
ing a “cut-do\W (venostomy) for purposes of par¬ 
enteral administration of fluid consists of making a 
longitudinal rather than a transverse incision. Ad¬ 
vantages of this method include savmg of time and 
the necessity for a minimum of equipment. 

816 Betts St. (14). 
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AGRANULOCYTOSIS RESULTING FROM METHIMAZOLE (TAPAZOLE) 

REPORT OF THREE CASES 

Maurice Rich, M.D. 
and 

Martin S. Belle, M.D., Miami, Fla. 


Since the introduction of methimazole (1-methyl- 
2-mercaptoimidazole; Tapazole), in 1949, it has 
been utilized as a potent antithyroid dmg. Stanley 
and Ashvood ‘ found methimazole to be appro.xi- 
niately 100 times as active as thiouracil. In recent 
years it has almost completely^ replaced thiouracil 
and propylthiouracil in the medical treatment of 
bj'perthy'roidism. However, a number of toxic re¬ 
actions have been observ'ed \vith the use of this 
agent. The occurrence of agranulocytosis following 
the administration of this drug constitutes a real 
hazard to life. It is our purpose to direct furtlier 
attention to tliis possible dangerous toxic effect of 
nietliimazole by' reporting three instances of agranu¬ 
locytosis induced bv this drug, one terminating 
fatally. 

Schultz ■ first described agranulocytic angina, an 
apparently' new disease, in 1922. Since then many 
persons have died after the ingestion of medica¬ 


ments prescribed for such diseases as hy'perthy- 
roidism, arthritis, cardiovascular diseases, allergic 
diatheses, epilepsy', and the psychoses. Kracke “ 
first suggested a chemical or drug etiology' rather 
than some infectious or other disease factor to e.x- 
plain this phenomenon. He concluded that the com¬ 
mon factor producing the to.xic reaction in many of 
these drugs was the presence of the benzene ring, 
particularly in combination vith nitrogen or an 
amino or an imido group. Thiouracil has such a si.x- 
ring structure, but methimazole has a five-ring 
structure. Dameshek'* theorizes that in many in¬ 
stances an abnormal immunological mechanism 
may' be responsible. 

Granulocytopenia, agranulocytosis, thrombocyto¬ 
penia, and aplastic anemia have all been reported 
as hematological reactions to methimazole. Bartels 
and Sjogren ’ first reported the occurrence of gran- 
ulocy'topenia following the use of this substance in 
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of liypertliyroidism. Croke and Berry ® 
e first episode of agranulocytosis. A 
fatal instance of agranulocytosis was observed by 
Specbt and Boehme.’ Toxic hepatitis in association 
witli agranulocytosis was noted by Reveno and 
Rosenbaum.® Aplastic anemia was the hematologi- 
cal abnormality presented in the report by Levine 
and Rosenberg.® 

In a group of 116 patients given methimazole in 
preparation for surgery, H’Doubier and H’Dou- 
blcr detected one case of agranulocytosis and two 
Or granulocytopenia. Donor bone-marrow injection 
combined with cortisone M'as credited by Ainsile 
and Harley " in.effecting recovery in a patient with 
agranulocytosis produced by methimazole. A num¬ 
ber of episodes of granulocytopenia and tlirombo- 
cytopenia reported by other autliors are evident 
in a survey of the literature. 

Report of Cases 

C.^st: 1.—A 76-ycar-old fcninle was referred for treatment 
of arteriosclerotic lie-art disease w'itli associated severe con- 
gastive heart failure. The usual regimen of reduced physical 
activity, digilaliyation, low-salt diet, and mercurial diuretics 
was insufficient to control the severe manifestations of the 
heart failure. Consequently, administration of methimazole 
was begun in order to produce a h)pomctabolic state de¬ 
signed to le.sscn the load on the failing heart, Methimazole 
was given in a dosage of 30 mg. per day. In addition, 
mcrcaptomcrin (Thiomerin) sodium was given at infrequent 
intervals, and procainamide (Pronestyl) hydrochloride was 
given to lessen myocardial irritability manifested by numer¬ 
ous premature vcntrieular contractions from several foci. 
M^ith onset of s)nnptoms of sore throat, fever, nausea, and 
vomiting a complete blood cell count was obtained, at 
which time the white blood cell count was 700 cells per 
cubic millimeter, with 100% lymphocytes present. The 
patient was hospitalized immediately. 

Physical esamination revealed an elderly, acutely ill fe¬ 
male. Her tempciature on admission was 104 F (40 C), the 
pulse 110 per minute with cstrasystoles present, and the 
blood pressure 130/80 mm. Hg. There was diffuse redness 
and edema of tlie oropharynx, and rounded yellowish plaques 
were present on the remnants of the tonsils. The heart was 
grossly enlarged to tlie left, and a grade 2 systolic murmur 
was heard at the apical area. Small, moist rales were present 
in both lung bases. The liver was not felt, and no peripheral 
edema was noted. 

The sternal marrow was extraordinary in several respects: 

1. There was a complete absence of the granulocytic ele¬ 
ments, and nothing resembling a myeloblast or more mature 
cells of the granulocytic series could be found. 2. There was 
a moderate increase in the amount of fat above the normal 
expected at this age, but megakaryocytes were present in 
normal numbers and showed good platelet formation. 3. A 
moderate increase in reticuloendothelial cells was found, 
and many of these cells appeared phagocytic, but no transi¬ 
tion Coward the myelocytic celks was detected. 4, Active 
normoblastic erythropoiesis was present. The marrow thus 
demonstrated a selective complete absence of granulopoiesis, 
with moderate increased reticulum cel! activity but no dam¬ 
age to other constituents. 

In .spite of liberal administration of ACTH and the broad- 
spectrum antibiotics, there was no appaient change in the 
patient’s condition. The white blood cell count ranged from 
a high of 850 cells to a low of 125 cells per cubic millimeter. 


the therapy 
recorded tl 
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all of which were lymphocytes. The patient died on e a 
<l.y, after develop eviee^ 

Case 2.-A 73-year-old male had received treatmonf f r 
arteriosclerotic heart disease mth atrial fibrillation and 
failure witli a program of digitalis, dhteuj 
low-salt diet, and moderate restriction of physical activih’ 
eaclleet eonlrol of symptoms, Mrted w”£,' 
sweating, and weight loss in spite of a good appetite simer-’ 
wned, and the degree of heart failure increased. The ciinLl 
impression of hyperthyroidism was substantiated by a 
protein-bound iodine value of 10.1 meg. (normal i, 4.6 
meg.). Accordingly, methimazole was given in a dosage of 
10 mg. tliree times daily in addition to more vigorous 
measures to control the heart failure. M'hite blood cell 
counts were performed at weelcly intervals for one month 
All counts were witliin normal limits, a representative count 
showing 6,950 cells per cubic miUimeter, with 56% seg¬ 
mented cells, 38% lymphocytes, 3% stab cells, 2% mono¬ 
cytes, and 1% eosinophils. During the sixth week of treat¬ 
ment with metliimazole, the patient complained of a sore 
throat and slight fever. A wlrite blood cell count at this time 
showed 1,050 cells per cubic millimeter, all liTOphocytes. On 
blood smear no neutrophils could be found, kit the platelets 
and red blood cells appeared noimal. On physical examina¬ 
tion the entire pharynx was diffusely reddened, but no 
vesicles were seen. The temperature was 100 F (37.8 C), 
tJie apical pulse 72, and the blood pressure 120/80 mm. Hg! 
The lungs were clear, and no peripheral edema was evident 
ACTH and antibiotics were administered. The white blood 
cell count was 1,000 and 1,800 per cubic millimeter on tlie 
following consecutive days, svitli 100% lymphocytes present, 
On the fifth and sixth days of therapy tlie white blood cell 
count was 3,150 per cubic millimeter, witli 6% and 27% 
neutrophils respectively. The symptoms of sore throat and 
mild fever had cleared completely at this time. On the 
seventh day of therapy witli ACTH, a count of 6,700 white 
blood cells per cubic millimeter with 37% neutrophils was 
found, and theiapy with ACTH was disconhmied. Two 
weeks after onset of the agranulocytosis the white blood cell 
count had returned to the noimal of 10,750 per cubic milli¬ 
meter, with 54% neutrophils. 

Case 3.—A 20-year-old female piesented herself for treat¬ 
ment with tlie typical symptoms and signs of hyperthyroid¬ 
ism, including tachycardia (130 beats per minute), 
geneialized tremor, enlarged thyroid gland, protein-bound 
iodine value of 23 meg., and 24-hour radioactive iedme 
uptake of 94%. A decision to treat her medically with 
methimazole was made, inasmuch as she was adamant 
regarding surgery. Consequently, .she was given 30 mg of 
methimazole daily, with progressive increase in dosage to 
50 mg. daily because of lack of response to the drug 
Periodic wliite blood cell counts were xvithin normal limits 
Twelve weeks after treatment was begun the patient de¬ 
veloped a severe sore throat accompanied by a temperature 
of 104 F (40 C). When the patient was admitted to the 
hospital, die white blood cell count was 600 per cubic 
raillimetei, with 100% lymphocytes. The remainder of the 
blood cell count was normal. 

The patient appeared acutely ill, with her temperature 
105 F (40.6 C), pulse 160 per minute, and blood pressure 
126/82 mm. Hg. The posterior pharjmx was fiery red, w ' 
patchy wliite exudates present. The skin showed a ma^- 
papular eruption over upper and lower j 

venously given hydrocortisone along with pemc 
tetracycline were administered, and tliere ^ 

vescence to a normal level xvithin 24 f 

patient appeared clinically gready 
diroat and marked leukopenia persisted for a penod j 
days. The white blood cell count varied from 400 to 1,-^ 
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cells per cubic millimeter during tliis time. On the ,si\tli day 
a white blood eell count of 2,590 per cubic millmeter was 
erident, with 307c myelocytes, 1% band cells, and 2% poly¬ 
morphonuclear leukocytes present. After this, the wlrite 
blo<^ cell count gradually increased to 11,350 on the 12th 
day, "dth a nonnal differential count. Bone marrow studies 
res'caled a striking lack of granulocytes. Many adult lympho¬ 
cytes were present. Erytliropoie.sis appeared normal. Mega- 
kaiyocytes were plentiful, and the e.\amination of the 
peripheral blood revealed abundant platelets. It was con¬ 
cluded that a striking maturation arrest of granulocytes at 
the myelocytic stage was present. Radioactive iodine has 
been subscfiuently administered to this patient. 

Comment 

In tile early use of methimazole, skin manifesta¬ 
tions were observ'ecl as the priman,' sensitivit)' re¬ 
actions, with an over-all incidence of 6 to 7.5%.^ It 
is knoitTi that hematological reactions hat'e a much 
lower order of incidence, although it is impossible 
to state witli accuracy the exact degree. Inasmuch 
as sensititoty to metliimazole is considered to occur 
entirely on an individual basis, it appears unpre¬ 
dictable. The size of die dose of drug administered 
apparently has no influence on the development of 
agranulocytosis. 

In agranulocytosis, the prostration may' be ex¬ 
treme, with high fever and cliills, and sy'mptoms of 
a generalized infection seem evident. The patient 
may appear moribund when these clinical features 
are added to those present from the underh'ing 
tliyrotoxicosis. The bone-marrow study generally' 
reveals partial or complete absence of granulo¬ 
poiesis, or frequently there is evidence of matura¬ 
tion arrest of die granulocy'tes. This arrest may' be 
present alone or svith selective depression of other 
cellular elements. 

Tliere is general agreement that heroic therapy' 
is necessary' in this ty'pe of patient, primarily' with 
the adrenal steroids and with sufficient antibioties 
to prevent sepsis, ^^^ith rapidly developing anemia 
transfusions are indicated, especially' if there is a 
positive Coombs test. In die presence of marked 
thrombocytopenia, fresh blood transfusions in plas¬ 
tic bags may' be of great value. 

Most authors recommend that white blood cell 
counts be performed routinely at frequent interx’als 
to aid in the early detection of leukopenia in order 
to forestall the occurrence of agranulocy'tosis. How- 
ev'er, there is no unanimity' of opinion that this is 
a valid assumption. On the contrary'. Young ” 
argues that frequent blood cell counts are neither 
necessary' nor informative. His thesis is that the 
peripheral blood reflects changes taking place in the 
marrow only' after the changes in the marrow are 
far advanced. Therefore, as previously' indicated by' 
Croke and Berry'," there are two considerations in 
this regard; (1) whedier agranulocy'tosis occurs 
widi sufficient frequency to warrant e.xpenditure of 
the additional time and ex'pense involved, and (2) 
whether frequent blood cell counts imll anticipate 


the onset of agranuloeytosis. Although an answer to 
these questions is not clear in the light of our pres¬ 
ent knowledge, it appears prudent for the present 
time to advocate frequent blood cell counts during 
administration of methimazole. 

Summary 

In tliree cases, agranulocy'tosis followed the ad¬ 
ministration of methimazole (Tapazole). Frequent 
performance of white blood cell counts is adx'isable 
during the administration of methimazole, although 
it is not certain that this measure ^viU anticipate 
tlie possible production of agranulocy'tosis by' this 
drug. 

1431 N. Bayshore Dr. (36) (Dr. Rich). 
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FEVER, COUGH, AND PAIN IN RIGHT LOWER COSTAL REGION 

Clinical Paihological Conference (FM 325-54) Dec 7 1 QK 7 n ^ 

Pa,h„, 0 ,y the Hek,oe„ HsUme for Me Jo, 

cago. pwsenla, for pubhcalwn bij Dank, S, Km,mer, M.D., and Pm, B. Szmto, M.D.' 


Clinical Data 


A 35-yeav-okl woman was admitted to Cook 
County Hospital on March 3, 1954. Eight weeks 
before tidmission, she developed slight nausea, an- 
orexia, and fatigue. Five weeks before entry, she 
also complained of muscle aches and pains, fever, 
and drencliing night sweats. One week later, she 
began to cough a half cupful per day of thick, yel¬ 
low, “sweet tasting” sputum. At the same time she 
dei'eloped a constant, dull pain in the right lower 
anterior portion of her chest, u'hich was aggravated 
by cough and deep respiration and radiated to the 
right upper abdominal quadrant. She had been 
bedridden for tliree wrecks because of weakness, 
and had noted hvo or three watery stools daily, 
without blood or mucus. She had suffered a weight 
loss of 30 lb. (13.6 kg.) in two months; she had 
been addicted to heroin for six months; she used 
alcohol in moderation; and she had had some dizzi¬ 
ness in the two weeks before admission. 

Physical examination revealed an acutely ill, 
emaciated, but well-developed woman. Her blood 
pressure was 128/60 mm. Hg, pulse 108 per minute, 
temperature 101.8 F (38.7 C). Dulness to percus¬ 
sion, decreased tactile and vocal fremitus, and di¬ 
minished breath sounds were noted over the lower 
half of the right side of her chest. There was tender¬ 
ness and guarding of the right side of tlie abdomen, 
where liver dulness was percussed 2 fingerbreadths 
below the costal margin. Multiple needle marks 
were present on the forearm. The remainder of die 
physical examination was normal. Her hemoglobin 
level was 46%, erytlirocyte count 2,390,000 jier 
cubic millimeter, leukocyte count 6,500 per cubic 
millimeter, hematocrit 24%, and sedimentation rate 
27. Her nonprotein nitrogen level was 22 mg. per 
100 ml., total protein 6.7 Gm. per 100 ml., phos¬ 
phorus 4.6 mg. per 100 ml, chloride 89 mEq. per 
liter, sodium 121 mEq. per liter, potassium 4 mEq. 
per liter, alkaline phosphatase 6.6 Bodansky units, 
and icterus index 8. The reaction to the Kahn test 


Dr. Kiisbncr is Associate Director of Medical Education, Cook 
County Hospittil, and Instructor in Medicine, Northwestern Univmity 
Medical School; Dr. Sranto is Director. Department of 
County Hospital, and Professor of Pathology, Chicago Medical School. 

Dr. Steigmann is Attending Physician and Director of Therapeutics, 
Cook County Hospital, and Associate Professor of Medicine, University 
of Illinois College of Medicine. 


was unsatisfactory, but tlie Wassermann reaction 
was positive. Her sputum was negative for acid- 
fast bacilli on smear and culture. Stools were nega¬ 
tive for ova and parasites. 

She continued to complain of pain in the right 
lower portion of her chest, and she had a persistent 
tachycardia. A tuberculin skin test (1:100) was 
negative at 24 and 48 hours. The patient’s course 
was rapidly downhill in spite of blood transfusions 
and administrations of fluids parenterally, vitamins, 
and penicillin, and she died nine days after admis¬ 
sion, and nine weeks after the onset of her symp¬ 
toms. 

Clinical Discussion 


Dr. Frederick Steigmann: This patient’s nausea, 
anore.xia, weakness, muscle aches and pains, fever, 
and sweats could have resulted from many condi¬ 
tions, and suggest systemic toxicity from infection. 
The prominent cough and expectoration point to 
pulmonary involvement, such as bronchiectasis, 
lung abscess, carcinoma of the lungs with abscess 
formation, or a complicated type of pneumom'a. 
The thoracic pain, radiating to the right upper 
abdominal quadrant, could be explained by disease 
of the lower lobe of the right lung, with involve¬ 
ment of the diaphragm, but she did not have a 
long-standing cough and copious sputum as one 
would expect witlr bronchiectasis. She gave no his¬ 
tory of antecedent pneumonia, or aspiration of for¬ 
eign material, which could have led to acute lung 
abscess. She was ratlier young and had a very short 
histoiy for a bronchogenic carcinoma. Among the 
inflammatory pulmonary diseases, one would have 
to consider tuberculosis witlr pleurisy. Whatever 
the cause, the fulminating course is more consist- 
ant with infectious tlian neoplastic disease. The 
absence of clubbing of the Angers could be ex¬ 
plained either by the shoi-t duration of the process, 
although clubbing may appear rapidly in a pabent 
with an acute lung abscess, or by the possibilit}' 
that the pulmonary involvement was secondary 0 

anotlier disease. ., 

Since she was a heroin addict, one must cons 
such infectious conditions complicating addicbo 
as bacterial endocarditis, malaria, and J 
serum jaundice. None of the mamfestabons ot 




Vol. 167, No. 5 


DIAGNOSTIC PROBLEMS 


577 


docarditis or malaria were present. The onset of 
homologous serum jaundice in heroin addicts may 
show atypical features. More importantly, the jja- 
tient may have become infected through self-ad- 
ministered intravenous injections, with resultant 
staphylococcic infection and generalized pyemic 
abscesses. 

In \’iew of the history of diarrhea, one must con¬ 
sider colitis and enteritis, with secondary involve¬ 
ment of the liver, which may produce hepatic 
tenderness and low-grade fever. Occasionally chole¬ 
cystitis causes symptoms referable to the chest, but 
this could not e.xplain die cough and e.vpectoration. 

All of the sjTnptoms and physical findings suggest 
two or three conditions which could e.vplain both 
the abdominal and pulmonary' manifestations. In 
order of their frequency these would be (1) ame¬ 
biasis; (2) py'ogenic abscesses of the liver; and (3) 
fungus disease. In the United States, the incidence 
of intestinal amebiasis ranges from 5 to 30%. Most 
amebic carriers are asy'mptomatic. Patients with 
amebic liver abscess may' give no history' of diar¬ 
rhea, and frequently no amebas are demonstrable 
in the stool. As a rule, the patient with active ame¬ 
bic liver abscess has a gradual onset of progressive 
nausea, anore.xia, and fatigue. If the abscess in¬ 
volves the diaphragm, pleura, and lung, the patient 
may develop pain in the right lower portion of the 
chest, aggravated by cough, and a profuse expec¬ 
toration of sputum. The incidence of liver abscess 
in clinical nonfatal cases of amebiasis ranges from 
1.8 to 5% in various communities.' If the fatal cases 
are included, the incidejice of liver abscess varies 
between 5 and 38%.' Ilgmatogenous spread of En¬ 
tamoeba histolytica toThe lungs occurs rarely. The 
majority' have a huge abscess in the liver which ex¬ 
tends directly through the diaphragm to the pleura, 
and then to the lung, producing a contiguous ab¬ 
scess in the lower lobe. It may extend directly into 
the lung to involve a bronchus, causing profuse ex¬ 
pectoration of purulent material, or an empyema 
may form first, which later penetrates a bronchus 
and produces e.xpectoration. This would e.xplain 
this patient’s chest pain and e.xpectoration. The 
yellow sputum described by' tlie patient is aty'pical 
for amebic abscess of the lung. Characteristically', 
the sputum of amebic lung abscess is variously' 
described as resembling chocolate, anchox'y' paste, 
or apple butter in color and consistency. The spu¬ 
tum frequently contains liv'er tissue and blood, and 
therefore has a brown color, but y'ellow sputum may 
occur in amebic lung abscess, in the presence of as¬ 
sociated secondary bacterial infection. 

The severe weight loss, drenching night sweats, 
and muscle aches and pains resembling arthritis 
can occur xnth amebic liver abscess. The sputiun 
contains amebic cy'sts or trophozoites in 70% of 
patients with amebic liver abscess, if it is repeatedly 
examined. In tlie absence of such confirmatory' 
eridence, amebic lung abscess may' masquerade as 


tuberculosis, pneumonia, bronchiectasis, or pyo¬ 
genic lung abscess. Most importantly, these patients 
die if they are not treated specifically with eme¬ 
tine. Emetine therapy is so effective that it can be 
used as a diagnostic test. Within 48 to 72 hours 
after initiation of specific treatment, these very' ill 
patients begin to improve. 

With regard to other diagnostic possibilities, py'- 
emic (hematogenous) abscess of the liver is half as 
frequent as amebic abscess. It is secondary' to a sys¬ 
temic infection, and usually has a more dramatic 
onset; the patient is more acutely' ill, and has a 
temperature'as high as 106 F (4i'C), but the re¬ 
maining symptoms and signs may be similar. Fun¬ 
gus infection would seem unlikely', in the absence 
of any history' of residence in an endemic locality', 
and with no dermatological or other systemic in¬ 
volvement. The possibility' of a necrotic primary car¬ 
cinoma of the liver, which extended upward into tlie 
lung, must be considered. This patient was an al¬ 
coholic and her liver may have been cirrhotic, as a 
background for development of hepatocellular car¬ 
cinoma. However, the alcoholism and narcotic ad¬ 
diction would also have contributed to malnutrition 
and, therefore, to the development of amebic liver 
abscess. The normal liver is not as susceptible to 
amebic infection as is the liver which has already 
been damaged by infection, alcoholism, or mabu- 
trition. I, therefore, would conclude with the prob¬ 
ability of amebic liver abscess, secondarily involv¬ 
ing the lower lobe of the right lung. 

Dr. Irving Greenberg: A roentgenogram of the 
abdomen shows distended loops of small and large 
intestine, wth opaque areas suggesting fluid be¬ 
tween the loops. The properitoneal fat line is ob¬ 
scured, also indicative of intraperitoneal fluid. The 
liver is enlarged. There is a small oval density' over 
the margin of the ileum. 

Dr. Steigmann: If this were peritoneal exudate, 
one would have to consider the possibility' of a sub- 
diapbagmatic abscess, due to perforation of the 
appendix or a peptic ulcer. A pylephlebitic abscess 
of the liver, secondary' to intraabdominal suppura¬ 
tion, could rarely also cause hepatic and subdia- 
phragmatic abscess and perforate through the dia¬ 
phragm to produce pleural involvement. 

Dr. Greenberg: The chest film in the recumbent 
position shows a homogeneous density' in the lower 
two-thirds of tlie right lung field compatible with 
pleural reaction (fig. I). The right hemidiaphragm 
cannot be defined. 

Dr. Steigmann: This chest film does not at all re¬ 
semble tlie involvement of the chest after pleuro- 
pulmonary' mvolvement by amebic abscess. It sim¬ 
ply shows fluid filling the right hemithorax. In Wew 
of these fibis, I would be inclined to consider per¬ 
forated peptic ulcer or appendicitis leading to peri¬ 
tonitis and to a subdiaphragmatic abscess, xnth re¬ 
sultant reactive pleurisy with effusion. Then the 
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cough and expectoration would have to be ineiden- 
tal. Radiologically, amebie abscess of the liver is 
usually associated with an elevated diaphragm. 

Dr. Harold Schoolman: What is die magnitude of 
the anemia in amebic abscess? 

Dr. Sleigmann: Many patients have this type ot 

anemia. 

Clinical Diagnosis.-The clinical diagnosis was 
umcbic liver abscess, amebic empyema with bron¬ 
chopleural fistula, and amebie lung abscess. 
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being covered by shreds of necrotic tissue. In addi¬ 
tion to this large abscess, a smaller cavity, closely 
resembling the larger one and measuring 8 cm. in 
its largest diameter, was found in the left lobe, ex¬ 
tending toward the inferior surface. This abscess 
had perforated into the peritoneal cavity, but the 
site of perforation was sealed off by the stomach 
and transverse colon. 

The abscess cavity in the right lobe of die liver 
extended to the diaphragm, and perforated dirongh 
a rent measuring 3 cm. in diameter, extending into 
the pleural cavity. The perforation resulted in the 
formation of two encapsulated empyemas. One m 
the lateral portion of the pleura cavity drained 
through the sinus timet in the eighth mtercosta 
suace already described. A second fcapsulated 
empyema at the lung base contained -00 cc. of 
thiS 21 -av pus E. histolytica was isolated from the 
S from the empyema- The basal pari 

of the lower lobe was occupied by a cavity nieas- 
•■nrr bv 4 cm communicatuig with the encapsu- 

3 eripytr;. the base of Are lung. Tins carat, 
thick broxvn fluid, and was hnecl b, 
Teds of necrotic tissue. Tire abscess was draine, 
bv a’broncbus, which explains the large amormt c 
^ !.• tItp Inn!? uarencliyma adjacent to th 

expectoration. The lung paie.1^ Atelectasis, in odi. 

abscess showed i histological appea 

3 oT““-Slvtd pneumLa. The r 
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Pathologist’s Report 
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intercostal space ' history. 

O," Ste7;rrm view of this, mm 

side.- the possiMity 3y contained 200 

Dr. Szanio: The pent ‘ ,vere present in 

cc. of amber flmch enlarged (1,900 

the adrenal cortex, me nv , siibcha- 

G.n.). Its surface was fibrous 

phragmatic space was ohh^ 

hands which fixed the ^ . ^ The upper txvo- 
lobc of the liver to the d occupied by 

thirds of measuring 14 
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Fig. i-Large solitary abscess cavity m lover p» 
die risiht lobe of the liver. 
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pressed liver cell plates. The abscess behaved like 
a tumor, causing pressure atrophy of the liver par- 
enchjTna. The wall of the cavity was heavily infil¬ 
trated by l)Tnphoc}'tes and macrophages (fig. 3). 
Trophozoites of E. histolytica were found chiefly 
at tlie border between the necrotic and the necro- 
biotic zones of the wall of the cavity. 

. All the other organs were essentially normal with 
the exception of the spleen, which histologically 
showed evidence of infectious splenitis. The small 
and large intestines were normal except for mod¬ 
erate hyperemia of the mucosa of the cecum. Ex¬ 
tensive histological studies, however, failed to re- 
\eal any pathological changes. 

Pathological Diagnosis—The pathological diag¬ 
nosis was hepatic amebiasis, with amebic abscesses 
in the left and right lobes of the liver; amebic 
empyema (right pleural cavity); and amebic ab¬ 
scess of the right lung. 

Comment 

Dr. Szanto: Amebiasis is transmitted by the cysts 
of E histolytica, which are swallowed an ’ pass 
through the stomach and duodenum In the part 
of the small intestine where the pH is neutral or 
slightly alkaline, the cysts lupture, cytoplasm es¬ 
capes (metacyst), and divides (metacystic tropho¬ 
zoites ) ^ The trophozoites pass into the cecum 
where they may invade the mucosa, initiating the 
amebic tissue infection Although the cecum and 
ascending colon are the most commonly and severe¬ 
ly affected sites in the large intestine (the appendix 
being only rarely involved), the rectosigmoid is 
second in frequency and intensity of involvement in 
cases of intestinal amebiasis. The incidence of he¬ 
patic and pulmonary complications has been men¬ 
tioned by Dr. Steigmann. 

In the case under discussion, we are deahng with 
amebic abscesses of the liver and lung, without 
morphologic evidence of intestinal amebiasis. There 
is little correlation, if any, between the degree of 
seventy' of clinical activity of intestinal amebiasis 
and the incidence of hepatic involvement. In some 
instances the intestinal process is quiescent and 
amebas cannot even be detected in the feces. In 
other instances, as in our case, the intestinal amebi¬ 
asis has practically disappeared. In the so-called 
carrier state, clinical symptoms at the site of in¬ 
testinal involvement are not infrequently absent. 
Nevertheless, it should be stressed that at the time 
of origin of the hepatic involvement, an active in¬ 
testinal process must have existed. Therefore, ame¬ 
bic infections should be considered prominently in 
the differential diagnosis of conditions involving the 
liver and the right lower lobe of the lung. Whether 
or not active diarrhea is present, one stool examina¬ 
tion for amebas is not enougli, because they are 
hard to find. Sex’eral should be made at intervals 
of two or three days and, as in our case, ex'en a com¬ 
plete absence of intestinal involvement, witli nega¬ 


tive parasitological findings, does not rule out the 
possibility of amebic abscess of the liver. This is 
important since even very iU patients respond xvell 
to specific therapy xvith emetine or chloroquine. In 
this case, the anorexia, muscle aches, and fever were 
ex'idence of amebic hepatitis and abscess formation, 
and the lower costal pain, cough, and e.xpectoration 
were the result of pulmonary extension. 

Three types of hepatic inx'olvement of the liver 
(hepatic amebiasis) have been distinguished; (1) 
hepatomegaly associated with amebic enteritis; (2) 
acute amebic hepatitis; and (3) amebic lix'er abscess. 

In patients with intestinal amebiasis, the liver 
is frequently enlarged and tender. Microscopic 
changes are nonspecific, characterized by a moder¬ 
ate degree of fatty metamorphosis and focal necro¬ 
sis. E. histoly'tica has not been demonstrated in the 
enlarged liver. 



Fig 3 —Infiltrab'on of tlie wall of the abscess ca\nt\ and 
that of the adjacent compressed hxer cell plates chieil> b> 
mononuclear inflammatory cells 


Acute amebic hepatitis is also characterized by 
diffuse enlargement of the liver, xx'hich is tender, 
and in some cases the patient is jaundiced and has 
fex-er. It is assumed that this is due to direct inva¬ 
sion of the hepatic parenchyma by' E histolytica, 
which organisms reach the liver x'ia tile branches 
of tlie portal vein (E. histolytica erodes the small 
x'enules of the intestinal wall and is carried to the 
liver by tlie portal vein). Biopsy of the liver in this 
type of case reveals only nonspecific changes, char¬ 
acterized by focal necroses, lixer cell dama"e, 
Kupffer cell proliferation, and infiltration of &e 
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portal Holds by acute and chronic inflammatory 
changes; it is now generally assumed that amebic 
hepatitis is a diffuse hepatic disease, preceding (but 
not necessarily followed by) amebic abscess. 

Amebic abscess is the result of cytological de¬ 
struction of the hepatic piarenchyma, without ac¬ 
cumulation of polymorphonuclear leukocytes and 
pus formation. Hence, it is not an abscess sensu 
sfriefiori. E. histolytica is found in only about 50% 
of cases of amebic abscess in the iproximity of the 
abscess.' The amebic abscess may be single or 
multiple. Most single abscesses are located in the 
right lobe just below the dome of the diaphragm, 
less frequent!)' near the inferior surface. From 10 to 
30% of these abscesses involve the diaphragm," re¬ 


J.A.M.A., May 31, ISoS 

suiting in empyema, or pulmonary abscess, drained 
by a bronchial abscess near the lower surface of 
the liver. The abscess may rupture into the perito¬ 
neal cavity, colon, gallbladder, or through the ab¬ 
dominal wall. 
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AWABDim OF RESEARCH FELLOWSHIPS IN CLINICAL NUTRITION 


Ten fellowships for research in clinical nutrition 
have been au'arded by the Nvttrition Foundation, 
Inc., and the Council on Foods and Nutrition. They 
have been gi\'en in honor of Dr. Paul Gyorgy, 
recipient of the 1957 Joseph Goldberger Award in 
Clinical Nutrition. A fellowship is granted to a 
medical .student to permit him to carry on research 
in some phase of clinical nutrition during the non- 
academic portion of the school year. Each grant 
consists of $600. Application is made by a senior 
investigator, and the fellowship is administered by 
him. Tlie Council was impressed with the interest 
shown in these fellowships and had a difficult 
time selecting 10 from the many meritorious appli¬ 
cations submitted. 

This fellou'ship program is a part of the joint 
effort of the Nutrition Foundation, Inc., and the 
Council on Foods and Nutrition to stimulate staff 
members and students of schools of medicine to 
take a more active interest in the science of nutri¬ 
tion as an integral part of medical practice. 

The 1958 fellowships have been awarded for the 


following research: 

1, Vitamin absorption in the ileum, henior 
investigator, Robert F. Schilling, M.D., Depart¬ 
ment of Medicine, University of Wisconsin. 

2. Urinary sulfate excretion following L-cysteine 
administration as a test for pyrido.xine 

in human subjects. Senior investigator, Wake ^ 
Unglauh, M.D., Department of Medicine, Tulane 

Thf biological activity of 
eccuniug in com. Senior investigator, William N. 
Pearson M.D„ Division of Nutrition Departments 
Ic Seme ml Biochemistry. V.-.nderWt Umver- 


sity- 


4. Nutrient intake and nutritional status of chil¬ 
dren with sickle cell anemia in search for aberrancy, 
characteristic of the disease. Senior investigator, 
Roland B. Scott, M.D., Department of Pediatrics, 
Howard University. 

5. The effect of ethanol on the deposition of fat 
in the livers of rats maintained on a diet with vary¬ 
ing quantities of tryptophan and tlie efficiency of 
choline in protecting against this tj'pe of fatty in¬ 
filtration. Senior investigator, George H. Nelson, 
Ph.D,, Department of Biochemistry, University of 
South Dakota. 

6. To test the hypothesis that the primary effect 
in phenylketonuria is improper utilization of trypt¬ 
ophan. Senior investigator, Robert C. Balderidge, 
Ph.D., Department of Physiological Chemistty, 


emple University. 

7. The necessity for ascorbic acid in the forma- 
on of hydi-oxyproline in the guinea pig. Senior 
ivestigator, George T. Lewis, Ph.D., Department 
[ Biochemistry, University of Miami. 

8. The utilization of iron in 

enior investigator, Dan A. Reichert, Ph.D., 
artment of Biochemistry, the State Umversif) 

9. The effects of hydroxyaspartate and 

ydroxyaspartate on the b 

Lior investigator, H. J. Sallacli, 

r m_r^bpmiQiTv. Universit) 


10. Study of nutrition in Niitr^i^^ 

aff supervision of the ® ? investigator, 

lentral America and Panama. jv^utrition 

lenry Sebvell Jr.. M.D.. Jp* 

ciences, Columbia University School 

[ealtb. 
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THE FIFTY-SIXTH ANNUAL REPORT 
ON MEDICAL LICENSURE 

HE Council on Medical Education and 
Hospitals presents its annual compilation 
on medical licensure in tliis issue of The 
Journal. The report includes statistics 
concerning tlie medical examination and licensure 
of physicians in the United States and its territories 
and outlying possessions for the year 1957 as well 
as comparative figures for previous y'ears. Also in¬ 
cluded is information pertaining to the current reg¬ 
ulations for medical licensure. The officers of the 
examining and licensing agencies have been most 
cooperative in tlie submission of the current data 
and information essential in the compilation of a 
report of tliis nature, and for this assistance tlie 
Council is deeply grateful. 

For tlie second consecutive year, the Federation 
of State Medical Boards of the United States has 
conducted an institute on the reevaluation of the 
licensing examination. The institute in 1938 covered 
four areas—bacteriology, patliology’, anatomy, and 
surger\^ These institutes take tlie form of annual 
workshops and have proved so successful tliat they 
will be continued in tlie future. The Federation 
takes cognizance of the radical changes in many' 
aspects of education and practice and is making 
plans to be prepared for tlie effects such changes 
may have on the intent and interpretation of the 
' various medical practice acts in tlie United States. 

The Council’s study makes reference to the Edu¬ 
cational Council for Foreign Medical Graduates 
whose stated purpose is to provide information to 


foreign medical graduates, to translate and evaluate 
foreign educational credentials, and to test the for¬ 
eign medical graduate’s command of English and 
his basic knowledge of medicine. Tlie program of 
the Educational Council in its entirety is included 
in a presentation by its executive director. Dr. 
Dean F. Smiley, which is also published in this 
issue of The Journal. 

A new concept in medical licensure legislation is 
referred to in the description of the Healing Arts 
Act of Kansas. 

Analysis of the statistical data and textual infor¬ 
mation r»veals that in 1957 a total of 15,090 licenses 
to practice medicine and surgery' were issued by' 
54 boards authorized by law to grant licenses to 
practice the art and science of medicine. The 
15,909 licenses issued last y'ear represented 7,604 
granted after a successful xvritten examination and 
7,486 granted by reciprocity' and endorsement of 
state licenses or the certificate of the National 
Board of Medical Examiners. ’There was an increase 
of .547 in the total number of licenses issued in 
1957 as compared wtli the prex'ious y'ear. The num¬ 
ber of licenses issued by examination increased 482 
over the previous year, and tire number issued by 
reciprocity and endorsement was increased by 65. 

Licentiates of 1957 who received tlreir first license 
to practice medicine and surgery' during the calen¬ 
dar y'ear and who represent additions to the medical 
profession numbered 7,455. In this group there were 
1,014 foreign-trained phy'sicians. In die same period 
there were approximately .3,500 deaths of phy'sicians 
reported to the offices of die American hledical 
Association. Thus the physician population in die 
United States and its territories and outly'ing pos¬ 
sessions was increased by' about 3,900. Increases as 
compared rwlb 1956 occurred in 2-5 states and 
Puerto Rico. Four states added more than 300 to_ 
their phy'sician population; namely', Illinois, Ohio, 
Pennsylvania, and Texas. 

Last year examination failures totaled 1,347. 'Tlie 
total number of phy'sicians examined xvas 9,116. 
'Tlie percentage of failures in the rwitten examina¬ 
tion of graduates from existing approx'ed medical 
schools in die United States was 4.3%; of graduates 
of approved medical schools in Canada 11.3% 
failed; of die graduates of medical schools in the 
United States no longer in operation 25% failed; 
78.6% of the graduates of unapproved medical 
schools at one time e.xistmg in the United States 
failed; the graduates of schools of osteopathy ad¬ 
mitted to medical licensure examinations in sex'eral 
states had 16.9% failures; and 41.5% of the foreign- 
trained physicians examined for medical licensure 
last year failed. The total percentage of failures 
was i4.8%. 

The report includes the preprofessional educa¬ 
tional requirements of each licensing board, 37 
boards indicated that die medical practice act 
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mate il possible to accept for licensure examina- 
non giacluates of approved medical sdiools who 
lla^'e compressed the usual four years or 128 weeks 
01 undergraduate medical study into less than four 
calendar years recognizing the experimentation that 
is now being instituted by some medical scliools, 7 
lOtUds indicated that it would he possible to ob¬ 
tain an interpretation of the medical practice act 
to accept graduates under tliese new programs, 8 
replied that it would not be possible, one board was 
doubtful, and one board made no reply. 

Other data included in the study includes the 
hoards requiring an inlern.ship for licensure; regu¬ 
lations pertaining to llie registration of interns and 
Jcsidcnts, licensure on the basis of goveimment 
credentials, and licensure on tlie Issuance of tem¬ 
porary and limited licenses; the schedule of written 
examination dates and reciprocity meetings; citi¬ 
zenship requirements; medical license fees; and 
annual registration requirements. 

Tiic licensure of foreign-trained phs'sicians is 
specifically referred to in the first section of the 
report and reveals that graduates of 233 foreign 
medical .s'c]ioo].s arid 5 licensing corporations were 
examined for medical licensure in 1957 by 37 states 
—Alaska, Hawaii, and Puerto Rico. Graduates of 
medical schools in tlic Pliilippines, Iceland, 16 South 
and Central American countries, 28 countiies in 
Europe, and 14 countries in Asia were presented at 
examinations. There were 2,299 foreign-trained 
physicians examined, of whom 1,345 jiassed and 
954, or 41.5%, failed. More than 50 graduates each 
from the universities of Habana, Mexico City, 
Bologna, Rome, Munich, and Geneva were tested in 
1957, and more than 25 graduates of 18 other 
schools u'ere examined. In 1957, the increase over 
the prcN'ious year was 516, In a five-year period, the 
report points out, there were 7,509 foreign physi¬ 
cians registered, 6,557 after written examination 
and 952 by endorsement of credentials. 

Tlie second section of the Council's report per¬ 
tains to the results of examinations and endorse¬ 
ment of credentials sponsored by 22 boards of 
examiners in the basic sciences. These boards have 
no licensing powers. A certificate of proficiency is 
issued that is a prerequisite to eligibility to prac¬ 
tice. Such certificates were issued after written 
examination to 4,024 individuals, and by endoise- 
ment of credentials 2,283 certificates were issued. 
Tlie failure percentage in the written examination 
for those reporting this information was 17.3. A 
candidate in applying for a basic science certificate 
is not required by law to reveal his school of piac- 
tice. The figures given, therefore, include graduates 
of all schools of the healing art. Kansas was added 
to tlie group of states maintaining a basic science 

board last year. 


and comments 


J.A.M.A., May .31^ jj 


The final section of the report deals with exu 
mations given by the National Board of Medic 
E-xammers. The examination of the National Boa 
is given in three parts and may be taken during t 
course of training in medical school. Die boan 
certificate is recognized by the medical licensi^ 
boards of the United States, the District of Colui 
bia and the territories, with the exception 
Florida, Arkansas, Georgia, Indiana, Louisiar 
Michigan, Nortli Carolina, and Texas. The purpo 
of the National Board is to administer an examin 
tion that may be accepted as an adequate qualific 
tion for a medical license. It is not a national licer 
ing board. There were 3,027 licenses to practi 
medicine in 1957 issued by endorsement of tl 
certificate of the National Board by 47 boards 
licensure. A number of medical schools use Nation 
Board examinations for their own purposes. In son 
schools the entire second year class takes part 1 
the end of the second year; in others, part 2 serv 
as a comprehensive examination at the end of tl 
fourth year; in still other schools both parts 1 an 
2 are taken by all students. 


PROGRESS IN HOSPITAL CARE 


There is need for research in the type of cai 
required by a patient in a hospital. This need le 
the staff of the Mayo Clinic and Rochester Met) 
odist Hospital, witli the support of several foundi 
tions, to build a test-tube building specificall 
designed for this purpose. 

While the primary objective of a hospital is t 
provide the best possible care for each patient, on 
of the important associated considerations is t 
provide that care for as little cost as possible. Man 
factors influence the efficiency with which a hos 
pital performs its primary purpose, namely, care o 
the patient. These factors include architectural de 
sign of the hospital building, Wpe of construction 
materials used, distribution and availability o 
needed medical facilities and supplies, and relation 
ship betxveeu location of nurses’ stations am 
patients. Obviously, these factors influence cost 
There are, of course, other important considera¬ 
tions. For example, not every patient in a given 
hospital requires the same degree and amount o 
attention and care. It is wasteful for a convalescen 
patient who will leave the hospital in a few days to 
occupy a bed which is surrounded with the equip¬ 
ment and personnel needed for a patient w o is 

critically ill. , , 

It is surprising to realize that many of tlie h 
pitals that have been built recently embody w 
same general characteristics of design and eq^ 


The developmental.lcam p„Triek and H. 

made up of Drs. O. H. Beal.rs, O. T. dagett. «■ 
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ment that have been employed for many years. 
Although research has improved and expanded 
medical and surgical care of patients, little research 
effort has been directed toward the important prob¬ 
lem of improving functions which are primarily the 
responsibility of the hospital. It is sincerely thought 
that such research is acutely needed and that it 
might be productive of significant contribution. 

In December of 1955 a study was made by Mayo 
Clinic physicians to determine the t}T>e of nursing 
care required. The study included classification of 
over 1,100 patients, who represented a total of 
7,519 hospital days during a one-week period in 
St. Marj's Hospital in Rochester and Rochester 
Methodist Hospital. The professional staff, under 
whose care these patients were hospitalized for 
various types of medical and surgical conditions, 
divided the patient population into three categories: 
(1) those who were seriously ill and required con¬ 
stant care and observation, (2) those who required 
average hospital care, and (3) those who were well 
advanced in conv'alescence and needed only a mini¬ 
mum of attention. These observations revealed that 
constant care and observation was required 21% 
of the total “hospital days,” average attention was 
necessary 59% of the time, and minimal convales¬ 
cent care was adequate 20% of the time. Obviously, 
data of this tjqje might reasonably influence tj'pe 
of hospital construction, distribution of personnel, 
placement of specialized equipment, and other 
practical considerations. 

With the thought that hospital design can be 
more realistically related to the types of care re¬ 
quired for patients having varvdng degrees and 
tvpes of illness, it was decided to concentrate initi¬ 
ally on design for the care of the acutely ill patient. 
It was thought that more direct control of the pa¬ 
tient from the nurses’ station vvms a prime requisite 
and could best be accomplished by a design vv'hich 
permitted constant direct observation. 

This thought led to development of an architec¬ 
tural design which provides for the “special obser¬ 
vation area” to be built in a circular form with 
priv'ate rooms on the circumference, and the 
nurses’ station in the center. 'This design, which 
provides glass doors for each patient’s room, per¬ 
mits direct observation of the patient by the nurse 
without aid of various technical devices, which are 
e.vpensive in both initial cost and upkeep. Equally 
important may be the added security felt by the 
patient, who is able to see the nurses 15 feet away 
at the nurses’ station. The use of single rooms per¬ 
mits care for both male and female patients in the 
same area. 

A 12-bed unit, 67 feet in diameter, was completed 
in November, 1957. It is a temporar>' structure de¬ 
signed strictly for the purposes of research in hos¬ 
pital construction and fimction. 


With this unit in use, the developmental team is 
continuing its plarming for the staged-care of pa¬ 
tients. A separate evaluation team is conducting 
controlled studies covering the following factors: 
time and motion, operational costs, and psychologi¬ 
cal reactions of patients, relatives, nurses, and doc¬ 
tors. Essentially, the studies cover tire three basic 
elements in each stage of care, namely, equipment, 
personnel, and time. 

In addition to the attempt to determine vv'hether 
care in stages provides better care at less cost, it is 
hoped to prove whether the circle architecturally 
disciplines special observation and care to a greater 
degree than provided by conventional hospital de¬ 
sign. The need for comparative studies is recog¬ 
nized, and they are under way. 

Hospital costs are spiraling, and there is an in¬ 
creasing shortage of nurses. Private insurance 
carriers. Blue Cross, government agencies, and 
others have led the way in dev'eloping a program 
to assist the public in meeting hospital costs. The 
time is at hand when equal effort should be di¬ 
rected toward factors influencing these costs, and, 
at the same time, toward means of improving medi¬ 
cal and nursing care while substantiaUy reducing 
costs. 


NATIONAL YOUTH FITNESS WTEEK 

Elsewhere in this issue (page 634) is a Procla- 
mab'on by the President of the United States deal¬ 
ing with the fitness of American youth. There is 
little to add to the President’s statement, except 
to point out his emphasis upon the “mental, social, 
spiritual, and physical fitness of the youth of Amer¬ 
ica to the end that vv'e may assure the continuing 
strength and well-being of our Nation.” 

This is not only an objective which ev'erv' physi¬ 
cian can heartily endorse; it is one toward which 
the medical profession has been working for many 
years, in cooperation vvitli educators, public healtli 
officials, and civac-minded groups. Tlie medical 
profession believ'es in and endorses the President’s 
broad program of general fitness for living. It 
stands ready as alvv^ays to make its contribution to 
the health and fitness of tlie nation, to which a 
large percentage of tlie daily work of tlie practicing 
physician has always contributed. 

The medical profession welcomes consultation 
and cooperation with other agencies working to¬ 
ward die same objectives. Such objectives will not 
be achieved by a week of more or less hectic 
agitation, pubhcitv’, and speech making. It is hoped 
that such a week may serve the purpose of calling 
attention to die objective, but this achievement will 
rest upon hard, sound, constructive, year-round 
cooperation. 
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THE PRESIDENT’S PAGE 

A MONTHLY MESSAGE 


May 31 , 1955 



Only a man of character can be a good doctor.” 
Hippocrates believed this and thousands of physi¬ 
cians today are pro\nng its truth in their lives and 
in their medical practices. 

It is no secret, howev'er, that the good name of 
high-minded men and women has been, and is 
being, besmirched by the unethical practices of a 
few physicians without character. Whenever I 
read or hear about an incident involving evil medi¬ 
cal practice, I take it as a personal affront to my- 
.self, my colleagues, and organized medicine. I de¬ 
test such conduct and I favor prompt e.\posure 
and strong disciplinary action by medical organi¬ 
zations. 

In medicine we have developed an excellent 
disciplinary system to deal with such cases. We 
also have suitable censure measures to apply to 
those who deliberately corrupt medical practice. 
Nevertheless, in my opinion these are not enough. 
The machinery may be in readiness, but it takes 
the action of physicians to turn the wheels. 

I believe that the two real keys to tliis whole 
issue of adequate professional discipline are (1) 
our desire to recognize and expose dishonest medi¬ 
cal conduct and (2) our willingness to take the 
necessary action, whomever it may injure. With¬ 
out these two keys we cannot operate the dis¬ 
ciplinary machinery nor can we “apply the rod” 
and rid our ranks of the “bad apples” tliat spoil 
the good name of all medicine and its ethical 
practitioners. 

As a profession that is constantly living and 
working in a goldfish bowl, we cannot merely 
admit that there are a few physicians who are 
unethical and then hope that our public apologies 
will restore the public’s confidence in us. All med¬ 
ical organizations, large and small, must demon¬ 
strate dramatically that medical doctors will not 
tolerate corruption and that the wayward will be 
punished according to the severity of their offense. 

Your A, M. A. House of Delegates last year 


admonished all physicians to be alert to this po¬ 
tential problem of dishonest practices when it 
adopted the following sentence in Section 4 of 
the new Principles of Medical Ethics: “They 
(physicians) should expose, without hesitation, 
illegal or unethical conduct of fellow members of 
the profession.” 

If we do anything less, we make a mockery of 
this sentence, this Section, and our entire set of 
Principles. If self-surveillance of the profession is 
not to be replaced by an outside agency, we must 
be sufficiently interested and willing to police our 
own ranks and to set due discipline. 

Generally, organized medicine’s record on the 
exposure of illegal or unethical conduct has been 
good. It can be better—indeed, it must be better. 
I do not advocate any Gestapo system, for I be¬ 
lieve that physicians are close enough in their work 
to recognize when and where improper conduct 
and practice exists and to know the proper pun¬ 
ishment in each case. 

Any reluctance to reprimand an erring colleague 
does irreparable harm to our profession. Any use 
of a whitewash brush or of a broom to sweep dirt 
under the rug imperils our disciplinary system 
Any compromise with persona] moral convictions 
damages the very character which makes a man 
or a woman a good doctor. 

I believe that our conscience of medicine can 
be as important as our science and art of medi¬ 
cine. It gives us strength and prestige; it proves 
spiritual and practical values. It offers positive 
proof of the great earnestness and unsurpassed 
dedication of physicians to do right and to have 
all physicians above reproach in medical concuc. 

Let us therefore continue to employ tins co • 
science vigorously and effectively in our 
and in our disciplinary system just as we do 
art and science in daily medical work. 

David B. Allman, M.L'- 
Atlantic City, N. ]• 
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INTRODUCTION 

This report is die 56di annual compilation of in¬ 
formation and statistics pertaining to medical licen¬ 
sure in the United States and its territories and 
outlying possessions by the Council on Medical 
Education and Hospitals of the American Medical 
Association. The report presents new developments 
in medical licensure and statistics for the medical 
e.xamining boards of all states, die District of 
Columbia, Alaska, the Canal Zone, Guam, Hawaii, 
and Puerto Rico. Tlie two homeopathic boards in 
operation, in Connecticut and Louisiana, had no 
new licentiates last year. Likewise, no pliy'sicians 
were licensed for civihan practice by die Virgin 
Islands last y^ear. As in previous years, data are in¬ 
cluded pertaining to the 22 boards of examiners in 
die basic sciences and the National Board of Medi¬ 
cal Examiners. 

The compilations included in this study' are based 
on data supplied by the examining boards and 
licensing agencies. The Council and The Jouhxal 
e.xpress their appreciation to the ofiBcers of these 
boards xvho have cooperated in furnishing the in¬ 
formation essential in the preparation of this report. 


In the descriptive data reference is made to the total number of 
hoards for which figures are reported. The figures include the examin¬ 
ing and licensing boards in the territories and outl>ing iK)Ssessions. 


THE LICENSING EXANHNATION- 
REEVALUATTON 

Tlie Federation of State Medical Boards con¬ 
tinued in 195/-1958 its institutes on e.xaminations. 
At the 1958 Congress on Medical Education and 
Licensure, institutes were held in four areas—bac¬ 
teriology', patliology', anatomy', and surgery'. It was 
demonstrated in these sessions that the idea of fit¬ 
ness testing can be applied to the precfinical 
sciences as well as to the clinical groups. Each of 
the four sessions had as chairman a pliy'sician witli 
a background in the subject. The chairman pro¬ 
posed a series of questions designed to make tlie 
session a challenge to the examiners. 

This was, indeed, the main objective of the 1958 
institutes. After the first e.xperience in 1957,’ it was 
ex’ident tliat one of the most desirable results of 
these conferences xvould be to awaken tlie examiner 
to the fact that he too was being evaluated to quite 
some degree by the person being examined. Thus, 
the ty'pe and quality' of tlie examination itself be¬ 
comes increasingly important. MTth four groups 
participating this year, the interest and attendance 
far surpassed that of the 1957 session. 

The effort to reex'aluate the licensing examina¬ 
tion was in tlie beginning an e.xperiment, but it was 
evident this year tliat it had also become an educa- 
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tional \'enture for the examiner. The institutes thus 
represent the first concentrated effort in over 40 
years to have the licensing examinations related 
to a specific area of medical education. It was 
necessary, in the beginning, to look back to what 
the medical schools are doing in examining the 


Table 1.—Ltcenses Issued, 1957 
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ess of modern ^ of looking ahead. 

Reevaluation is ^ ‘ ‘ on Medical Educa- 

" will sponsor four 

re”ns"n physiology, biochenrislry. pro- 


ventive medicine and internal medicine. It is ap¬ 
parent now that with frequent changes in die mem¬ 
bership of boards that annual workshops will be 
desirable, and it is anticipated tliat an “annual com¬ 
bined state board meeting” will be held ever)' year 
preceding the Congress. Tire state boards Mil face 
tlie necessity for future consideration of some of the 
psychological and social science advances and 
methods which are now being introduced in some 
aspects of medical education—particularly in the 
selection of students. Tire federation has been 
aware, from the beginning of tliese studies, tliat 
some of the factors relating to fitness go back almost 
as far as the beginning of the education of the 
physician. 

Ilie federation will widen its interest in the fit¬ 
ness concept by understanding better the education 
of the physician and by improving its methods of 
approaching the determination of fitness. Antici¬ 
pating drat, in tire years ahead, there will be some 
radical changes in many aspects of education and 
practice, the federation is making plans to be pre¬ 
pared for the effects such changes may have on the 
intent and interpretation of the various medical 
practice acts in tlie United States. A legislative com- " 
mittee has been formed in the federation to give 
counsel to state boards where changes are proposed 
in tire state laws. One of the major objectives ol 
dris new committee is to prevent dre introduction 
and passage of controversial and poorly conceived 

^le whole program of reevaluation is designed 
to remove die burden of educational testing from 
die responsibility of die examiners and to arrive a 
a point where die licensing e.xamination ^wlIn 
have to be primarily concerned widi education; 
backerounds. Tlie federation is cooperating m 
several ventures which wall have a direct beanngOT 
diis-notably die Educational Council for Forei^ 

Medical Graduates, Inc. f^.?Keseiit 

reevaluation is primarily concerned *e pr 

367 examiners on the the candi- 

better qualified to examine and evaluate th 

dates for licensure. 

educational 

medical graduates 

After several years began 

Council for 

ST—n Hospital AssociatmMhe Amem 

can Medical Association, th®/Sration of State 
can Medical Colleges, an ^ ^®g^ Board of 

Medical Boards ^ tlie ni jj j^cludes h'O 

Trustees of die Educational Council 
representatives from ®®®^^ ^ „ public at large- 

and two members ^formation »» 

Its stated purpose is t p and evaluate 

foreign medical graduates, t [he 

teeili educational credenhak, and 
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foreign medical graduate’s command of English and 
his basic knowledge of medicine. Elsewhere in this 
issue, Dr. Dean F. Smiley, Executive Director, out¬ 
lines in detail the purposes and functions of tire 
Educational Council for Foreign Medical Graduates. 

THE HEALING ARTS ACT OF KANSAS 

The practice acts governing medicine, osteopatliy, 
and chiropractic in tlie state of Kansas were re¬ 
pealed on July 1, 1957, and a new healing arts 
board, composed of members of each of these pro¬ 
fessions, replaced the Uiree prewous boards. 'The 
new act comprises 92 sections. Noteworthy are sec¬ 
tions 9,10, and 11, which state that hcenses e.xpire 
on June 30 of each 3 'ear and may be renewed unth- 
out examination. If renewal is not accomplished 
uithin 30 dax’s thereafter, tire license shall be sus¬ 
pended until an additional fee of S5 has been paid. 
After 90 days, a revocation order shall be issued, 
and reinstatement can be accomplished onh' upon 
recommendation of the board. Beginning with sec¬ 
tion 12, die act provides that the governor shall 
appoint a healing arts board consisting of five mem¬ 
bers who hold a degree of doctor of medicine from 
an accredited medical school, are residents of 
Kansas, and have been actively engaged in the 
practice of medicine and surger>' in the state of 
Kansas under licenses issued in the state for a 
period of at least six consecutive j'ears immediately 
preceding their appointment. Three shall be osteo¬ 
pathic physicians and diree cliiropractors. 

The act provides for licensure by wnitten exami¬ 
nation and by endorsement of credentials. Section 
36 specifies that a license may be revoked or sus¬ 
pended citing 11 acts or offenses, many of which are 
similar to the causes for xxdthdrawal of registration 
in effect by the medical practice acts of other states. 
One unique feature is that a license maj' be re¬ 
voked or suspended for failure to take some form 
of postgraduate work each year as required by the 
board. The act further specifies the classes or per¬ 
sons who are exempt from the proxnsions. 

In addition to the Board of Healing Arts, the act 
prowdes for a Board of Basic Science Examiners, 
and applicants for licensure must possess a certifi¬ 
cate of proficiency in anatom^^ physiolog 3 % chemis¬ 
try, bacteriolog)% and pathology from this board be¬ 
fore obtaining licensure; this certificate can be 
obtained either by examination or endorsement. 

All licenses issued prior to the taking effect of this 
act (July 1, 1957) continue in full force and effect 
but must be renewed under the provisions of the 
new law. 

MEDICAL LICENSURE STATISTICS 

The tables referring to medical licensure include 
figures for tlie number of candidates examined for 
medical licensure in 1957 and also for those licensed 
on tlie basis of reciprocity'' or endorsement of cre¬ 
dentials. Other data are also included pertaining to 


the regulations for medical licensure both of phy¬ 
sicians who secured their professional training in 
the United States and Canada and of physicians 
educated in other countries. The state boards are 
discussed first, followed by the basic science boards 
and the National Board of Medical Examiners. 

STATE BOARDS OF MEDICAL EXAMINERS 

Licenses Issued 

During 1957 there were 15,090 licenses to practice 
medicine issued by 54 legally constituted medical 
e.xamining boards granted authority to issue licenses 
to practice medicine and surgery. The number 
licensed b\' each board on the basis of written e.x- 
amination or by endorsement of credentials is shown 
in table 1. Of the 15,090 licenses issued, 7,604 
were granted after nuitten examination and 7,486 
by reciprocity or endorsement of state licenses or 
the certificate of the National Board of Medical 
Examiners. 

It does not follow that aU physicians certified 
after written examination were tested in a given 
x'ear. The licensing boards of 26 states, the District 
of Columbia, Alaska, the Canal Zone, Hawaii, and 
Puerto Rico require a year of intemslrip as a pre¬ 
requisite for hcensmre. A number of the boards per¬ 
mit the candidate for medical licensure to take die 
xvritten examination after completion of die intern¬ 
ship, and, if it is successful, the license is issued 
and dated on completion of die internship require¬ 
ment. Licenses are also withheld in some states for 
other technicalities. As a rule, the licenses of those 
examined in December are dated and issued in the 
following year. The figures in table 1 will, therefore, 
not correspond MUth those in succeeding tables, 
which deal entirely^ with physicians examined for 
licensure in 1957, but they do include persons who 
may' have been licensed in more than one state in a 
given y’ear. In tables 10,11, and 12 can be noted die 
number of physicians who secured their first licenses 
to practice medicine in 1957 and who thus represent 
additions to the medical profession in the United 
States and its territories and outly'ing possessions. 

The greatest number of licenses issued in 1957, 
both by' examination and by' reciprocity and en¬ 
dorsement of credentials, was granted by California. 
This state issued 2,167 licenses. New York 1,375, 
Ohio 831, and Pennsylvania 744. More dian 500 
phy'sicians were registered in Florida, Illinois, Mary¬ 
land, and Te.xas. Tlie fewest (15) were licensed in 
Nevada, while Delaware, Idaho, Montana, New 
Hampshire, Nordi Dakota, South Dakota, Vermont, 
and Wyoming each issued less tlian 50 licenses. 
Among the territories and possessions, Puerto Rico 
licensed 102, Hawaii 49, .Alaska 21, the Canal Zone 
12, and Guam 3. 

There was an increase of 547 in the total number 
of licenses issued in 1957 as compared witlr the 
prewous year. The number of licenses issued by 
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examination increased 482 over die previous year, 
and die number issued by reciprocity and endorse¬ 
ment was increased by 65. 

Totals of die physicians licensed in 22 previous 
years and for 1957, bodi by examination and reci- 
lirocity or endorsement of credentials, are included 
in table 2, The variations shown for the years from 
1936 to 1941, inclusive, were due to the increase in 
the licensure of foreign-trained physicians. The in¬ 
creases in succeeding years reflect the increase in 
the production of physicians, the mobility of phy¬ 
sicians, as well as die licensure of foreign-trained 
physicians. In 23 years, 1935-1957, the number of 
medical licenses issued in die United States and its 
territories and outlying possessions totaled 267,246, 
of which 142,262 were issued after iwritten examina¬ 
tion and 120,984 by endorsement of credentials. 


Table 2.—Licenses Issued, 1935-1957 

Reciprocity 


Tear 


.. 

.. 

.. 

loss. 

.. 

.. 

.. 

.. 

.. 

.. 

.. 

.. 

1917. 

.. 

.. 

.. 

1931 . 

1932 . 

1953. 

1931. 

.. 

.. 

1937. 

Totals. 


5,725 

G,27G 

6,G29 

0,537 

0,100 

0,289 

0,037 

0,152 

0,002 

7,0SO 

6,580 

0,507 

0,703 

5,997 

5,252 

5,451 

5,713 

0,212 

0,503 

0,827 

7,379 

7,122 

7,001 


and 

Endorsement 

Total 

2,191 

7,919 

2,773 

9,049 

3,205 

9,831 

2,930 

9,513 

2,872 

9,272 

2,800 

0,155 

2,702 

8,819 

2,409 

8,621 

2,340 

8,402 

2,590 

9,070 

3,022 

9,202 

9,009 

10,230 

7,701 

14,40.1 

7,593 

13.592 

0,929 

12,181 

0,755 

12,209 

0,225 

11,938 

7,010 

13,228 

7,809 

14,434 

8,202 

15,029 

7,461 

14.840 

7,421 

14,543 

7,480 

13,090 

120,984 

207,210 

2al Examining Boards 


Con.pilaaons referrtog to Jds 

TrSS: rX-h W . tf ded the 
number who passed and tailed, die me ^ j 
of graduation the percentage of ^ ^ 

tates in 'vniL ^ of failures for each 

sxammed, and the perceiuab 



longer foreign tacui- 

;r?a„1 Urott4rad.71mcandida.es 


examined represented 78 medical schools in the 
United States including Puerto Rico, 11 approved 
medical schools of Canada, 1 approved medical 
school in the United States no longer operating, 227 
faculties of medicine of foreign countries, 5 un¬ 
approved medical schools in die United States that 
are no longer in existence, and 8 schools of oste¬ 
opathy. Tliree schools had graduates for the first 
time in 1957-die University of Mississippi, tlie 
University of Missouri, and the University of Sas¬ 
katchewan. No graduates of the latter school were 
examined for medical licensure in the United States 
in 1957. Osteopaths who were granted the privilege 
to practice medicine, surgery, or both by medical 
examining boards are included in diese statistics. 
Osteopaths who obtain the legal right to special 
practice by odier than medical examining boards 
are not included in these compilations. 

Examination and reciprocity meetings are sched¬ 
uled at frequent intervals by licensing boards in 
most of the states to facilitate licensure and enable 
physicians to commence the practice of medicine 
ivithout undue delay. Later in diis study there is 
included a tabulation giving the schedules for all 
states. The publication of die dates of examination 
and reciprocity or endorsement meetings is a regu¬ 
lar biweekly feature of The Joubnal. 

The 9,116 examinees included 6,244 f ^duates of 
approved medical schools in tire United States, 185 
graduates of approved medical 
4 graduates of an approved f 

uSted States that is now extinct; and -,299 grad 
uates of 227 faculties of medicine located in coum 
other than tlie United States and Canada; 
^aLates of unapproved medical sotoob in fl.= 
United States no longer in epstence, and 3 - g 
uates of schools of osteopathy. 

As in table 1, die 9.116 physicians and othcB 

—te'a"® 
hrfer,^f:'eS&^^ 

number of individual licentiates added « 
c^l profession in 1957 are given m tables iu, 

-?ifgreatestnun^er^^^^:-^^^ 

Medicine. Of the *'1 'fter states. Tlie 

tested in Tennessee and 103 m l ^ 

greatest number j Medical College 

was 194, including 112 * 

drey were tested m 20 stat , 

were examined , including those 

is located. Twenty-tw „„ r graduates ex- 

named, had more than 100 T r\t0T r,C follows: 
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No. of 

No. of Slate- 
in Wbirh 
Examination- 


Examinees 

Merc Taken 

puMc Mcdichl Schools 

rniier-itv of Illinois . 


VJ 

Imliini Unner'ity . 



''tat? Univer-itj of lown . 


s 

rtmersilj of Kan-ns . 


K 

loui-iana State L'nircr=ity. 


t» 

Cnircr-ity of M.rhipan. 


to 

Mrcrsity of Xfmne'ota . 

. 1J4 

ft 

Oh 0 Slate Uni\ersity. 


7 

UnivcrMty of TenDe—cc. 

. ••• ’0 

11 

Unncr-ity of Texa=. 

. in5 

3 

Medical College of Virginia. 

. Ill 

b 

Pnvate Meilical Schools 

lauer-ity of Miami . 

. Tin 

lb 

Fnory Uni\er«ity . 


5 

.Northwe-tem Unuersity . . 


17 

Unucr ity of Loui-mHc. 


10 

Tulane Unher^itj . 


0 

St T oui- rin\cr=itv .. 

. 124 

5 

l\a-'hinpton rni\er'.ity . 


9 

DjIlC Unupr-ity . . 


U 

leflcr-on Medical College .. 


20 

Temple lni\er«ity . 


11 

Inner-itj of Pcnr«.ylranla . 


17 


Albany with 4 examinees, Boston University' with 
11, and Yale and Syracuse with 13 examinees had 
the fewest number of applicants for medical licen¬ 
sure by u-ritten examination before state boards. 
The majority' of the graduates of tlrese schools are 
licensed by endorsement of the certificate of the 
National Board of Medical Examiners. This is also 
true of other schools with small numbers of exami¬ 
nees. 

Two schools in the United States had graduates 
for the first time in 1956-1957, the University' of 
Mississippi and the University' of Missouri. Twenty'- 
five graduates of the University' of Mississippi were 
esamined in two states, and all passed. Graduates of 
the University' of Missouri were also examined in 
two states; 31 were examined, and 5 (IG.lYo) failed. 
The University of Saskatchewan graduated its first 
class of students in 1957, but none appeared for 
licensure in tire United States in 1957. 

There were 185 graduates of 11 approved medical 
schools in Canada tested for medical licensure in 
1957 by 34 boards. The figures are given for each 
licensing board by school in table 3 and the number 
examined by each board in table 4. Of the 185 can¬ 
didates, 164 passed, and 21, or 11.3%, failed. 

Graduates of foreign faculties of medicine were 
examined by' 40 boards. Tliere xx’ere 2,299 examined, 
of xvhom 1,345 passed, and 954, or 41.5% failed. 
Graduates of five unapprox'ed medical schools xx'ere 
examined by five states. There xvere 42 examined, of 
xvhom 9 passed, and 33, or 78.6%, failed. Graduates 
of schools of osteopatliy xvere tested in 12 states. 
Represented were 342 examinees, of xx'hom 284 
passed, and 58, or 16.9%, failed. Four graduates of 

approx’ed medical school no longer in operation 
were examined in one state, one of xx'hom failed. 
Elsewhere (tables 10, 11, and 12) are given figures 
referring to actual licentiates and additions to the 
medical profession. 


Failures in Medical Licensure Examinations 

During 1957, as recorded in table 3, 1,.347 of tlie 
9,116 e.xaminees for medical licensure failed. In 
table 6 are recapitulated the numbers examined in 
each state, the number xx'ho failed the examination, 
and the percentage of failures. Seventeen states 
had no failures among their examinees, 15 states 
failed less than 5%, 4 boards failed betxveen 5 and 
10%, xx’hile tlie percentage of failures in 14 states 
xx'as more than 10%. It can be noted in referring to 
table 3 that those states xx'ith high percentages of 
failures examine a considerable number of foreign 
trained physicians and graduates of unapproved 
medical schools. Tire one exception is Florida. Tliis 
state has no reciprocal provisions for medical licen¬ 
sure, and physicians planning semiretirement or full 
retirement in a more ideal climate seek licensure in 
these states. Many' of these phy'sicians hax'e grad¬ 
uated from medical schools in the early' years of the 
century and e.xperience difficulty in xx'riting exami¬ 
nations. Florida hkexx'ise examines graduates of 
unapproved medical schools. 

In general, state licensing boards require the 
applicant to receive an ox'er-all ax'erage of 75% and 
at least 60% in any' one subject. In case of failure in 
not more than hx'o subjects, the applicant is per¬ 
mitted a second examination in tliose subjects 
xx'ithin 12 months. A few states consider such per¬ 
sons as conditioned in tlie subjects in xx’hich they 
fail. Conditioned candidates are not counted as fail- 
lures in these statistics. MTien tlieir grades are raised 
after a successful examination, they are recorded 
among those xvho passed. 

Of the 15,090 persons obtaining licenses in 1957, 
374 failed state board tests before obtaining a li¬ 
cense. Of tliese, 196 had one prex'ious failure, 65 
had txx'o failures, 44 had three failures, and 26 had 
four or more failures. Forty'-txx'o phy'sicians had 
failures ranging from 1 to 15, xx’hile one phy'sician 
had 34 failures before securing licensure. Of the 
374 licentiates xvith previous failures, 351 were 
graduates of foreign medical faculties. A few of the 
state boards hax'e no restrictions on the number of 
examinations that may be taken prior to h’censure, 
but most states hax'e a set limit of three exami¬ 
nations. 

Tlie following seven approved schools in the 
United States had no failures among tlieir grad¬ 
uates in medical licensing examinations last y'ear: 


No. of btate« 
No of Id Which 
Gradual#*'. Examination- 
Exarainetl Were Tsk^n 


Stanford UcDcr-ity . 43 - 

Unl^er«itv of California. Loc Anpclc'.. 29 1 

Unlver'.ity of Colifomia, San Irancl-co .... 77 C 

Yale UDK€r«Ity . 13 - 

L’niver-itv of ippl .... 35 « 

Albany Medical CoIJ<»j?e . 4 3 

Cnircr-!ty of Utah . 44 I4 
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MEDICAL LICENSURE FOR 1957 
Forty-two scliools had less than 5% and 13 had 


J.A.M.A., May 31, I95s 


- - , - -- —V*** JLIJ ijavi 

i^tween 5 and 10% failures among their graduates. 
There weie 16 scliools with 10% or more failures in 
state examinations. The over-al] figures and percent¬ 
ages for failures, if compared witli the results of tlie 

Tahle 4.~Gr(tchtatcs of Medical Schools iii 
Canada Examined for Licensure in 
the United Statoi, 1957 
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National Board of Medical E.xaminers (appearing 
elsewhere in this study), show a very low percent¬ 
age of failures (only 12 for all of part III) among 
graduates of medical schools in the United States. 

Registration by Reciprocity and Endorsement 
The reciprocity and endorsement policies in med¬ 
ical licensure in the United States, Alaska, the 
Canal Zone, Guam, Hawaii, Puerto Rico, and the 
Virgin Islands are summarized in table 7. Florida 
is the only state that requires all applicants for 
licensure to pass a written examination. Hawaii and 
the Virgin Islands do not have reciirrocal relations 
with any state, but Hawaii will endorse physicians 
certified by the National Board of Medical Exam¬ 
iners. Twenty-one boards require applicants for 
licensure to obtain a certificate from the board of 
examiners in the basic sciences of the state. In the 
section of this report pertaining to basic science 
hoards is included a table outlining the reciprocity, 
endorsement, exemption, or waiver policies of these 

Twenty-nine states, Alaska, and Puerto Rico have 
reciprocal agreements with specific states. In itJ 
states, Canal Zone, and Guam, reciprocity is ex¬ 


tended at tlie discretion of tlie licensing board 

reciprocal agreements^ 
also have similar discretionary powers to endoree 
applicants from nqnreciprocating states who present 
credentials that correspond with tliose required bv 
tlielr respective states in tlie year issued. Also in tliis 
table is a column indicating the recognition ac¬ 
corded the certificate of the National Board of 
Medical Examiners. 

Additional requirements, including professional 
practice, citizenship, oral examination and intern¬ 
ship, and the fee for a license by reciprocity or en¬ 
dorsement, are also recorded. In some states, pliy- 
sicians of Canadian birth are exempt from the 
citizenship requirement. This is indicated by foot¬ 
note. Few states will accept graduates of foreign 
faculties of medicine on a reciprocal basis. Other 
requirements or exemptions are indicated by foot¬ 
note; footnote numbers are referred to in the mis¬ 
cellaneous column in the table. 

This chart will be found helpful to physicians 
who are considering a change in location. The facts 
recorded in diis table are intended to present 
merely statements of licensure policies. The infor¬ 
mation here given should be supplemented by di¬ 
rect communication with the licensing board. A list 
of the executive oflScers in charge of medical licen¬ 
sure appears elsewhere in this study. 

The procedure in issuing licenses by reciprocity 
or endorsement varies. Some states entertain appli¬ 
cations for licensure at any time, while others hold 
monthly, quarterly, or semiannual meetings. Tlie 
policy in effect in each state is contained in table 
23. In addition, The Joubnal publishes biweekly 
the exact dates when reciprocity or endorsement 
applications are considered. 

The credentials presented by physicians granted 
licenses to practice medicine without written exami¬ 
nation are given in table 8. There were 7,486 so 
registered on the basis of licenses from other states, 

Table 5.-Sm<rc<? of Candidates Examined for Licenmc 
in the United States, 1957 

No. ol No. No. 

Schools Examloed Passed Failed f”''™ 


Medical Schools 
.Appiovcd schools in 

United States... 

Approved in Canada . 11 

Extinct . ^ 

EoreigD . 230 

Unapproved schools. 0 

Schools of osteopathy. 8 

Totals . 
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the District of Columbia, the territories or outijmg 
possessions of the United State. Canada and l» 
Sgn countries, the certificate of the Nahonal to 
of Medical Examiners, and by acceptance of sc 
™th an agency of the government of the W 
States. California issued the greatest numte 
licenses by this metfiod. In this state 1,6M 












































Yol. 167, No. 5 


MEDICAL LICENSURE FOR 1957 


595 


registered. New York licensed 1,097 by this method. 
Figures for other states were fewer than 400. Nine 
states licensed more than 200. 

The largest number of candidates who presented 
the same t>pe of credentials were the 3,027 diplo- 
mates certified hy tire National Board of Medical 
Examiners; 921 were licensed in New York, 585 in 
California, and 249 in Massachusetts. Other states 
registered fewer than 200. None were licensed on 
this basis in Arkansas, Florida, Indiana, Louisiana, 
South Dakota, and Texas. 

There were 341 licenses issued in Illinois, 288 in 
Missouri, and 286 in Ohio presented to otlier states 
for reciprocal registration. More than 200 licenses 
from Marj’land, Pennsylvania, and Tennessee were 
endorsed for reciprocal licensure. Licenses from 
ever}' state xmOi the exception of Nevada and Wy¬ 
oming were used as die basis for registration by 
this method, ranging from 2 from New Mexico to 
341 from Illinois. 

Seven states registered 49 physicians by endorse¬ 
ment of credentials from one of the government 
semces. Thirtx'-eight physicians were licensed by 
12 boards on die basis of a hcense issued in Alaska, 
the Canal Zone, Hawaii, and Puerto Rico; twenty- 
one physicians were licensed by six boards on the 
basis of Canadian or foreign credentials. 

Table 9 records the number of individual schools 
represented hy the 7,486 reciprocity licentiates. 
With the exception of the University of Missouri, 
ever}' approved medical school in the United States 
and 10 of the 12 approved medical schools of Can¬ 
ada had graduates licensed without written exami¬ 
nation in 1957. Tlie 7,486 physicians registered 
nathout witten examination in the United States in 
1957 included 7,164 graduates of approved medical 
schools in die United States. There were 240 grad¬ 
uates of New York University, 236 each from Co¬ 
lumbia Universit}' and the State University of New 
York at New York City, 220 from Harvard, and 205 
from Northwestern University licensed by reciproc¬ 
ity. In addition, 100 or more graduates of 24 other 
schools secured such licenses. Table 9 reflects the 
movement of graduates to states other than the ones 
in which they obtained their professional training 
or in which they first established their practice. 

One hundred seventy-nine foreign-trained physi¬ 
cians obtained licenses by reciprocity or endorse¬ 
ment in 23 states, and 35 graduates of approved 
medical schools no longer in operation were regis¬ 
tered by 21 states. Twenty-six graduates of un¬ 
approved medical schools secured licenses in 10 
states, and 82 graduates of schools of osteopatliy 
were registered to practice medicine, surgety, or 
both in 10 states. Tliere were 322 represented in 
these four groups. There were 140 graduates of 
Canadian medical schools registered by 30 boards. 


Licentiates Representing Additions to the Medical Profession 
Figures for tlie number of physicians who se¬ 
cured their first license to practice medicine and 
surgery in 1957 and who therefore represent addi¬ 
tions to the medical profession in the United States 
and its territories and outlying possessions are pre¬ 
sented in tables 10 and 11. Included in these com¬ 
pilations are figures pertaining to candidates exam- 


Table 6.—Failures in Medical Licensure Examinations, 1957 
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-—.. 
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Total- . 

. 9,116 

7.76'! 
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ined and licensed in 1957; candidates who were 
examined in previous years but to whom licenses 
were not issued until 1957 pending completion of a 
required internship, citizenshii^, or other technicali¬ 
ties; and physicians not previously licensed in any 
state but who were certified during the year on the 
basis of tlie certificate of the National Board of 
Medical Examiners. Tlie figures also include pin - 
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reciprocal relations, 
reciprocal relations. 


This 
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.summary -should be supplemented by 
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• • ,, iA 

direct comiminicatlon yilh fl* 


Some states have ' —’ -.’^’’'wments for Kcaduates of .schools 

outside the Dnlted Stj . ' 

- 4 , Indicates reclp;^... ■ relationships hare been es¬ 

tablished: .. indicates no reciprocal or endorsement relationships have 
been established. (See column—“At the discretion of the board.”) 

1. D. Declaration of Intention of citirenahip, in citizenship col- 

mnn Indicates full citizenship required, in other columns it implies a 
requirement. . , . 

2. In most cases there is a small uddltloual tccardltiK or tegisttn- 

tion fee. ,, , , 

.3. Year of practice after internship required. 

(. Intetfishlp iicceptcd in lieu of one year’s practice. 

5 . U’lvo yenr.s prolcsslonni prnetice required. 

(i. All applicants must be grudnaies of a medical school approved 
hv the American yfedical As.soelatlon. 

7 . .lust preceding application. 

S Not required If applicant has been in practice more than ,i years. 

9 . Basic science certlilcatc required either by reciprocity or c.xam- 
iantlon in addition to imslc science sutdccts of National Board. 

sicians licensed on the basis of government creden¬ 
tials and Canadian and foreign licenses. The major¬ 
ity represent recent graduates. 

' Tlie official figures indicate that 7,455 persons 
were added to the physician population in 1957 in 
the United States, Alaska, the Canal Zone, Guatn, 
Hawaii, and Puerto Rico. By reference to table 1, it 
can be’noted that 7,645 had previously been li- 


10 . Ciiniidiun citizens (ire required to file first papers. 

11. Not npplienblc to citizens of Canada. 

12 Oral c.xftininnf Ion required when application is based on a 
dated five or more years prior to fHlng application. 

1,3. For reciprocity applicants. 

15 ' ■ ■ ■ V ■ Board of Medical E,vnmlners 53) 

ig', ■ iod of not less than three s'C"'* 

clfnfely ■ ' ;. flon- , 

s. . ■ 

may be accepted in whole or m i>art. 

39. Minimum fee. ^ , ,, yja.-p. 

20, Dteentiutes of California, Colorado, Iniliana, I 

Massachusetts, New York, and Rhode Island accepted 

l>aBis at discretion of board. i. iwnwd aW s'l®'* 

21. Not required if country w which ^(tec la foc* 

to practice citizens of the United States licensed to pracll 

censed. In 1957 there were about 3,500 Oeafe oj 
physicians reported to the office of the S 
Medical Association. When this figure « 
from the number licensed in 1957 for ffie 
it will be seen that the net increase in 
population in the United States and 
and possessions was 3,900. Tliis was an 1 
100 over figures for the preceding year. 
























































POLICIES OF MEDICAL LICENSING BOARDS 


Vol. 167, No. 5 


597 


Reciprocates with, or Endorses Certificates Granted by 


Requirements 


2 i ? 

: S o a 


i z y, z 


2 it 

o c 


1 I I I ^ 

> 7 c 

^ c ^ j- 5 tr 

i £ H = I ? ■= 

C- — c C -V 


£ f c 

t; = it i •? 

Sifts 

= rt » 'S g 


^ o 

5 s 


3 .. + + 

4 . 


+ 


+ + + + + + + + + + + + 

+ -i~ + "f •. + •••• + -- 


+ + - 


10 + "r F + + 

11 . 

c .. F + + + + 

13. 

[( . 

15. 

B 


+ + + + + + + + + + + + 

+ + •• + 'r*r'F + + -r + + 


+ + 


x 

X 

+ 

4 

X 

4 

X 

X 


4 . 

+ 

+ 

+ 

4 

4 

4 

4 

4 

4 




4 

4 . 

J- 

+ 

4 

4 

4 

+ 

x 

4 

4 

4 . 

4 

4 


4 

X 

4 



X 

+ 


+ 

+ 

-1- 

+ 

+ 

-1- 


X 

+ 


4 

4 


4 

4 

.. 

4 

4 

-f- 

+ 


4 

4 


+ 

- 1 - 

+ 


4- 

X 

+ 

4 

4 


4 

4 


.. 


4 

4 

+ 

4 . 

+ 

4 

+ 

+ 

+ 

+ 

+ 

4- 

4 - 

X 

X 

4 

4 

4 

4 

4 

4 

4 

'+ 


4“'4 

+ 

+ 


+ 

+ 

X 


4 - 

4- 

4 

X 

4 

X 

4 



4 

+ 

- 1 - 

+ 

+ 

X 

+ 

+ 

4 . 

+ 

4- 

4 

4 

4 

4 

4 

4 

X 

4 


4 

4 . 

4 

4_ 

4 

+ 

4 

-1- 

-1- 

4 

+ 

4 - 

4 

4 

4 

4 

4 

4 

X 

4 

4 

4 

4 

4 

4 . 

4 

+ 

+ 

“ 

+ 

+ 

+ 

+ 

4 

4 - 

4 

X 

4 

4 

4 

4 

4 

4 


+ 

4 . 

4 

+ 

4 

+ 

+ 

+ 

+ 

4 

+ 

X 

4 

4 

4 

4 

4 

4 


4 

X 

4 

+ 

X 

+ 

4 . 

X 

+ 

+ 


4 

4 

4 - 


4 

X 


4 

.. 


T 

4 

4 

+ 

4- 

4 

4 

4- 

4 

+ 

4 

4 

4 

4 

4 

4 

X 

X 

4 

X 

X 

+ 

+ 

4 

+ 

+ 

4 

+ 

+ 

+ 

+ 




4 

4 

4 

4 

4 

4 

“ 



4 


+ 

-h 

4 

+ 


+ 

-f- 


4 . 

4 - 

4 

4 

4 

4 

X 

4 

4 

+ 

4 

+ 

+ 


+ 

+ 


4 

4 

+ 

+ 

4 

4 

4 

4 

4 

4 

4 

4 

4 


4 

+ 

+ 

+ 

+ 

+ 

+ 

•f 

+ 

4- 

+ 

4 

4 . 

4. 

X 

4 

X 

4 

4 

4 



+ 

+ 

X 


+ 

+ 


+ 

+ 

+ 


4 

4 

4 

X 

4 

4 

4 

4 




.. 

-i- 

+ 

+ 

-1- 

+ 


+ 

-t- 

4 - 

X 

4 

X 

4 

4 

4 

4 

4 



4 


+ 

X 

+ 


-t- 

+ 


4 

4 - 

4 

4 

4 

4 

4 

4 

4 




4 

-f- 

+ 

4- 

4 

+ 

-1- 

+ 



4 

4 

4 

4 

4 

4 

4 

4 

.. 


4 

4 


X 

+ 


+ 

-1- 

+ 

4 

+ 

X 


X 

4 

4 

4 

4 

4 

4 

4 

* 

4 

-f- 

4- 

4 - 

+ 

-1- 

4 

+ 

+ 

+ 

4 - 

4 

4 

X 

4 

4 

4 

4 



4- 

+ 

+ 

+ 

+ 

+ 

X 

+ 

+ 

+• 

+ 

4 

4 

4 


4 

4 

4 

4 

.* 


so 

+ 

+ 

+ 

+ 

+ 

+ 

so 

+ 

+ 

+ 

4 

4 

4 

4 



4 

X 

4 

4 

4 

4 


+ 

+ 

+ 

+ 

+ 

4 

+ 

+ 

4 

4 

4 

4 

4 

4 


4 

4 

4 

•• 

+ 

-i- 

+ 

+ 

4 





+ 

4 

4 

4 

4 

4 

4 

4 

.. 





+ 






+ 









4 

7- 




c 

+ 

+ 

+ 

+ 

+ 

+ 

+ 


+ 

+ 


+ 

+ 

j- 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

4* 

+ 

+ 

+*• 

+ 

+ 

+ 

+ 

+»* 


+1. 

+»* 

+ 

.L 

^.3. 3' 


s: S 

+ 

-f 

+• 

+ 

^t7 

4" 

4.17 

+ 

+ 

+ 

+ 

+ 


4- 

+ 


+ 

+ 

J*.»7 

4 . 

4* 

_L8» 

+ 

4- 

4* 

4- 

4* 

4.18 

4.14 

a. 

+” 

4- 

4- 

4- 


“t "u 


e 


cretary of the licensing board of the state in which the physician Intere'^ted. 




«* 

T 

T 

1 

c 

B 

.s 

0 

QJ 

y. 

ll 

T 


S 

= 

C 

*— 

S 


"Z 


c s 



y 



0 






50 

42 

1 

1*3 

D 

100 

42 

2 

1« 

© 

100 

89 

3 

0 


100 

12 

4 


e 

50 

42 


316 

1,10 

75 

14. 48 

i; 

•7 

0 

100 

47 

7 

P 


.50 

.. 



© 




o' 

0 



111 


0 

100 


31 

i* 

X) 

200 

17. 42 

12 

1* 


100 


13 

1 * 

D 

.V) 

39,*6 

14 


0 

.V) 

29. 42 

l.'i 


0 

7.5 

42 

K. 

i* 

010.40 

50*^ 

42 

17 

1* 

9 

52 


3^ 

1 * 

D 

.50 

42 

30 

0 

D 

.y» 


2u 

1* 

0 

100 

84 

2J 

0 

0 

100 

il, IT. 42 

22 


©“ 

.50 


23 

V* 


100 

42 

24 


0 

75 

14, 42 

25 

1* 

0 

5029 


2/; 


0 

200 

ll,*42 

27 

0 


:/) 



0 

0 

100 

.. 

2f» 

1* 

D 

.50 


3i» 

0 

D 

■10 


31 

0 

© 

100 

4 2*fl 

32 

1 


.VI 

14,48 

33 

1 * 


50 


31 

7* 

0 

100 

ii,'« 

85 


0 

100 

e, 48 

2/. 

2 ** 

D 

300 

48 

37 

0 

D 

20 

14 

82 

i« 

e 

300 

48 

ai 

3 

D 

.VI 

.. 

40 

0 

© 

.50 

48 

41 

0 

D 

ino 

48 

42 

31 


50 

48 

43 

V 

© 

VI 

11 

44 

oso 

D 

100 

48 

4."i 

0 


2.5 


40 

0 

e 

100 


47 

i:» 

D 

100’ 

V 

4«i 

0 

0 

50 


49 

0 

0 

110 

V 

.y* 

0 




51 

0 


.>0 

«’ 

-0 


h 

.V) 

42. 6 



0 

.30 


.11 



fM 

42 

.V* 


or on proof of requirement* similar to tho«c required by Cali- 
1 / of foreign medical school*. 

At discretion of Health Bureau. 

^ T# ^^smlnation required if applicant’s state requires It, 

^ applicant pa*«es the e'^aininatlon in the state from which 
Itiireil Jitter the completion of his internship, no practice is 

i). May require oral e.^amination. 

internship accepted at the discretion of the board as the equlva* 
»t Of two years’ practice. 

Fee, si>. 

Fee same a* applicant’s state charges but not le«s than SoO. 

“ ' two year intem'thip or a year of residency is accepted. 

« */ ^i^iomate* of National Board not required to have been In 

actice for three years. 

31. Same as required of candidates of state applying for liccn*nre 
„• required for licensure by reciprocity. 

• L Keciprocity applicants only. 


SI. Supplemental examination required in certain ca*e* when accept* 
ing the examination of a state with whom reciprocal relations have not 
been established. 

So. Applicants issued certificates prior to Octol»er, 1953, acceptable. 

3G. Fee same as applicant’s state charge* but not les* than ?75 

37- For matriculants after Oct. 15, 1937. 

3?. Graduates of foreign medical schools not accepted. 

39 Reciprocity extended at di-cretion of board to candidate* whovr 
qualifications would entitle them to adinI«*ion to examination and who 
toolc examination equivalent to that required by thi* board. 

40. Permanent llcen«e withheld until completion of citizenship. 

41. At the discretion of the board. 

42. Graduates of foreign medical school* are not aceeptivl for liceu* 
sure by reciprocity. 

43. Reciprocity extended at di*cretIon of board to state* ha\int* 
comparable licensing requirement* and which accept Colorado applj 
cant* on a *iih*tantlally equal reciprocal ha-I*. 

44. Consecutive years immediately preceding application. 


In analyzing table 10, it can be noted that New 
nrk had the greatest number of first licentiates, 
35. Four other states added more than 300 to tlieir 
bysician population; namely Illinois 360, Ohio 503, 
ennsylvania 537, and Texas 346. Increases as com- 
sred with 1956' occurred in 25 states and Puerto 
ico. None were added in Nevada last year. The 
inst notable increases were in Connecticut, Iowa, 


New Jersey, Oklahoma, M^est Virginia, and Puerto 
Rico, while a marked decrease was evident in 
Nebraska. 

Tlie 7,435 licentiates representing additions to 
the medical profession in the last calendar year 
included 5,872 who secured their licenses by uTit- 
ten e.xamination and 1,583 by endorsement of cre¬ 
dentials. The latter were mainly physicians holding 
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the certificate of the National Board of Medical 
Examiners and using the certificate as the basis of 
licensure by endorsement of credentials. 

Increases in the physician population arranged in 
nine geographical dmsions in the United States are 
shoOTi in table 11. The Middle Atlantic, East North 
Central, and South Atlantic groups had die greatest 
number of first licentiates—1,718, 1,466, and 1,262 
respectively. More than 400 were added in four 
other groups-West South Central, 751; West Nordi 
Central, 708; East South Central, 480; and New 
England, 459. The Pacific states added 380, the 
Mountain states 147, and die territories and outly¬ 
ing possessions 104. 

In the past 23 years (1935-1957), 150,082 physi¬ 
cians have been added to the medical profession, as 
determined by the number who received licenses 
for the first time. Figures for each year during this 
period are presented in table 12. Of the 150,082 
additions, 125,097 were licensed after a successful 
written e.\amination and 24,985 by reciprocitj' or 
endorsement of credentials. The total number of 
licenses issued in the same period was 267,246. 

Registration of Physicians, 1904-1957 

A recapitulation of totals for 1957 and for all 
prexious years since 1904 is included in table 13. 
This tabulation includes for each year the number 
of physicians eKamined and registered by written 
examination, the annual percentage of failures, the 
number registered annually by reciprocity' or en¬ 
dorsement of credentials, and the total registered. 
The total number of physicians registered from 
1904 to 1933 remained somewhat constant, except 
in 1918, when 4,231 were licensed, the loxvest regis¬ 
tration in 54 years. This decrease was due to a sud¬ 
den withdrawal of physicians from civilian life in 
Mhrld War 1. 

After 1933 flrere xx'as an upxvard trend for a time, 
followed by a decline in the years 1940 to 1942 
inclusive. There xvas a noticeable increase in 1943 
as the result of the accelerated medical school cur¬ 
riculum and the efforts made to maintain civilian 
care during World War II at as high a level as pos¬ 
sible while still prowding for the needs of the mili¬ 
tary. In 1943 more physicians xvere registered than 
in any previous year. In the succeeding two years 
the total figure declined, but in 1946 there xvere 
6.696 more registered than in 1943. Separation from 
serx'ice of a large number of medical officers and 
heir subsequent licensure by endorsement of cre¬ 
dentials indicating tlieir return to private practice 
in states other tlian those in which they xvere li¬ 
censed accounts in large part for the increase. This 
increase xvas also occasioned by the licensure of 
recent graduates xx’ho had entered military' serx'ice 
on completion of the internship and before securing 
state licensure. 


In 1994, the first year shoxx'n, the percentage of 
failures xvas 19.3. TTiis xvas an era of proprietary' 
medical schools. Beginning in 1913 the percentage 
of failures gradually dropped each y’ear until 1930, 
xx'hen 5.7% failed. Beginning in 1936 tire percentage 
of failures began to rise, reaching another peak of 
20.7% in 1940. This xvas the result of tlie increase in 
the number of foreign-trained phy'sicians seeking 
licensure in the United States, many' of xx'hom are 
not successful until after repeated attempts at licen¬ 
sure examinations. Since 1942 the percentage of 
failures has been somexx'hat reduced, although it 
still reflects the unsuccessful attempts of foreign- 
trained physicians, graduates of unapprox'ed medi¬ 
cal schools, and others. The increase in the number 
of foreign-trained phy'sicians examined for licensure 
in 1957, described in more detail later in this study', 
accounts for the increase in tire percentage of fail¬ 
ures in 19.57. 

Tliis table again refers to examinations given an¬ 
nually rather than to indix'iduals examined. A can¬ 
didate xx'ho fails more than once in a state in a 
gix'en y'ear is counted as one failure, but should he 
again fail in a succeeding year, this fact is com¬ 
puted among the failures for tirat vear. Likexvise, a 
successful candidate securing a license in more than 
one state in a gix'en y'ear is counted in both states 
and is likexx’ise counted if he passed at examinations 
in later y'ears. The figures in tliis table give only a 
fair approximation of the number of phy'sicians 
added to the profession. 

Graduates of Approved Sclioob and Others 
Registered, 1922-1957 

Table 14 reflects for txx'o categories the number 
of phy'sicians registered since 1922. Mfliile prior to 
1928 medical schools xvere classified bx' the Council 
on Medical Education and Hospitals of the Ameri¬ 
can Medical Association as A, B, and C, for pur¬ 
poses of this table the schools are arranged in two 
groups. The figures in tire first group include grad¬ 
uates of medical schools rated in class .A and B 
prior to 1928 and schools classified as approx'ed 
institutions since 1928. The second group refers to 
class C graduates, graduates of medical schools 
classified as unapproved since 1928, graduates of 
foreign medical faculties, and graduates of schools 
of osteopathy given recognition by medical licensing 
boards. In 1928, tlie classification of medical schools 
in A, B, and C groups xvas discontinued by the 
Council, and a list of approved medical schools has 
since been maintained. 

In 1957 there xvere 15,255 candidates registered, 
of xx'hom 13,330, or 87.4%, represented graduates of 
approved schools, and 1,925, or 12.1%, xvere in the 
second group. In the 36 years recorded in this table, 
360,563 xvere registered, including 324,746 ( 90.1%) 
graduates of medical schoob indicated as in the 
approved group and 35,817 others (9.9%). 
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ALABAMA 

McdlPdl Colleg-e of Alnlinitm, BfnntiiKlium. 

AllKANSAS 

University of Arkiinsns School of Medicine, Little Rock. 
CALIFORNIA 


a College of Mcdleiil F.vnnKcllsts, Lonm LIndii—Los Angeles 
. Afe,Heine, L. A.! 


V. 

g I 

.§ 5 

-i; ^ 


o 

O 



10 

11 

1 :! 


i:t 


u 

1 .'. 


10 

17 

IS, 

II) 

•io 


COLORADO 

Untvcr.eltj’ of Colorado School of Medicine, Denver. 

CONNECTICUT 

Yale University School of Medicine, New Haven... 

DISTRICT OF COLU.MHIA 

GeorKCtown University School of Medicine. 

CeorKC IVflshInpton University School of Medicine. 

Horvnrd University College of Medicine. 

FLORIDA 

University of Miami School of Medicine, Coral Gables. 

GEORGIA 

Emory Vtih'crfHy .School of Medicine, Emory University.... 
Medical College of Gcorcln, AuKUsta... 


ILLINOIS 

Chicatto Medical School. 

Northwestern University .Medical School, Chlcaso. 

Strltch School of Jledlcino of Loyola University, Chlcaeo... 

University of Chleat'o, The School of Medicine. 

University of Illinois CollcBC of Medicine, Chicago. 


■ 2.1 

2J 

25 

28 

27 

28 


2 !) 

30 

31 


It 


INDIANA 

Indiana Univer.sity School of Medicine, Illoomlngton-Indrplls 
lOlVA 

State University of Iowa College of Medicine, Iowa City. 

KANSAS 

University of Kansas School of Medicine, Lawrcnco-K. City.. 
KENTUCKY 

University of Louisville School of Medicine, Louisville. 


LOUISIANA 

Louisiana Statu University School of Medicine, New Orleans.. 
Tiilane University of Louisiana School of Medicine, 

New Orleans. 

JIAUYLAND 

Johns Hopkins University School of Medicine, Baltimore. 

University of Maryland School of Medicine and College of 
Physicians and Surgeon.s, Baltimore. 


MASSACHUSETTS 

Boston University School of Medicine. 

Harvard Medical School, Boston. 

Tutts University School of Medicine, Boston. 

.MICHIGAN 

University of Slichigan Medical School, Ann Arbor. 

Wayne State University College of Medicine, Detroit. 

MINNESOTA 

University of Minnesota Medical School, Minneapolis. 

MISSISSIPPI 

Univcisity of Mississippi School of Medicine, Jackson. 

MISSOURI 

Univcisity of Missouri School of Medicine, Columhfa. 

St. Louis University School of Medicine................ 

Washington University School of Medicine, St. Louis. 


NEBRASKA 

Cieighton University School of Medicine. Oinalia... 

University of Nebraska College of Medicine. Omaha. 

NEW YORK 

Alliatiy Medical College.. 

iTniversItv of Buffalo School of Medicine..... 

Ooliiiiihi/ University Colloge of Physicians and Surgeons, 
New York. 
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May 31, 1958 


Mnrfrinnl Numbers, 


C3 

B 

a 

c 

*5 


a 

a 

At 


-t: -Jj 


NEW YORK 

Cornell University Modicnl Collcec. New York. 

\w V ^ Mm Icnl ColicKc. Flower nnti Fifth Avenue Hospitals 
New \ ork University Collecc of Mctllclnc. auspuais 

rMi,‘.L^o New York CoIIckc of Medicine, N.'y! a." 

St Medicine and Dentistry.... 

State UnUersltj of New iork ColleKe of Medicine, Syracuse.. 


NOKTH CAROLINA 



OHIO 


.Yl 

.'iJ 


rw 

tin 

7(» 


-1 


78 


70 

80 

81 

82 

83 

81 

83 

80 

S7 

88 

89 

90 


University of Cincinnati Colletre of Medicine. 

Destern Reserve University School of .Medicine, Cleveland’.'.‘.I 
Ohio State University College of Medicine, Colninbiis. 


OKLAHO.MA 

.V! University of Oklahoma School of Medicine, Oklahoma City .. 
OREGON 

.'i7 University of Orccon Medical School, Portland. 1 

PENNSYLVANIA 

AS Halmcmami .Medical Collcftc and Hospital of Philadelphia. 

.">9 .leltcison Medical Collecc of Philadelphia. 1 

Oo Temple University Sehool of Medicine, Philadelphia. 

(il University of Pennsylvania Scl •' j 

02 D'oman’s Medical CoIIckc of ' . .. 

A'l Unlv) rslty of Pittsburgh Schoc. • . V • . . ... 


1 1 


SOUTH CAROLINA 

(d Medical CollcRe of South Carolina, Charleston. 2 

TENNESSEE 

(i."i University of Tennessee College of .Aledleinc, Memphis. 13 

OC Mcharry .Medical College, Nashville. 1 

07 Vanderbilt University .School of Medicine, Nashville. 2 


TEXAS 

University of To.\ns Southwestern Medical School, Dallas. 

University of Texas Medical Branch, Galveston. 2 

Baylor University College of Jlodlcine, Houston. 1 .. 

UTAH 

University of Utah School of Medicine, Salt Lake City. 2 

VERMONT 

University of Vermont College of Medicine, Burlington. 

VIRGINIA 

University of Virginia School of SIcdIcinc, Charlottesville. 1 

Meoical College of Virginia, Richmond. 2 .. 

WASHINGTON 

University of Washington School of Medicine, Seattle. 

WISCONSIN 

University of Wisconsin Medical School, Madison. 

Marquette University School of Medicine, Milwaiilcoe. 1 3 

PUERTO RICO 

University of Puerto Rico School of Medicine, San Juan. 

CANADA 

University of Alberta Faculty of Medicine, Edmonton. 

University of British Columbia School of Medicine, Vancouver .. 

Univeisity of Manitoba Faculty of Medicine, Winnipeg. 

Daihousie University Faculty of Medicine, Halifax. 

Univeivsity of Ottawa Faculty of Medicine. 

Queen’s University Faculty of Medicine, Kingston........ 

University of Western Ontario Faculty of Medicine, London.. .. 

Univeivsity of Toronto Faculty of Medicine... 

McGill University Faculty of Medicine, Montreal. 

University of Montreal Faculty of Medicine. 

Laval University Faculty of Medicine, Quebec............ 

University of Saskatchewan College of Medicine, Saskatoon.. .. 

OTHERS 

Foreign medical faculties.. j 

Extinct medical schools..... 

Unajiprovcd medical schools. 

Schools of osteopathy. 
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41 

44 

32 

16 
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16 


25 

20 

41 


17 


30 
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13 
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15 
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22 
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G04 


MEDICAL LICENSURE FOR 1957 


J.A.M.A., May 31, 1958 


Gritduatcs of Unapproved Medical Schools 
Registered, 1953-1957 

Graduates of institutions that were classified by 
the Council on Medical Education and Hospitals of 
the American Medical Association as unapproved 
were registered in 26 states, the District of Colurn- 
bia, and the territories and outlying possessions in 


Table 11.—Licentiates Representing Additions to the Medico! 
Profession Grouped in Geographical Divisions, 1957 


Examination 


Reciprocity 

and 

Endorsement 


Total 


Table 10. 


-Licenlialcs Representing Additions to the Medical 
Profession, 1957 


Ucw EnBland 

Maine . 

New Hninpsnirc 

Vermont . 

Mnssnehnsetts 
Rtiodo Island 
Connecticut ... 


Reciprocity 

and 


Totals .. 

Middle Atlantic 
New York ... 


Montana 

Neltra.skii 


■Wisconsin 
■SVyominB • • ■ • 

Alaska . 

CanalZonc .. 

Hawaii . 

Ouain . 

Puerto Rico . 
Vlrsin Islands 

Totals . 


12 


12 

n 


GcorRin 

Florida 


1 

I 

0 

n 

0 

75 

0 


14 


8.1 

0 


Totals .... 
Pacific 

IVashinKton 

OrcRon . 

California .. 


8,872 


1,883 


7,488 


34 

8 


2-2 

41 

69 


181 


231 

105 


o c Figures are reported separately 

the past five yeais. ^ ^ ^ ^vritten examma- 

in tlble 15 for those or endorse- 

tion and those rcen includes a col- 

cltolSt fig-s for arose Ovo groups. In 


Totals . 

Territories and Possessions 

Alaska . 

Canal Zone . 

Guam . 

Hawaii ._ 

Puerto Rico . 


Totals . 

Grand Total 


147 




7 

15 


New Hnmpslilrc . 

8 

.. . lor. 

81 

18<i 

<1 

East South Central 

New .Tersey . 

New Mexico . 

r. 

231 

4 

7G4 

99.-. 

209 

6 


New York . 

^lOS 

1 


MortU Duliotii .* 

0 

462 

41 

003 



tit 

0 

!»l 

47 



3(1 

no 

537 


Pennsylvania . 

Rhode Island . 

487 

41 

14 

1 

nn 

78 

Oklahoma . 

South Carolhia . 

16 

0 

in 


South Dukot 11 . 

167 


340 



346 


2ft 

Mountftio 


20 

■ ' 7 

10 

17 

21.9 

^lOUtliUH • • • • • 

■WashliiRtoii . 

West VlrRliiia . 

241 

09 

ao 

129 

17 

4 

9 

80 

24 

138 

New Mexico . 


1,221 


8,-1 

107 

9'2 

122 


460 


78 

233 

94 

346 


751 


4 

3 

1 

84 


11 

20 

0 


1-28 


69 

39 

113 


221 


1 

0 

0 

7 

78 


84 

5,872 


11 

7 

10 

154 

14 

82 


G 

15 

17 

1T6 

55 

151 


278 


459 


764 

81 


995 



Kxttmlnailou 

. 

7 

99 

Pcnnsyli-anla . 

.. '*ot 

.. 823 

m 


. 11 

1 

78 

247 

East North Central 



Arkansas . 

76 

113 

(4 

134 

462 

41 


. 84 

7 

91 . 


lOli 

, . 305 

bT) 


C!' 

82 



261 

6 


7 

• 0 

1 

30 

147 


120 

9 

I>o)ttuny‘c . 

picfrief of Colimihla . 

76 

14 


1,326 

120 


1-47 

0 

1 

1 

West North Central 




224 

3 

4 

... 173 

2.3 


805 

Tm 

360 


234 

7 


169 

0 



c 

0 


124 

5 

lOS 

Bft 


,... re 

0 

u 

2 


IW'i 



V2 

10(> 


... fi'* 

2.33 

ft 

2Xi 


6(1 

37 


31 

11 






281 

18 


South Atlantic 

T 

0 


22 

3.M 

r> 



281 

18 

Mns«ai'hu.“"tt.'' . 

261 

19(4 

123 

241 

4 

M/iryinna 

ro 

14 


173 

12-1 

23 

1 


241 

20 

4 

1 


231 

7 

0 

•North Carolina . 

20S 

77 

1 

1 


537 

1,718 


503 

118 


2C7 

1S8 


1,416 


195 

129 

241 


0 

41 


14 


19 


17 

8 

134 


1,59 


16 

12 

lOS 


7 

299 

SO 

24S 

24 


78 


147 

1,262 


B 

169 

SO 

123 


480 


78 

233 

91 

315 


751 


4 

4 

1 

91 

9 

12 

26 

0 


It- 


ff- 

47 

217 


350 


20 

1,583 


W 

7,45 
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the main they represent five schools more recently 
in operation. At present there is no medical school 
in complete operation wntliin the United States that 
is not approved by the Council on Medical Educa¬ 
tion and Hospitals. 

There were 20S graduates of unapproved medical 
schools registered in tlie five-year period 1953-1957, 
73 bv e.xamination and 135 by endorsement of cre¬ 
dentials. In 1957 there were 9 licensed in 3 states by 
e.\amination and 28 licensed in 12 states by reci¬ 
procity or endorsement of credentials. California, 
Florida, New York, and Texas licensed the greatest 
number of graduates of unapproved medical schools 
during this five-year period. In the remainder of the 
states showTi there xvere fewer than 10 registered. 

Graduates of Schools of Osteopathy Registered by 
Medical Examining Boards, 1953-1957 

The number of graduates of schools of osteopathy 
granted the privilege of practicing medicine or sur¬ 
gery' or both by 18 medical e.xamining boards for 
five years (1953-1957) is given in table 16. There 
have been 1,430 such persons registered, 1,031 by' 
examination and 399 witliout xvritten examination. 
In 1957 there were 364 so registered, 284 by' exami¬ 
nation in 11 states, and 80 by reciprocity' in 9 states. 
The new Healing Arts Act in Kansas provides for 
the licensure of osteopaths, and 144 were so regis- 

Table 12.—Licentiates Representing Additions to the Medical 
Profession, 1935-1957 


Keciprocity 

and 

Year Examination Endorsement Total 


VJSo . 


411 

5,510 

193G. 


629 

6,177 

m7 . 


612 

6,424 

133S. 


501 

6,260 

1939. 


460 

6,044 

I91fl. 

. 5,432 

453 

53S7 

1941. 


474 

5,715 

1912. 


454 

6,014 

1943. 


372 

5,958 

19«. 


470 

6,695 

1915. 


769 

5,748 

1910. 


1.603 

6,970 

1947. 

. 5,273 

1,617 

6,890 

191S. 


1,694 

6,636 

1919. 


1,616 

5,876 

19.10. 


1,333 

0,002 

1911. 


1.2SS 

6,273 

1952.. 


i,n7 

6,885 

1953.... 

. 5,3SS 

1,88S 

7,276 

19.54... 


2,020 

7,917 

1955.... 


1.526 

7,737 

1950... 


1,423 

7,163 

1957. 

. 5,872 

1,583 

7,455 

TotnU. 


24,985 

150,052 


tered in 1957. Follow'ing is a summary' of the actions 
and regulations of the 18 boards prov'iding for the 
licensing of osteopatlas by' the medical examining 
board. 

In Colorado an osteopath receives a license to 
practice medicine and must meet the same require¬ 
ments as for doctors of medicine. In Connecticut an 
osteopath registered by' the osteopathic board may 


be licensed to practice medicine and surgery' or 
both after, examination by the medical examining 
board. Osteopatlis in Delaware may be licensed as 
osteopathic physicians after successfully passing 
the examination of the medical board except that 

Table 13.—Registration of Physicians, 1904-1957 

Reciprocity 





% 

or 

Total 

Tear 

Examined 

Passed 

Failed 

Endorsement Registered 

1904. 

.... 7,050 

5,693 

19.3 

1,005 

6,69S 

1905. 

7,178 

5,6SS 

20.S 

394 

6,082 

1906. 

8,010 

6,373 

20.7 

1,502 

7375 

1907. 

7,279 

5,731 

21.3 

1,427 

745s 

1903. 

.... 7,775 

6,CS9 

21.7 

1,2S4 

7,373 

1909. 

7,295 

5,865 

19.6 

1,351 

7,246 ‘ 

1910. 

7,011 

5,719 

1S.4 

1,610 

7^ • 

1911. 

6,964 

5,582 

19.8 

1,243 

6,825 

1912. 

6,SS0 

5,467 

20.5 

1,273 

6,740 

1913. 

6.453 

5,253 

18.6 

1,292 

6,545 

1914. 

.... 5,579 

4,379 

21.5 

1,439 

5,818 

1915. 

5,334 

4,507 

15.5 

1,399 

5,906 

1916. 

4,878 

4,151 

14.9 

1,353 

5,501 

1917. 

4,7^ 

4,085 

14.0 

1,360 

5,445 

1918. 

3,667 

3,184 

13.2 

1,047 

44!31 

1919. 

4,750 

4,074 

14.2 

2,546 

6,620 

1920. 

4,796 

4,062 

15.3 

2,558 

6,620 

1921. 

4.S25 

4,22S 

12.4 

2,186 

6,414 

19-». 

4,031 

3,539 

12.2 

2,073 

5,612 

1923. 

4,727 . 

4,02S 

14.8_ 

2,405 

6,433 

1924. 

5,392 

4,756 

U.S 

1,923 

6,679 

1925. 

6,002 

5,450 

9.2 

1,661 

7,311 

1926.......... 

.... 5,770 

5,314 

7.9 

1,955 

7469 

1927. 


5,002 

7.2 

2,176 

7,178 

192S. 

.... 5,458 

5,090 

6.7 

2,228 

7418 

1929. 

5,6‘29 

6,282 

6.2 

2,420 

7,702 

1930. 

.... 5,571 

5,255 

5,7 

2,366 

7,621 ■ 

1931.. 

5,6U 

5,263 

6.2 

2,211 

7,476 

19?2. 

.... 5,675 

5.247 

7.6 

1,6S6 

74S3 

1933. 

5,673 

5,244 

7.6 

3,989 

7433 

1334. 

6,145 

5,62S 

S.4 

2,161 

7,789 

1935. 

6,443 

5,859 

9.1 

2,194 

6,053 

1936. 

6,918 

6,224 

10.0 

2,773 

8497 

1937. 

.... 7.334 

6,604 

10.0 

3.205 

9,609 

193S. 

7,461 

6,589 

11.7 

2,956 

9415 

1939. 

.... 7,754 

6,493 

16.3 

2,872 

9465 

1910. 

_ 7,9->6 

6,291 

20.7 

2,866 

9,157 

1911. 

.... 7,539 

6,057 

19.7 

2,762 

8,819 

1912. 

7.223 

6,120 

15.4 

2,469 

8459 

1913... 

_ 8,403 

7,489 

10.9 

2,340 

9429 

1914. 

- 6,817 

6,011 

11.8 

2,596 

8,607 

1915. 

.... 5,930 

5,313 

9.9 

3,622 

8465 

1916. 

- 7.610 

6,856 

9.9 

9,669 

36425 

1917. 

- 7,164 

6,414 

10.3 

7,701 

34,115 

1918. 

- 6,624 

5,901 

10.8 

7,595 

13,499 

1919. 

_ 5,963 

5,219 

12,5 

6,929 

12.148 

1950. 

- 6,203 

5,451 

11.6 

6,755 

12436 

1951...... 

. 6,473 

5,716 

11.7 

6,225 

11,941 

1952. 

_ 7,023 

6,229 

11.3 

7,016 

13445 

1953. 

- 7,125 

0,543 

13.0 


14,412 

1951. 

_ 8,066 

7,033 

12.7 

8,202 

15,235 

1955.......... 

_ 8,501 

7,400 

12.9 

7,461 

154^ 

1956. 

. 8,342 

7,179 

13.9 

7,421 

14,000 

1957. 


7,769 

14.S 

7.486 

T5,255 


the principles of osteopathy' is gix'en in the examina¬ 
tion in place of materia medica. The District of 
Columbia w'ill permit any' person engaged in the 
practice of osteopathy on or before Jan. 1, 1948, to 
file application for a license to practice osteopathy' 
and surgery'. To obtain such a license, osteopaths 
must pass all subjects of the medical examination 
and in addition must pass subjects in the practice 
of osteopathy. 
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Since 1952, in Illinois, graduates of the Chicago 
College of Osteopathy are examined by the medical 
board and may receive medical licenses. In Indiana, 
under an amendment to the medical practice act in 
1945, osteopaths are permitted to practice medicine, 
surgery, and obstetrics and to administer anesthet¬ 
ics, antiseptics, and narcotics. Persons who were 
licensed in osteopathy before 1945 may obtain from 
the medical board a license to practice osteopathy, 
surgery, and obstetrics. Special examination and 
licensure is provided by the Healing Arts Act 
passed in Kansas in 1957 for doctors of osteopathy 

Tahli: 14.-Gr«f/i(«/c.v of Approved Schools and Others 
Registered, 1922-1957 


(iffuluntcs of 
Aiiprovcrt Sc)iool» 


Others 


Year 


lice... 
lic.l... 
IICI... 
llC'i... 
llCd... 
litiT... 
T.t'.s... 
llCli... 
Ili'id... 
I'lU... 

Ill ”.... 
lllil... 
mri, .. 
HIT.... 
Ill 17... 
lilis... 
HI lit.., 
I'lHI.., 

Hill... 

HI.-’.. 

Hii::.. 

HHl.. 

HIM.. 

HI 

l‘l’7.. 
HI id.. 
HI II.. 
HIMI.. 
HOI.. 
Hive., 
lira. 
HiVl. 
lor.. 
HIT). 
HI.V". 


Tot Ills...- 


- 

/- 

Perccnt«i?c 

ol 

PcrcontaKC 

o( 

Xo. 

Totnl 

Xo. 

Totnl T 

4..710 

po.r> 

1,(8.I3 

19.5 

.7,101', 

80.8 

1,2.37 

10.2 

.7,987 

8.7.1 

inti 

14.0 

(!.311 

N*.,t 

007 

13.C> 

(•>.111 

8S.7 

828 

11.3 

u.nn 

80.4 

708 

10.0 


00.1 

733 

9.9 

9.0 

7,l«i3 

01.(1 

(190 

7,(111 

O’.l 

(110 

7.0 

n.032 

M.8 

.711 

7.2 


02.1 

1.77 

0.3 

(1,771 

03.7 

4.79 

G.3 

7,172 

9-2.1 

017 

7.9 

7,an 

01.3 

003 

8.5 

7,fl!l 

88,1 

1,003 

11.6 


87.5 

1,418 

14.4 

.•4 :H.*i 

87,1 

l,'23(l 

12.9 

8,1817 

8(1.2 

1,208 

13.8 


8.7.0 

1,37(1 

15.0 


87.9 

1,010 

11.9 

7,*-!i»:» 

81 0 

1,290 

15.1 

^ (HO 

87.9 

1,180 

12.2 

7 7:i7 

89.8 

870 

10.1 

.S.23.1 

01.8 

732 

8.1 

17.(102 

91 9 

8.35 

5.1 

VA 007 

03.0 

1,018 

7.0 

12,701 

91.8 

70S 

5.2 

11,378 

03.7 

77(1 

G.3 

n,.7(l2 

Pl.O 

7.31 

(»,0 

11,(1-27 

92.3 

911 

(.7 

12,108 

92.1 

1,017 

7.9 

13,ISO 

91.5 

1,223 

$..) 

1.3,814 

99.7 

1.4'21 

9.3 

. 13,SU 

13,111) 

SO.K 

IjplT 

10.2 

<10.(1 

1,4,54 

10.0 

. 13,330 

87 4 

1,92.7 

12.1 

. .321,74(1 

90 1 

3.7,817 

9,9 

iged in 

practice 

in the 

state on 

1 


Totals 
r>,r.ie 
c.iaH 
fi.fiTH 
7,311 
7,2fi!l 
7,ITS 

7.. 318 
7,702 
7,021 
7,470 
7,1.33 
7,233 
7,780 
8,0.73 
8,907 
9,800 

9.. 74.7 

9.30.7 
9,157 

8.819 
8,580 

9.820 
8,007 
8,00.7 

10,527 

14.11.7 
13,499 
12,148 
12,2.30 
11,011 

13.24.7 
14,412 

15.23.7 
14.801 
14,0(K> 

15.2.7.7 

,3G0,.'iC3 


ctively engaged m put^u.. t„i^ i i960. 

957 if application is made puor to J y > 

\n osteopathic physician having graduated rom^ 

"T/M—tls. tor the purposes of re Jtraho. 
d no decree is considered equivalent to 
M n deltree® lu Nev, Hampshire, under the pro- 
^ J iv, medical practice act. osteopaths are 

Visions practice medicine and surgery. 

C«t“eS%ctice act provides^ 


an osteopath licensed prior to Nov. 1,1941, who has 
served for a period of two years as an intern or 
resident surgeon in an approved osteopathic or 
medical hospital, or has completed a postgraduate 
course of two years in a college of osteopathy or 
medicine approved by the board, or has had at 
least three years of practice in a hospital approved 
by the board, can be admitted to an examination in 
pharmacology, therapeutics, and surgery. If success¬ 
ful, he can obtain a license to practice medicine and 
surgery. 

In New York, a law approved April 10,1946, pro¬ 
vides that any osteopathic licentiate who had ob¬ 
tained the additional right to use instruments for 
minor surgical procedures and to use anesthetics, 
antiseptics, narcotics, and biological products, or 
any applicant who had met or would meet all the 
preliminary and professional requirements as of 
Sept. 1, 1936, and has satisfactorily passed or would 
pass the regular licensing examination would be 
granted the right to practice medicine vvithout 
limitation. 

The Ohio Medical Practice Act was amended in 
1943 to provide that all graduates from osteopathic 
schools applying for die right to practice in the state 
must meet certain educational requirements ana 
must pass certain examinations. One of die required 
examinations is in surgery. Those who qualify and 
pass all of the examination are then given a hwnse 
to practice osteopathic medicine and surgery. Thos 
in practice and licensed under a more limited law 
in effect prior to 1943 can secure a license to prac¬ 
tice osteopadiic medicine and surgery by meebng 
certain additional requirements 
graduate work and the passing of several additiona 

examinations. . 

In Oregon, osteopaths who meet certain requ 
are g^nled *e right to practice in the s b 
jects covered by tire medical eraminatiorn In Son 
Dakota, osteopaths may be '-oensrf to prad.^ 
medicine. sorgeD-, „„e license, 

nmStr ct sS^T In ia, o^o- 

may obtain the right to use dro^ 

perform surgery wi*, J “dor- 

must be examined in the ex,™incd 

tor of medieine except, instead of “ng 

on the practice of "’®‘l'Tte„mthv' by the osteo- 
ined on the practice of osteopatl}, y 

pathic member of the board. 

The Wisconsin law, may obtain a 

that an osteopatli licensed! 
license to practice me ici medica and 

pleting a than 64 hours 

pharmacology consisting o oj.}^ and by 

& lecture and 60 hours Osteo- 

passing an examination * ,ppiytotaketlic 
padis not licensed m the state may PPJ they 

same examination as physicians, it 
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otU be granted licenses to practice medicine and 
surgen'. In Wyoming, tlie statutes contain no 
specific provision for the licensing of osteopaths. 
The medical practice act prorides tliat tire certifi¬ 
cate issued to all applicants shall be deemed a 
license to practice medicine in all branches in which 
the applicant has taken an examination. 


diat a broader background education may be ob¬ 
tained. In its “Function and Structure of a Modem 
Medical School” published jointly by the Covmcil 
and tire Association of American Medical Colleges, 
prordsion is made for the unusually intelligent and 
mature student who may be admitted to medical 
school under exceptional conditions after two years 


Table 13.—Graduates of Unapproved Medical Schools Registered 1933-1957 


Arizona. 

Arkansas . 

Caliiomia . 

Delaware . 

District of Columbia. 

Florida . 

Georgia . 

Idaho . 

Illinois. 

Iowa. 

Maine. 

Massachusetts. 

Michigan . 

Missouri . 

Kcw Hampshire . 

N’ew Jersey . 

New York ... 

Ohio . 

Pennsylvania. 

South Carolina. 

South Dakota . 

Tennessee. 

Texas . 

Virginia ... 

Washington .. 

West Virginia . 

Wisconsin . 

Territories and Possessions 
Totals . 


Examination 


Reciprocity and Endorsement 



Table 16,—Graduates of Schools of Osteopathy Registered hy Medical Boards, 1953-1957 '' 


Examinatioo Reciprocity and Endorsement Com* 

- ^ ----- 



1953 

1954 

1955 

1950 

1957 

Total 

1953 

1954 

1955 

195C 

1957 

Total' 

Total 

Colorado ... 

. 8 

3 

7 

1 

5 

24 

15 


1C 

12 

9 

74 


Connecticut 

A 

3 












Delaware ... 



2 

3 

1 

7 

4 

1 

Q 


1 

S 

15 

District of Coliinihia. 








1 

1 



o 

o 

Illinois .... 



14 

10 

2 

2G 




11 


11 

37 

Indiana 


2 

G 

2 

5 

20 

10 

11 

9 


9 

39 

59 

Kan«a« 





144 

144 

.. 

.. 





144 

Massachusetts .. 


I 

.. 



1 

1 

o 


4 

4 

1C 

17 

Xew Hampshire. . .. 





1 

1 

3 

1 

3 

1 

o 

10 

11 

Xcw Jerspv 

. 11 

7 

8 

G 

9 

41 

10 

■*s 

7 

2 S 

10 

73 

U4 

Xetv York .. .. 


44 

92 

42 

44 

209 

4 

1 

1 

4 


10 

279 

Ohio. 


81 

73 

G3 

Gt; 

347 

20 

13 

2 

13 

10 

55 

405 

Oregon .... 



.. 

.. 



1 

.. 

.. 

2 


3 

3 

South Dakota. 


1 

.. 



1 







1 

Texas . 

. 32 

40 

25 

9 

3 

115 

IG 

13 

10 

13 

32 

84 

V.0 

Virginia ... 







1 

1 




m 

o 

Wisconsin . 


7 

G 

0 

4 

30 


1 

1 

3 

3 

s 

2^ 

Myomine .. 





-- 


.. 


1 



1 

1 

Totals .... 

. \11 

105 

233 

142 

2S4 

l.roi 

85 

85 

5^ 

91 

80 

‘S/y 

1.430 


Trcprofessional Requiremenls of Licensing Boards 
Since January', 19.53, the minimum requirement 
for admission to an approved medical school has 
been.three years of college preparatory' study. The 
Council on Medical Education and Hospitals in 
accepting this minimum recommends for most 
students a full four-year college course in order 


of college work. Statements regarding actual mini¬ 
mal preprofessional collegiate requirements for ad¬ 
mission to each approved medical school are 
presented in the brochure on “Admission Require¬ 
ments of American Medical Colleges, 1957-195S” 
prepared by the Association of American Medical 
Colleges. 
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The preprofessionul requirements of medical 
licensnig boards are indicated in table 17. Seven 
boards specify that no preprofessional requirement 
IS mentioned in the medical practice act. Ten boards 
reported a three-year requirement. In others, the 
law specifies at least two years of college work No 
board specifies in detail the number of hours that 
must be devoted to the subjects of the premedical 
curriculum although seven boards report that the 
training must include certain subjects, such as 
English, physics, chemislrj^, biology, and a foreign 
language. Tlie candidates appearing for medical 
licensure are graduates of all years, and the seem¬ 
ing lack of conformity with accepted standards as 
promulgated b)' the Council on Medical Education 
and Hosintiils of the American Medical Association 
and the Association of American Medical Colleges 


J.A.M.A., May 31, I 953 


mation graduates of approved medical schools who 
have compressed the same 128 weeks of medical 
school study into less than four calendar yeS 
Forty-seven of the 55 licensing boards replied to 
this question. Thirty answered in the affirmative 
and 17 in the negative. 

Table lS.-Medical Licensing Boards Requiring 
One-Year Internship 


.■Mabdiuii 

Arizonn 

Caiifornlii 

Colorndo 

Delawarc''^ 

Pistrict of Columbia 

Idaho 

niinolf* 

/««•« 

Kansufi 

KentucVy 

Louisiana' 


Michigan' 

Missouri' 

Montana 

Nevada 

New Hampshire 
New .Tersey-'' 
North Dakota 
Oklahoma 
Oregon 

Pennsylvania’’' 
Rhode Island’ 
South Carolina 


Utah 

Vermont’ 

Washington’ 

West Virginia 

Wisconsin 

Wyoming’ 

Alaska' 

Canal Zone 
Guam 
Hawaii 
Puerto Rico’ 
Virgin Islands’ 


Table 17.—Requirements of Preprofessional Training hij 
Medical Licensing Boards 


Two Ypar.< or Jlore of College 


Alabiimii’ 


.Mu.ssiicliii.seKs’ 

Rhode Island 

.Arizona' 


•Michigan’ 

.South Carolina’ 

Arkniisjis 


.Minnesota 

.South Dakota* 

Cnlifomin’ 


Mississippi 

Tennessee 

Colorado’ 


Missouri 

Texas 

Connceticut* 


Montana 

Utah’ 

Delaware’ 


Nebraska 

Vermont" 

Floridii* 


Nevada’ 

Virginia 

Oeorgift 


Now Hampshire 

Washington’ 

Idaho 


New Jersey’ 

IVc.st A’irginla 

nilnoks 


New Mexico’ 

Wisconsin" 

Indiana’ 


New York* 

Wyoming’ 

Town’ 


North Carolina" 

Alaska’ 

Kansas 


North Dakota 

Canal Zone 

Kentucky 


Ohio 

Guam 

Lmilslniin’ 


Oklahoma’ 

Hawaii 

Maine 


Oregon 

Puerto Rico 

Maryland* 


Pennsylviiula" 

Virgin Islands’ 


Maine South Dakota 

1 . Internship must be a rotating .ocrvice. 

2. For reciprocity applicants. 

3. One year rotating service or two years of straight internshlu or 
two-year residency in a specialty. 

4. Intemsliip may he a straight service for applicants ntter seven 
years irom date of graduation from medical school. 

Along -with this question, the licensing boards 
were asked, if the answer to the above question was 
in the negative, if it was possible to obtain an 
interpretation of the medical practice act that would 
allow die board to accept for licensure examination 
a graduate of an approved medical school who had 
128 weeks of medical school study in less than four 
calendar years. Of die 17 boards that replied no to 
die first question, 7 indicated it would be possible 
to obtain an interpretation of the medical practice 
act to accept graduates ivho had compressed their 


1 . Not spccKled by luw. 

2. Entninee requirement prescribed by accrediting agencies. 

3. Three years tor applicants matriculating after Jan. 1,19,vi, 

■J. One year prior to 1919, two years subsequent to IWJ including 
cour.sc.s In phy.sle.s, chemistry, and biology. 

5. Prcmedicnl training must include courses In physics, chemistry, 
biology, English, and a foreign language. 

0. Three-year college requiretnent. 

7. For all applicants courses In physics, chemistry, and biology must 
be included In prcniedicat training. 

8 . Premcdtcal traUiiai; must Include courses In English, physics, ehem- 
Istry, and biology. 


is due to the fact initiation of die three-year re¬ 
quirement for all candidates appearing for licensure 
would eliminate the graduates of earlier years. In 
practice, the boards granting licensure to a graduate 
of an approved medical school accept the pre¬ 
medical training required in the year the candidate 
was admitted to medical school. 

Professional Educational Requirements of 
Licensing Boards 

Recently there has been a tendency to increase 
tiie length of the academic year in medicine. Cur¬ 
rently, die minimum medical school academic year 
is of 32 weeks’ duration, and the medical degree is 
conferred after four such years or 128 weeks of 
medical school study. The state examining boards 
were queried as to whether the medical practice 
act makes it possible to accept for licensure exam- 


medical education in less than four calendar years, 
8 replied tiiat it would not be possible, 1 board was 
doubtful, and 1 board made no reply to the second 
question. 


Table 19.— Licensure, Regisfrofion, or Other Requirement'! 
for Interns 


hlecDsure 
Indinna 
Puprto Rico 


Other Requirements 
Colorado* 

Florida’ 
Massachusetts’ 
New Jersey’ 

South Carolina’ 
Texas' 

Virginia* 

West Virginia' 


1. Must register c.xery si.x months with State Board of Healt , 
nay serve lor a period oS three years without licensure. 

2. ' Most register with Board annually. 

3. Limited registration granted. inii't oMtIo 

4. Graduates of unapproved foreign medical senools lai 

lermission from Board. 

5. Temporary pennit required. fmir venr.': ’*• 

C. May serve tor an aggregate period not to e.xcepd 

luired to register with licensing board unnualiy. 

7 Miiv serve tor two vears without licensure. 


Approvaf of Medicaf Schools 

Seven licensing boards maintain ° 

proved medical schools in the United Ste 

tenty-six boards require Cfsies 

m approved medical schools in the U"’ ® , 
Canada to be graduates of medical schook ap^ 
)ved by the Council on Medical Education 
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Hospitals. Two boards require membersbip in die 
Association of American Medical Colleges. Twent>’ 
boards specify that schools must be approved by the 
Council and be in membersbip in the Association 
of American Medical Colleges. In si.vteen instances 
die requirement is specified in the medical practice 
act, 37 boards reported that it is a formal regulation, 
and two indicated that it was an informal policy. 
In actuality, all approved medical schools are both 
approved by the Council and in membership in the 
Association of American Medical Colleges. 


T^ble 20 -Lweawre, Registration, or Other Requirements 
for Residents 

I IwD'tire or Temporary Other Pcquirements 

Registration Required Colorado®^ 

4rkaD«a‘5 
Caldomia' 

Connectfciit* 

Idaho 
IlImoi«’ 

Indiana 
Iowa** 

Maine* 

Massachusetts* 

Mfchiean^* 

Minnesota® 

Nerada* 

New YorX" 

North Carolina" 

OUahoma* 

Pennsyh anla* 

Nouth Carolina'* 

''outh Dakota 
Texas 
M/«concIn 
Puerto Rico 


1 Maj ser\c one year without licensure 

2 May he required by hospital® 

3 Applicants who wi«h to «er\c residencies In Illinois hospital® and 
who are not eligible for permanent registration may apply for tem 
porary certificates which are i«sued without examination 

4 Temporary license for one year 

0 limited registration granted 

limited license lor duration of residency 

7 Temporary certificate lor residents, except In state mental and 
municipal hospitals 

5 Postgraduate certificate issued for residency training If licensed 
m any state or territory of the United States or Canada or hold the 
certificate of the National Board of Medical Examiners 

9 Stay 6er\e lor an aggregate period not to exceed lour years; re 
quired to register with licensing hoard annually 
30 Three }ear& without licensure Must register every six month® with 
hoard of health 

11 Resident physician’s licenses are issued for a period of not more 
than seven year® for service in a hospital approved hy the board 

12 Graduates of unapproved foreign medical schools must obtain 
pennisdon from hoard 

I? ®enc two years without licensure 

14 Temporary licence lor residency and postgraduate training 

It Registration wjth licensing hoard required 


Delaware*® 

District of Columbia'* 
Florida'® 

Ml«®icelppl' 

New Jer®ey'* 
Virginia" 

West Virginia'* 


Internship as a Prerequisite for Licensure 

There is currently no medical school in the United 
States which requires that the student serve an 
internship as a prerequisite to graduation. Duke 
University School of Medicine specifies tlie intern¬ 
ship requirement but does not withhold tlie degree 
until the_ internship is completed Tlie degree is 
issued at the end of the four-year medical course, 
but the school obtains from each student a signed 
agreement that he will spend two years in training 
in a hospital or laboratory before entering practice. 

One year of internship, as a requirement for 
licensure, is required by the licensing boards of 31 
states, the District of Columbia, Alaska, the Canal 
Zone, Guam, Hawaii, Puerto Rico, and the Virgin 
Islands. Kansas, Louisiana, Missouri (for reciproc¬ 
ity applicants), Montana, and Guam reported the 
institution of tliis requirement in the past year. 


Table 21 .—Temporary and Educational Permits, Limited and 
Temporary Licenses, or Other Certificates Issued by 
State Licensing Boards 


Arf7onft 


Vrkansas 

Delaware 

Georgia 

Idaho 

Illinois 

Indiana 


Temporary permit® issued on liasi® of community 
emergency and subject to qualifying lor regular 
license A regular license limited to full time practice 
in federal and state hospitals or mstltutlons or 
gov crameatal public health department® 

Temporary permits are granted reciprocity applicant® 
until regular board meeting 
Temporary emergency licen«e upon prov ed emergency, 
one year, subject to renewal, and for locum tenens 
practice 

Permit until board meet® Permits for practice in state 
institution® and for medical school faculty members 
To candidates holding certificate of Katlonal Board of 
Medical Examiner® or licen®ed by written examiua 
tion isx another state until next meeting of board 
Temporary certificate® for residency training for appli¬ 
cants who are not qualified for permanent registra 
tion Permit Issued for «ervice In state hospitals to 
physician® eligible for licensure 
Temporary license pending next examination for grad¬ 
uates of approved medical school® Temporary recip 
rocal license for six months 


Iowa 

Kansas 

Kentuckv 

Louiciana 

Maine 


Resident physicians licen'-e® are Issued for a period of 
not more than seven years for service in a hospital 
approved by the board 
Temporary permit until next board meeting 
Temporary permit® i-®ued to applicants by endorse 
ment and serve until investigation® completed and 
meeting of board Limited licenses arc for special 
place, purpo®e, and time 

Temporary permit i« granted to physicians po«®es«mg 
the necessary credentials who file application lor 
examination or reciprocity and who locate in Loulsi 
ana between the regular semiannual examination 
meeting® of the board Temporary permit v ahd until 
next meeting of the board 

Temporary licenses granted for residency training for 
one year Must be an Amencan citizen and a giadu 
ate of an approved medical school 


Massachusetts Limited registration covering appointment as intern, 
resident, or fellow m a specific hospital 
Michigan Temporary hcen^e for residency and postgraduate 

training program 

Minnesota Temporary certificate for postgraduate work, m bos 
pitals 


iD«sis®ippi Temporary permit for practice until next board meet¬ 
ing 

Xev ada Temporary permit for one year for residency training 

New Hampshire Temporary license for five years to foreign physicians 
Permanent license Issued upon becoming citizen of 
the United State® 


New Jersey 
New Mexico 

New York 

North Carolina 
North Dakota 

Oklahoma 

Pennsyh ania 


Rhode Island 

South Carolina 
South Dakota 


Texas 
\irginia 
West Virginia 


Temporary license for noncitizens Permanent license 
m SIX years; may be extended in additional two 
years 

Limited lor service m a state institution or in a 
hospital maintained by industry for the exclusive 
use of Its employees 

Temporary certificate for residency training except In 
state, mental, and municipal hospitals 
Limited license issued for duration of residency 
Temporary permit for United States and Canadian 
graduates until next Imard examination 
Temporary license® for residency training In approved 
hospitals 

Postgraduate certificate issued for residency training 
if licensed In any state or terntory of the United 
States or Canada or hold the certificate of the 
National Board of Medical Examiner® 

Temporarv permit for service in state inctitution- 
undcr suj>erv islon 

Temporary permit® for Intern® and residents 
Temporary license issued for graduate® of foreign 
medical schools for four years for practice In emer 
gency medical area*- 

Temporary pennit l‘-*-iied until next board meeting 
Temporarv pennit b«ued until next board meeting 

Temporary i^ennlt i^^ncd until next board meeting to 
qualified applicant® 


Wisconsin Temporary educational i>ennit for graduate® of for 
eign medical seboob not recognized by board for 
licensure 


Alaska Temporary r>ennits i«sued while processing pennanent 

licensure, to summer cannery physician®, and to phy 
slclans In the armed forces on short j>eriod« with 
pnv ate phy sician*. and for locum tenens work 
Guam Restrictive certificate to permit medical employees of 

federal contractors to practice In the discharge of 
their oClcIal duties 


Puerto Hico special permit may be granted 

Virgin fslandi Temporary certificate^ l-«ued to military tervlce t>sr. 

foanel on dutv and to municipal p^rsona^l uat*l next 
license examination 
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Eleven boards specify that the internship must be 
a rotating service. New Jersey reported that a one- 
yeai general rotating internship or a two-year resi¬ 
dency in a specialty nil} meet the board s 
ment, ^^diile Pennsylvania 


requires a 


require- 

rotating 


Table 22.-~Citizcnship Requirement/; for Licensure 


Ca^l[o^nI^ 

District of Colnmlifii 
Indlnnn 

Arlzonn 

Connecticut 

nUuoiR 

Iowa 

.'Inryintid 

.Maliiitnn 

•Irkntii.ns 

Colorado 

Di'litwnrc 

Florida 

Ccoriila 

fdnlio 

Kansas 

KctUucky 

I.oiilslnnn 

Maine 


No Rcciulroiiicnt 
Cl all 

WnsliioKfon 
Canal Zone 

noclaratton of IntcnH(in 
Mnssncliusofls 
Now Mexico 
New York 
Pennsylvania 
Kiiode Islnml 

Pull CUlZCtlHllIp 
.^IIclilKnn 
.''Ilnnosota 

Missispijijd 

Mls.conrl 
Montana 
Nebraska 
.Nevada 

New llamiisliire 
New .lerspy 
North Carolina 
North Dakota 


(iiiaiii 

Virjriii Islands 


South Dakota 

'J'e.vs.s 

Virttlnla 

Wisconsin 

liawnii 

Ohio 

Oklaiioinn 

tlroK'on 

South t'arolhiii 

'IVnncssee 

Vermont 

West Vir^rlnia 

Wyoming 

Alaska 

Puerto Ilieo 


intemship, it will accept an internship completed 
on a straight service for applicants after seven 
years from date of graduation from medical school. 
Tliose licensing boards that require an internship 
for licensure are listed in table 18. 

Licensure, Registration, or Other Requirements for 
Interns and Residents Serving in Hospitals 

In the majorit)' of states, physicians serving in¬ 
ternships are not required to be licensed in the 
state in which the hosjrital where they are interning 
is located. Indiana and Peurto Rico liave this re¬ 
quirement. The states which require some fonn of 
registration with the licensing board or a stipula¬ 
tion that the pliysician must be eligible for licen¬ 
sure are listed in table 19. 

Twenty-nine boards require that physicians serv¬ 
ing as residents in hospitals must be licensed or 
stipulate registration in the state. Seven boards indi¬ 
cate that registration must be in the form of a 
regular license. Other boards do not require full 
licensure of residents but is.sue certificates limited 
in nature, which may be called a limited license, 
a residents license, temporary permit, or tem¬ 
porary license. In a few instance.s a residency may 
be served for a specified period without licensure. 
The regulations of each of the licensing boards that 
exact some requirement of tliose engaged in resi¬ 
dency training are given in table 20. 

Temporary and Educational Permits, Limited and Temporary 
Licenses, or Other Certificates Issued by Stale 
Licensing Boards 

Tlrirty-six boards provide for the issuance (rf 
temporary and educational permits, limited and 
temporary licenses, or other certificates for the prac- 


J.A.M.A., May 31 , mg 

tice of medicine. Tire terms for the issuance of such 
certificates vary. This limited registration may npX 
to hospital training to those ineligible for licensure 
wlio seek further educational training, or for regular 
practice until the next regular session of the licens¬ 
ing board. A list of these states and mhmatm on 
the lengm of validity of this special registration are 
shown in table 21. 

Citizenship Requirements for Licensure 

Tire requirements pertaining to United States 
citizenship exacted by the various medical licensing 
hoards aie tabulated in table 22. Eight boards have 

Table 23.—Schedule of Written Examination Dales and 
h.9ii(ince of Licenses hij Reciprocity or 
Endorsement of Credentiak 


Written 

Examinations 

-tlaloiimi . Annually 

Arizomi —.. Qunrlcrly 

.\rkiinstts . .lime and Novcinlier 

California . Quarterly 

Colorado . Twice annually 

Conncetieul . March, .Tuiy, and 

Noveinhcr 

Dclanare . ScndanmuiUy 

District of Coliimhia.. Twice nDDiialiy 

Florida . Twice annually 

OcorRiu . .Tunc and October 

lihho ... Ta ice anatially 

llllnol.'! .. Quarterly 

Indiana .. .Annually, June . 

loan .. Twice annually 

Kansas ... Twice annually 

Kentucky . ReinlannunHy 

Louisiana .Tune and December 

.Maine .. March, -Ttily, and 

November 

Maryland . Twice annually 

MassachuseUs . .Tnnvtnry and.Tuly 

.Micblftan .Tunc and October 

Mlmiesota . Quarterly 

Mississippi .. .annually in .Tune 

Missouri . Three times anminily 

Montana . Semiannually 

Ncliraskn . Annually 

Nevodn .. Quarterly 

New Hampshire . Ihvice annually 

.New .Tersey . June and October 

New Me.xlco . Twice annually 

New York . .Tunc and Dreemiict 

Nortli Carolina . Annually 

North Dakota . .Tnnuury and .Tiily 

Ohio . .Tune and December 

Oklahoma . Annually 

Oretton . .lanuary and ,Tuly 

Tennsylvania . January and July 

Rhodcisland . Quarterly 

.South Carolina . Twice annually 

South Dakota . Twice annually 

Tennessee . Quarterly 

Texas . Twice annually 

Vitnh . Once annually 


Vermont . 

VIrftinia . 

tVnshington 
West Virginia 
Wisconsin .... 
Wyoming ..., 

.Alaska . 

Canal Zone 


Twice annually 
Twice annually 
TNvice annually 
January and July 
.lanuary and .Tuly 
Three times anniialty 
On application 
On application 


Licenses by 
Reciprocity or 
Endorsement Is'iied 

Continuously 

Quarterly 

.Tune and November 

Continannsly 

Quarterly 

Continuously 

.SemlaDnuiilly 
Quarterly 
No reciprocity 
.lune and Octolicr 
Twice aauuaUy 
Quarteriy 

Approximately eight 
times annuRlIy 
Monthly 
Twice annually 
Every two months 
.Tunc and Peccmlvct 
Marcli, .Tuly, and 
Novemiier 
Monthly 

Once a month, except 
Aufru-st 
Continuously 
Quarterly 
.Tune and December 
Six times aamialiy 
Seminnmmiiy 
Continuously 
Quarterly 
Twice annually 
Monthly except 
August 

Twice annimlly 
Continuously 
Five times annuaii)’ 
January and .inly 
.Tnnuaiy, April, .uiiy, 
and October 
Quarterly 
Quarteriy 

Monthly, except Ft i- 
ruary and .Ahruu 
F our times anmial's 
Three times anmiali!' 
Continuously 
Continuously 
Quarterly 

Feirniaty, .lUDe, -ti • 
gust, and Novend'tr 
Continnously 
Twice annually 
Twice nnnanliy 
Quarterly 
Quarterly , 

Three times anna.iar 
On application 
On niipifoso't" 

On appiieaf on 
Continuously 
Continuously 
Twice nnnuidly 


(he 


fJimm . On application 

... .lanuary and July 

Puerto Rieo . Thrice animnlly 

Virgin Islands . Twice nnnuuUy 

no requiremnt for citizenship, 15 
applicant for licensure to have declared " ^5 
of becoming a United States citizen, and - 
require die applicant for licensure to ^ 
citizen. Nevada, New Hampshire, and 


kota reported that the requirement is 


waivi 
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dtaens of Canada, while Oklahoma requires full 
citizenship for candidates applying for licensure 
by e.xamination. 

Schedule of Written Examination Dates 
and Reciprocity Meetings 

The schedule of dates for w-ritten examination and 
meetings or oral examination for the issuance of 
licenses by reciprocity or by endorsement of cre- 


Table 2A.—Medical Licensure Fees 


ExamI- Reclaroclty 
nation or Endorsement 


Alabaraa. 

. § 50 

S 50 


.. ^ 

100 

Arlcao«as . 


100 

CaUfornlfl . 

2S 

100 



oO 

ConnfctlcTit .. 

. S5 

75“ 

Delaware . 


100 

tftsWet CoViTmVj^a.. 



Florida . 



Georgia . 


50 

Idaho . 

. 25 

100 



200 


. 25 

100 


. 25 

50 




Kentuckr . 


75 

Louisiana . 

. 25 


Maine.,. 

. 27 

52 

Maryland. .. .. 

. 35 

50 


. 25 

50 

Michigan . 


ICO 


0.5 

100 

Jlls«l««lppl. 

. 10 

50 

Missouri . 

. 25 

100 

Montana .. 

. 60 


Kcbiaska .. 

. 25 


Xevada . 

. 100 

200 

Kew Hamnshlre .. 

. 30 

50 

Jersey. , . 


100 

Xcw Mexico. 


60 

•Vew York. . . 

40 

40 

Korth Carolina . 


100 

Korth Dakota . 


50 

Ohio. 



Oklahoma. 

. . 25 

100 

Oregon . 

. 2.5 

100 

Pennsylvania.. 

. . 2o 

100 

Jtbode Island .... 


20 

South Carolina . 


100 

South Dakota. 


60 

Tennessee. 

3.5 

50' 

Texas . 


100 

Utah. 


50 

Vermont_ . 


50 

Virginia. 

9!v 

100 

Washington ... . 


35 

West Virginia ... . 


100 

Wisconsin .. . 


100 

W’yomlnrr. 

. .^n 

50 

Alaska .... 


110 

Canal Zone. 


5 

Guam. 

tJ) 

50 

Hawaii . 


25 

Puerto Rico. 


30 

Virgin Islands. 




a. Endotsemcnt ol certificate of National Board of Medical Exam¬ 
iners, $35. 

b. Endorsement of certificate of National Board of Medical Exam¬ 
iners, ?23. 

c. Endorsement of certificate of National Board of Medical Exam¬ 
iners, $ 10 . 


dentials is given in table 23. In most instances xvrit- 
ten examinations are scheduled tNwee annually and 
reciprocity meetings quarterly or as soon as the 


application for licensure can be processed. In those 
states requiring a basic science certificate for 
licensure, dates of the examination or reciprocity 
meetings are arranged to coincide closely with the 
examination and meeting dates of the boards of 
examiners in the basic sciences. A few states issue 
temporary permits enabling physicians to begin the 
practice of medicine until the board examination or 
meeting is held. 

Medical License Fees 

The fee charged by the medical licensing boards 
for registration by examination and also by recipro¬ 
city or endorsement of credentials is given in table 
24. The examination fee is somewhat uniform 
throughout the country, the majority of the boards 
charging a fee of $2.5. The fee for a license by 
reciprocity or endorsement of credentials varies 
from $20 to $200. Six boards reported an increase in 
the fee charged for the written examination and 
four boards an increase in the fee charged for a 
license without xvritten examination. Three boards— 
Connecticut, the District o^Columbia, and Tennes¬ 
see—have a lower fee for those being certified on 
the basis of the certificate of the National Board of 
Medical Examiners than for candidates licensed by 
endorsement of state licenses. 

Licensure on Government Credentials 

In most of the states no provision is made in 
the medical practice act for the acceptance of 
government credentials as a basis for licensure with¬ 
out examination. Eleven state licensing boards have 
indicated that in their discretion they may accept 
such credentials under varying regulations, but 
mainly the recognition is accorded to officers who 
obtained their commissions after examination. These 
states are Alabama, California, Delaware, Illinois, 
Maine, North Dakota, Pennsylvania, Texas, Utah, 
Vermont, and Wisconsin. 

, Annual Registration 

Thirty'-sLx states, the District of Columbia, Alaska, 
Guam, Hawaii, and the Virgin Islands require 
physicians to register their licenses annually or 
biennially. In table 25 are listed the hcensing boards 
that exact this requirement and the fee charged 
for such registration. Some of these states require 
such registration whether or not the phy’sician re¬ 
sides in the state. The fee charged ranges from $1 
to $10. SLx states have a nomresident fee. In Florida 
physicians are required to register with the State 
Board of Health, while Illinois, Missouri, New 
York, North Carolina, and West Virginia require 
biennial registration. The requirement of annual 
registration was initiated in North Carolina in 1957, 
and biennial registration in Illinois was also made a 
requirement in 1957. 
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Licensure of Foreign-Trained Physicians 
Since February, 1950, the Council on Medical 
Education and Hospitals of the American Medical 
Association and the Executive Council of the Asso- 
ciation of American Medical Colleges have pub¬ 
lished a list of foreign medical schools whose 
grftauotes they recomrnended for consfderii- 
tion on the same basis as graduates of approved 
medical schools in the United States and Canada. 
This has always been offered as an advisory list 
for the use of State Licensing Boards, Hospitals, 
Specialty Boards, and other organizations in tlie 
United States concerned with the evaluation of 
medical schools. These same organizations have 
always been advised that the list was acknowledged 
to be a tentati\'e one and that the position of tlie 
Councils, with respect to the foreign medical 
schools not listed, has been that they neither ap¬ 
prove nor disapprove of them. 

Tablu 25.—Sfflfcs Requiring Annual Registration 


May 31^ jgjj 


Stiitr I'oe 

. ? 5.00 

.\rki\n«H': .. n 

I'nllloniin . 1.00 

Colorado . h 

. 2.(10 

District of Colmiiltin. 1.00 

Florida . l.ooe 

Cicornia . 3.00 

Idaho . 10.00 

Illinoi'! . e.oo 

Indiana . <1 

Iowa . 3,00 

Kansni . 5.00 

T.oulefann . 10.00 

.Mfnncsoln* . .3.00 


State Fee 

•N’orth Carolina . ? .">.00 

North Dakota . .5.00 

Oklahoma . ,5.00 

Orecon . f 

Pcnn«i'U'aattt . 1.0(1 

Ithodc Inland . l.oo 

South Dakota . 2.00 

Tcnno?t-cc . 5.00 

Tcxn« . ,5.00 

Utah . 3.00 

Vcnnoiit . 2.00 

VirKinla . 1.00 

IVushlnttton . 7.00 

U'esit Vlrftlnlii* . 2.00 

IVl'Con.sln . .3.00 


The^ current requirements for foreign-trained 
physicians seeking medical licensure in the United 
States and its territories and outlying possessiom 

STv Physw® 

are not eligible for licensure in 10 states, the Canal 
Zone, and Puerto Rico. Ten states have added the 
requirement that the applicant must present the 
qualifying certificate of the Educational Council 
for Foreign Medical Graduates or is referred to the 
Educational Council for a recommendation. The 
specific requirement is noted under “additional 
requirements” in the text beneath the table. Eight¬ 
een boards limit licensure to those who have grad¬ 
uated from schools in the approved listing. Other 
boards have found the list useful in tlie evaluation 
of credentials, while some boards maintain their 
own list of schools whose graduates are acceptable 
for licensure. Eight boards do not require citizen¬ 
ship, 15 require declaration of intention, and 32 
boards require full citizenship. Tliirty-one boards 
reported Aat the foreign-trained physician must 
serve an internship or obtain further medical train¬ 
ing in the United States. In addition to tlie items 
tabulated in this table, many of the boards have 
specific requirements or varying exemptions. The 
factual data pertaining to tliese regulations are 
included in the text immediately below the table. 

Tliis chart was developed by the Council on 
Medical Education and Hospitals of the American 
Medical Association in an effort to assist tlie foreign- 
trained physician seeking licensure in tlie United 
States, ^^^lile an attempt has been made to present 


MKiouri . 


Wyoming . 


Montiinii . 


.Unpku . 


Kc!)raski\ . 

. 3.00 

fillllTll . 


Xcviuin . 


Hiiwiiil . 


XcH- Mexico . 


Virgin l*liiiid.« . 


.New York* . 

r>,oo 




* Biennliil rexl'^tnitlon. 

II. s 2, iioiiro-.Ulcnts S 4. 

li. Resilient* 2. iionre'-iiient.* SIO. 

e, Roiuilreil liy State Board ol Health. 

(1. Rc'-lilent'- 5 'i. iKinrcsIdonts SB*. 

c. Rc.*ideiit« * 2. nonresident.* S 5 

f. Resident* Sl.l. nonresidents ? 5. 

After more than two years of cooperative study 
by representatives of the American Hospital Asso¬ 
ciation, the American Medical Association, tire 
Association of American Medical Colleges, and tlie 
Federation for State Medical Boards of the United 
States, a method for evaluating the graduates of 
foreign medical schools wishing to come to tlie 
United States has been devised. These agencies 
have sponsored the organization of the Educational 
Council for Foreign Medical Graduates to imple¬ 
ment this new program. The details of the program 
are described elsewhere in this issue by the Execu¬ 
tive Director, Dr. Dean F. Smiley. 

In February, 1958, tire Council on Medical Edu¬ 
cation and Hospitals of the American Medical Asso¬ 
ciation and the Executive Council of the Association 
of American Medical Colleges acted to withdraw 
the current list of foreign medical schools, ihe 
withdrawal of this list is to become effective as ot 
Jan. 1, I960. 


the situation as it exists, die table is intended to give 
only a summary of existing requirements. Persons 
interested in licensure should supplement these 
data by communicating rvidi die licensing boards. 
Medical licensure in the United States is a state 
right” and is entirely under the jurisdiction of the 
governments of the individual states. The power 
to license physicians is exercised through die medi¬ 
cal licensing board of each state. Official supple¬ 
mentary information concerning the acceptabilif}' 
of foreign credentials and subsequent changes in 
die regulations should be obtained directly from 
the licensing boards. 

Tlie Council also publishes a compendium of in¬ 
formation concerning foreign medical schools an 
die status of foreign medical credentials 
United States that has been prepared as an aid W 
foreign-trained physicians. In addition to can 
pertaining to medical licensure, this bocikJet con 
tains sections pertaining to graduate teaming m 
medical specialties, undergraduate medical stu ) 
the United States, advanced standing m < 
medical schools, and medical study in foreign m 


schools. , , .. 

^able 27 records the number of 
jign faculties of medicine examined 

insure by 37 states, bom 

0 in 1957. The figures include both foreign 
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, ENOLAND—contInued 

Ln versily of Llvcntool Medical School. 

On vers (y of London ruculty of Jfedteine.. 

University of Miincbcster Faculty of Medicine. . 

University of Oxford School of Medicine.‘ ".. 

Uiilverslty of Sheflieid Faculty of Medicine. . 

Licentiate of the Hoyal Coliow of Fhy.sicinns London. Member 
of the Royal (.ollese of Kiirecons England. 

E.STONIA 

rartu Ullkooli, Faculte (fe Mcdcelne... 

„ , , , FINLAND 

HeUinefors Unlvcrsltet .Mcdlclnska Fnkultedtcn, Hclsinirtors.. 
Faculty of Medicine, Turku IJnivcr.slty, Turku. 

FORMOSA 

National Defeuso Medical C’oIieKc..... 

FRANCE 

Universite do l-yon Faeultc dc Medccine ct do Phanuacic. 

L'nlversite de .Montficiicr Faeultc do .Mcdcclnc. 
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I’niversitc dc Paris Faeultc de Mcdcelne. 

Universite de Toulnu=e Faculte dc .Medccine ct dc Pharinaeic. 

Universite de Stra‘-t)ourK Faculte dc Mcdcclnc. 

Universite de Nancy Faculte de Mcdcclnc. 

GERMANV 

Friedricii-lViilichns Universitat Medizinischc Fakultat, Berlin. .2 o 

Rhclnl<che Friedrich-Wilhehns Universitat Medizinische Fakultat, 

Bonn. 

.‘'■chleslschc Frtcdrleh-Williclms Universitat >fedlziniscbe Fakultat, 

Breslau . 

Friedrich-.' ■ , ■ Erinnccn 

•illiort-Lu' ' ■ ' cIliurK_ 

OcoTK Au, ■ ■ '■ ■ ■ lln-ren_ 

Ernst-Morltz-.\rndt Uni. Medizinische Fakultat, tiica.s\vald. 

Universitat Ueidellier" Mcdizlni - • . . 

rhrisfian-.Mlirechts Universitat " ■ ' . 

Alliertti.s Universitat Mcdlzlniscl . ' ■ . . 

Universitat Leipzig Medi/infsche Fakultat. 

Pldiiitps Universitat .Modizinl.sclio Fakultat, .Marhurie. 

lAidwlit-.Maxlnillluns Universitat Medizinische Fakultat, .Munich 

Universitat Rostock Mcdizlnl.sche Fakultat. 

Elicrhard-Karls Universitat .Medl<lnl«ciic Fakultat, Tiildnecn... 

.luIlus-Maxlmlllans Universitat Medizinische Fakultat, Wurzlmri? 

Hamituritlschc Universitat .Medizini.sehe Pakuiltat, Hainlmrit. 8 0. I 

Universitat Koln .7Iodizlnlsehe Fakultat, Koln. 

.lohann tVolfcrane Goethe Universitat Medizinische Fakultat, 

Frankfurt-am-Main. 

Wcstfiiilsche IVlIlielms Uni. Jfedizfnfscfie Fakultat, yUinater..... 

Mcdlziniselie Akademle Dtisseldorf...,. 

Uiunl>oUlt University Medical g ' ' 

Medizinische Fakultat ucr .lohni 
Froien Universitat 7fedlzlnlsohe ' ■ ■ 

GREECE 

National University of Athens School of Medicine. 

Aristotle University of Salonika. 

GUATEMALA 

Uni. Nacional do Guntenmia Pncultad de Clenclas Medlcas. 

HAITI 

Ecole Nntiinale do Medccine et dc Phanuacic, Port-au-Prince.., 

▼T^-^^TrtTTT? \ C 

Univcrsldhd Central dc : - Facultnd de 

Jfedicin't, Cirurffln y . . 

ICELAND 

Haskolo I.shinds Lace KnadcUdln, Reykjavik. 

HUNGARY 

-Pnzmany Petnis TudomanycRyofein Orvosi 
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tnsu, Debrecen. 

INDIA 

University of Calcutta Medical Coiiege. 

University of Punjab Medical College. 

University of Madras Medical College. 

University of Utlial Medical College, Cuttack. 

IRAN 

Madrcssch Tob Medical School. Teheran.,.... 

American School Medical Department, Urmia. 

IRAQ 

Royal Iraq Medical College, Bagdad. 
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,, TUKT.AND 

Queen s Unfverj=5ity Faculty of Mcdldnc. BcUn.«t. 

AjUfonnI University of IreliinO Mc<llpal Co)1ol>c. . 

University of Ouhlln School of . . 

LfccntfiUe of the Iloyal Collo^^e of Fhyflelarjs o'f Irelnnd.\\’*‘‘.\' 
lileenllalc of t))e Boy/il CollcA^e of Fbyslchiri.s TJccntlate of the 
Uoynl (.oUesc of Surireoiis of Iroliiml. 


0 1 


, f.SHAKL 

UmliiHsiih Iffilloul School, Uolircw UiilverHUy, •Icnisalcm. 

ITAIA' 

tiiivors.it(t (II UoiOKoa Facolfn dl Jfcdleinn e CIUnirRlu. 

Uiiivcrfltu di .Mlhiiio Fiicoltii dt Mcdtclnn c C'hlrurKin.. 

UnlvcrsUu (U 1-lrciizc Fncoltii til Mciilelnii c Clilnircin. 

C'Dlvcrtittu dl Cntanlu Fiioolta ill Mcdicinn e CtiiMirpla. 

thitversltn ill (Iciiovii Facolta dl Modicina c Chittirgin. 

l'iiivi,’3sltn ill Mt'iiflna Facolta ill Meillcinn e Chlnifgla. 

I'nlviTvIta dl Modena Facolta dl Mcdiclna c Olilnirgla. 

C'lilvorplta lit Majioit Facoifa di Mcdiclna e Chfnirgla.. 

I'nivcrsita dl Padova Facolta ill Mcdiclna c Cldnirgla,__ 

IhilvcrsUa dl Puk'niio FacoUii dl llcdlclaa o Chlnirgia. 

Univorsita ill Parma Faeoltu dl Mcdiclna c CWnirKln. 

PnlvctsUu ill Pavla Facolta dl Mcdtcina c C'htmrgm. 

Uidvcralla d! Pcnigla Facolta di Mctllelnn e Clilnirgla.. 

Phitvcrslta ill Plan Facolta di Mcdiclna c CWnirgia. 

CnivetsUu dt Kama Facolta di Mcdiclna e ChUurgla. 

V’uiverslta dl Siena Facolta iH Mcdiclna o Clilnirglu..... 

Fnlvcralta d! Pari Facolta dl Mcdiclna c CWrnrgla. 

Ul'cni C'liivcralta dc Ctimcriao FacoUa dl Mcdiclna c ClWtvrrKla 

Unlvcraita ill Torino dl Modicina c Clilrnrgia. 

.lAPA.V 

TiAto liniicrja) University Faciiltj’ oI Medicine. 

UWha University of Medicine... 

'I’ohokvi Iwjicrlal University Medical Faculty, Sendai. 

Kyoto Mcdtei' • ' 

Kcio Gijitlrii ' .. . ■ 

Teikok'u IVoincn's .Vcdicai-l’liariiiacoloKicai LOjicac, Aunj.y,,.. 

KOiJBA 

Severance Union Medical College, Seoul. 

College of Medicine, Seoul Katlonal University, Seoul. 

Seoul IVomcn’s Medical College. 

LATVIA 

Lurvijns Universitate Mcdicinas Fakultatc, Illga. 

LEUAAOX 

Ainer/can University ol Vulrut School of Jlcdlclnc. 

Fnculte I'rancuisc dc Medceiim de VUnlvccsltc do St. Joseph, 

Beyrouth . 

LITHUANIA 

University ot Kaunas Medical Faculty. 

MANCHURIA 

Mukden Medical College. 

MEXICO 

Unlversidnd Nuclonal Autoiioina do Mexico Pucultud dc Mcdi- 

cina, Jlcxlco City. 

E.seuela de Medielna dc Nuevo Leon, Monterrey. 

Universidad de Gundalajava Fucultad dc Cleuclas iMediens y 

SHologtcas ... 

RsciwUt .Medico AliJitar, Me.vico City.. 

FncuUnd de In \5nlvci,ddad Naclonal del surcstc, iiicultiid 

Mcdiclna, Merida, Vucalan... 

Escucla Nuclonal de Medielna Homeopiitico, Sfexlco Ufy. 

NETHEUL.ANDS 

Unlversitclt van Awstevdava Geneeskunde Faculteit. 

RUks Onlvcrsitclt to Groningen Mcdlsclie Fnculteit. 

Rijks Unlvcnsltcit te Leiden FneultelV dev Gcnccskunile. 

RUks UnlversUelt te Utrecht Facultcil dcr Geneeskunde. 

NICARAGUA 

Unlvcraldad dc Nicaragua Facultades dc Mcdiclna on Leon y . ^ 

cn Granada. 

NORWAY 

Kongetige Frederiks UnivcMitet Medisinske Fnhnltct, Oslo. 

pFJiV 

Unlrcrsidnd Mayor de San Marcos dc Lima Facultad de Medielna 
PHIJMPPINES 

Unlver.alty ol Santo Tomas Faculty of Medicine and Surgery... 

University of the Philippines College of Medicine, Manila. 

f'entrn Medical CoUcgc, Manila.. 

Manila Central University College of Jlcdlcine, Manila. 
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Lnlwcrsylef .Tozcfn Pllsudsklepo, IVnrsnw. 
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PORTUGAL 

UnH er..:Idndc de Colmhrii PHeiiWndc tie WedJcina. 

Unlvci>idi)dc dc LI,‘;bon Fiiciildiidc dc Jlcdlclnn. 

RUMANIA 

Unlvor^UiUeu dtn Hucurcstt Fncultatcn dc Mcdlclnn. 

Univcr.ciintcn din ItiPl Fncnltnteu dc Mcdlclnn. 

Unlvor»itiitcii din Cluj FaniUntcn do Mcdlclnn. 

SCOTL/IND 

University of Aberdeen Facility of Medicine... 

UnlvcrsUy ot St, Andrews Conjoint Medical School., 

University o{ KdintmtKli FncuUy_^ot Medicine... 
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.St. MiinjfoV Collcfrc .Medical School, Glasgow. 

Licentiate of the Royal Collc>;e of Phy.slelan.s of Fdlnbnrph. 
Licentiate of the Royal Oollcffc of SiirA'cons of EdlnburRh, 
Licentiate of the Royal Faculty of Physicians and SurKCons of 

GiasKOW. 

Poilch Schooi of Medicine, EdInhurKh... 

.SOUTH AFRICA 

University of \VItwntcr,srand Medical School, .Iolianncsl)urB.... 

University of Cape Town Faojlty of .Medicine. 
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Unlver.sldad de IJareelona Facnltad de .Mcdieina. 
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Universidad Central dc Espnna Facnltad do Mcdieina, Madrid.. 

Universidad do Santiapo Facnltad do Mcdieina. 

Universidad de Zarapoza Fac!iltad dc Mcdieina. 

Universidad do Valencia Facnltad do Mcdieina. 
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SWEDEN 

KudkI. Karoliuska Universitetet Mcdicinska Fakulteten, Lund.. 
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Unlversitat Hasel Mcdlzlnlscha Fakuitat. 
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Taiilk 28.—Physiciam Examined ou the Basis of Credentials 
Obtained in Countries Other Than the United States 
and Canada, 1930-1957 
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Tahle 29. -Foreign-Trained Pbysi 


physicians and American citizens educated abroad. 
Graduates of medical schools in the Philippines, 
Iceland, 16 South and Central American countries, 
28 countries of Europe, and 14 countries in Asia 
were represented at examinations. The number 
totaled 2,299. Graduates of 233 medical schools and 
5 licensing corporations were examined. The num¬ 
ber who were successful was 1,345; failures 
numbered 954, or 41.5%. More than 50 graduates 
each from the universities of Habana, Mexico Cit)-, 
Bologna, Rome, Munich, and Geneve were tested 
in 1957, and more than 25 graduates each from 18 
other schools were examined. 

The greatest number examined by any one state 
was 591 in New York, of whom 268 passed, and 323, 
or 54.7%, failed. Illinois examined 379, of whom 
128 passed, and 251, or 66%, failed. Maryland 
examined 200, of whom 126 passed, and 74 (37%) 
failed; 159 were tested in Ohio, 86 passed, and 73 
failed' (45.9%). More tlian 125 were also examined 
California, Connecticut, and Virginia. Other 


in 


states examined fewer than 100. 


-Trained Physicians Licensed by State Boards, 1952-1957 
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Table 28 presents the number of graduates of 
foreign faculties of medicine examined for medical 
licensure in the United States in 28 years (1930- 
1957). In 1936 the number of foreign-trained 
physicians seeking licensure in the United States 
began to increase, and by 1940 there were over 
three times as many as were tested in 1936. Be¬ 
ginning in 1944 the number examined began to 
decrease until 1951, when there was a noticeable 
increase. In each succeeding y^ear the number 
examined has increased. In 1957, the increase over 
the previous year xvas 516. At no time in the 28-year 
period did fewer than 30% fail in a given year. 

In table 29 figures are gixmn for a five-year period 
(1952-1957), showing the number of foreign- 
trained physicians licensed by each state board, 
both after xxTitten examination and by endorsement 
of credentials. l^Tiile table 28 reflects the candidates 
registered after examination only and indicates the 
percentage failing in each year, table 29 records the 
total licensed in each state. In the period shown 
there were 6,557 licenses issued to foreign-trained 


physicians after written examination and 952 by 
endorsement of credentials. The total number of 
such licentiates registered was 7,509. 

Represented in table 30 are figures regarding 
the foreign-trained physicians registered in 1957 
who were not previously licensed in the United 
States and who therefore are additions to the 
medical profession. There xvere 1,014 in this group, 
of whom 991 were licensed by xvritten examination 
and 23 by endorsement of credentials. Comparatwe 
figures for seven prexdous years together xvith the 
figures for 1957 are given in table 31, In eight years 
(1950-1957) there were 5,557 foreign-trained physi¬ 
cians who were added to the physician population 
of the United States, 5,354 obtaining licensure by 
written examination and 203 by endorsement of 
credentials. 

BOARDS OF EXAMINERS IN 
THE BASIC SCIENCES 

Twenty states, the District of Columbia, and 
Alaska have adopted by legislative action basic 
science requirements underlying the practice of the 


CORRESPONDING OFFICERS OF BOARDS OF MEDICAL EXAMINERS IN THE 
UNITED STATES, TERRITORIES, AND OUTLYING POSSESSIONS 


Alabama . Dr D G Gill, Sccretry, State Office Building, 

Montgomery 4 

Arizona . Mr Robert Carpenter, Executive Secretary, 82G 

Security Bldg , Phoenix 

Arkansas . Dr Joe Verser, Secretary, Harri«burg 

California . Dr Louis E Jone*, Secretarv, Room 53G, 1020 

X St, Sacramento 

Colorado . Mrs Bculab H Hudgens, Executive Secretary, 

1012 rremont PI, Den\cr 2 

Connecticut . Dr Creighton Barker, Secretary, 160 St Ronan 

St, Xew Haten 

Dehware . Dr Jo«epb S McDaniel, Secretory, Profc««ional 

Building, Doter 

District of Columbia Mr Paul Foley, Deputy Director, 1740 Ma««a 
chucetts Ave , K AV , AVnshington 

rionda . ... Dr Homer L Pearson, Secretaiy, 901 >’ AN 17(h 

St , Miami 36 

Georgia ... .Mr Cecil L Clifton, 224 State Capitol, Atlanta 3 

Idaho .. .. Mr Armand L Bird, Executhc Secretary, 364 

Sonna Bldg , Boi«e 

Illinois. Air Fredric B Selcke, Superintendent of Regi'- 

tration, Capitol Building, Springfield 

Indiana. Mis« Ruth A’ Kirk, Executive Secretary, 538 

K of P Bldg , Indianapoli« 

Iowa .Mr Ronald V Saf, Executive Secretary, State 

Office Building, Des Moines 19 

Kansas: . Dr F J ^ash, New Brotherhood Building, 

Kansas City 

Kentucky . Dr Ru«ecll E Teague, 020 South Third St, 

Louis\ ille 2 

LouMana . Dr Edwm H Law«on, Secretary, 930 Hibernia 

Bank Bldg , New Orleans 12 

Maine. Dr Adorn P Leighton, Room 514, 142 High St. 

Portland 

Alaryland. Dr Frank K Morri«, 1211 Cathedral St . Balli 

more 1 

AIac«;achu«ctts. Dr Robert C Cochrane, Secretary, Room 37, 

State Hou«e, Boston 33 

Michigan . Dr E C Swanson, Executhe Secretary, 118 

bte\en« T Maeon Bldg, AAest Michigan Me, 
Lansing 8 

Aflnnesota . Dr F H Magncy, 230 Lowry Medical Arts Bldg , 

St Paul 2 

Mi-^l«lppl. Dr R N XVhItfleld. A««I-tnnt Secretnry. Old 

Capitol, Jack«on 113 

Allecouri . Mr John A Holley, Executive Secretary. Box 4, 

State Capitol Building, JefTer*on City 

Montana . Dr Thomas L Hawkln«, Secretary, Vw Fuller 

A\o , Helena 

Nel)raska . Mr Husted K A\’Qt«on, Director, Room 1009, 

State CapUol Building, Lincoln 9 

Nevada . Pr George H Rocs, Secretary, 112 North Curry 

St, Carbon City. 


New Hamp«hlre ... 

New Jersey . 

New Mexico .. 

New York 

North Carolina .. .. 

North Dakota , ... 
Ohio .. 

Oklahoma .. . 

Oregon . 

Pennc> Ivania 

Rhode Inland 

South Carolina 

South Dakota 

Tennessee ....... 

Texac 

Utah 

Vennont 

Virginia . 

\\o«hington 
AAC't Airginia 

AA lccon«in . 

AA yoming 

Alaska . 

Canal Zone 

Guam . 

Hawaii . ... 

Puerto Rico 
Virgin Plandc. 


Dr Mary M Atchi=on, "Secretary, 107 State 
Houce, Concord 

Dr Patnek H Corrigan, Secretary, 2S AVest 
State St, Trenton 

Dr R C Derbyshire, Secretary, 227 East Palace 
A\e , Santa Fe 

Dr Stiles D Ezell, Secretary, 23 South Pearl 
St, Albany 7 

Dr Joseph J Combe, Secretary. 71C Profe««lonnl 
Bldg , Raleigh 

Dr C J Glaepel, Secretary, Grafton. 

Dr H M Platter, Secretary, 21 AVest Broad St , 
Columbue 15 

Dr E F Lester, Secretary, 813 BranlfT Bldg , 
Oklahoma City 

Air Howard I Bobbitt, Executive Secretary, 
CTO Failing Bldg , Portland 4 

Mre Margaret G Steiner, Acting Secretary, Box 
911, Harri«burg 

Mr Thomae B Cacey, AdminI«trator, 366 State 
Office Bldg , Prov idoncc 

Dr Harold E Jervey, Secretary, 1329 Blanding 
St , Columbia 

Mr John C Foster, Executive Secretary, 300 
Fir^t National Bank Bldg , Sioux FalU 

Dr H A\ Quail®, Secretarj, 1635 Fxchangc 

Bldg , Memphis 3 

Dr M H Crabb, Secretary, 1714 Aledical Art- 
Bldg , Fort AVorth 2 

Air Frank E I^ee®, Director, 324 State Capitol 
Bldg , Salt Lake City 1 

Dr J J Lawli«e, Secretary, Richfonl 

Dr K D Grave®, Seerptory. C3I First St . S AV , 
Roanoke Addre«« corre-pomlencc to Board of 
Alofllcal Fxaminer® 


Mr Thomn® A Carter, Secretary, Capitol Build 
Ing, Olympia 

Dr Newman H Dyer. Secretary, ^tate Office 
Bldg No 2, Charle-ton 5 


.ir ,''ccrPiary, .'5iatc 
Office BMg . 1 AAe«t AAIl-on St, Madl«on. 

Dr Franklin D Yoder, Secretary, State Office 
BMg , Cheyenne 


Dr AA M AMiltehcad, Secretary, 172 South 
Franklin St , Juneau 


Dr Charle- O. Brucp, Health Director, Balboa 
Height® 


Dr S F Provench«r. .Acting Secretary. Mariano® 
I<Iand®, Apana , 

Dr I L Tildea, Secretary, lfr20 KaplolanI St 
Honolulu 


Mr .loauuin Mercado Cruz, Secretary, Box 
Santurce ' 

Dr Far!** M Rice. Secretary, Thoma® 
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healing art. A basic science law provides for the 
establishment of a board of examiners and requires 
that each person who desires to practice the healing 
arts appear before the board and demonstrate his 
knowledge of the basic sciences. Tliese boards have 
no licensing powers. A certificate of proficiency in 


Tablt: 30.-Graduates of Foreign Medical Faculties Repre¬ 
senting Additions to the Medical Vrofession, 1957 



Examination 

Reciprocity 

and 

Endorsement 

Total 


. 1 

0 

1 


O 

0 

O 


.. 0 

0 

0 


. .36 

0 

36 


. 0 

0 

0 



1 

58 


. 3 

0 

3 

District ol Coluiulilii. 

. G 

. 15 

4 

0 

10 - 
15 


. 4 

0 

4 


. 1 

0 

1 

llHnnU .. 

. 113 

0 

113 


. 0 

9 

15 


. 9 

0 

9 


. 1 

0 

1 


. 0 

0 

0 


. 0 

0 

0 


. 21 

0 

21 


. 82 

0 

82 


. 17 

0 

17 


. 10 

0 

10 


. 14 

0 

14 


. 3 

0 

3 


. 4 

0 

4 

.Montana . 

0 

. 1 

0 

0 

0 

1 

0 

5 

80 

.\'c« Hamiisltirc. 

. 0 

.... 3 

. SO 

0 

2 

0 


3 

0 

3 


.. 1.50 

0 

156 


.. . 1 

0 

1 


. 1 

0 

1 

82 


. 81 

1 


0 

0 



. 0 

0 



. 9 

0 



33 

0 

33 


.... 0 

0 



13 

0 

13 

ooiilii uaKoiu . 

. . 0 

0 



29 

0 



0 

0 



0 

1 



81 

0 



8 

2 



C 

' 0 


^^cst Mr^lDla . 

5 

0 



0 

0 



0 

0 



0 

1 



0 


0 


0 

0 

70 


70 

0 



0 

0 


Virgin Islands . 

991 

23 

1,014 


Totals 


ndnmental sciences is issued that is a prerequisite 
eligibility to secure a license to practice me mine 

other method of healing. includes 

The term healing art, as defined y > 

treatment, operation, diagnosis, p 
ly systein, ascertainment, cure, 

inption, or pracnc mrrection of any 

,,ik puliation, f oV 

liman disease, aim , . i condition, 

nhealthy or f*? “ 0 ° by w»y “f 

roSdne S surgery; prac- 

S otoSUy; 

)V other branches of healing. 


The states comprising this group, together with 
the year of enactment of the basic science law are 
recorded on table 32. As of July 1,1957, the practice 
acts governing medicine, osteopathy, and chiro- 

Table 31.—Additions to the Medical Vrofession Rejnesenting 
Graduates of Foreign Medical Faculties 1950-1957 


Reciprocity 
and ^ 

Tear Examination Endorsement Totals 

1950 . 267 41 SOS 

1951 . 125 25 450 

1952 . 545 24 569 

1953 . GG2 23 6S.5 

1954 . 749 23 772 

19.55. 881 20 907 

195C. 834 18 852 

J957. 991 23 1,014 

Totals. 5,354 203 6,557 


practic in the state of Kansas were repealed, and 
a new “Healing Arts Act” replaced the three pre¬ 
vious boards. The act provides for the appointment 
of a “Healing Arts Board” and a “Basic Science 
Board.” The Basic Science Board’s function is to 


Table 32.—States Having Basic Science Laws and Icar of 


Alaska . 

Arirona . 

Arkansas . 

Colorado .. 

Connecticut .. 

District ot Columbia 

Florida . 

Iowa . 

Kansas . 

Michigan . 

Minnesota . 


Enactment 


.1916 

.1936 

.1929 

Nchraska . 

Nevada . 

New Mexico. 

.1927 

.1937 

.1937 

.1925 

.1929 

.1939 

.1930 

Oregon . 

Rhode Island. 

South Dakota. 

Tennessee . 

.1931 

.1919 

.1937 

Washington . 

.]»•> 

.1927 

IVisconsin . 


provide certification of ability in the basic sciences 
as a prerequisite to licensure by the Healing r s 

The subjects in which examinations are con- 

oo nru#-! f^nVAipofc fire 


_ 






iBLE 33.-Suhiects Included in Basic Science Examinatiom 

pa* 


/ona . 

cansns . 

lorndo ...... 

DDccticut .... 

strict ot 
Joluinbia .... 


hiKnn . 
incsota 
>raska 
•nda 


K 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 


Ult .. 

Mexico. ^ 

[ihoma .. 


idp Island ... 
th Dakota .. 


thincton ... 
jonsin 


X 

X 

X 

X 

X 

X 

X 

X 


X 

X 

X 

X 


X 

X 

X 

X 

X 

X 

X 

*x 

X 

X 

X 

X 

X 

X 

X 

X 


X 

X 

X 

X 


X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 


)nsm . 

cified by statute. 

jdd any subjects or to relra yons 

my subject, although in s endorsement, 

!1S!-Jtb:u“v board in K.tusassp». 
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fies that it will test an applicant in anatomy, bac- 
teriolog>% chemistry, pathology', and physiology. The 
credentials acceptable for certification without exam¬ 
ination are listed in table 34. The Kansas Board has 
established no formal reciprocal agreements but ^v^ll 
issue a certificate of proficiency on an individual 
basis to those applicants who meet the require¬ 
ments of the Kansas law. 

The results of examinations given and the number 
of certificates issued on the basis of reciprocitj', 
endorsement, waiver, or exemption during 1957 are 


presented in tables 35 and 36. A candidate, in ap- 
pljung for a basic science certificate, is not required 
by law to reveal his school of practice. No attempt 
has been made to differentiate the schools of the 
healing arts represented by the candidates exam¬ 
ined or certified. Ten states either had no failures 
or did not report figures for failiures. The percentage 
of candidates failing is given for those states that 
did submit these data. 

There were 4,866 candidates examined by the 22 
boards in operation in 1957, and certificates of pro- 


Table 34.—Reciproeiii/, Endorsement, Waiver, or Exemption Policies of Basic Science Boards 


Phrsicians are accepted on reciprocity Iron) those states with 
which the hoard ol medical examiners has established reciprocal 
agreements. 

Arizona 

A reciprocal certificate Issued on the basis of a basic science 
certificate that has been obtained by an examination before the 
Issuing board and provided that at least four subjects were 
passed at one sitting unless the state In question examines In 
fewer than four of the six subjects required by the Arizona law. 
Eeciprocity will be extended to those applicants who were li* 
censed to practice In a state prior to the passage of the basic 
science law of that state. 

Artansas 

Reciprocity on the basis of written examination taken before 
all states having basic science laws, except Plorida and Iowa. 
The credential of the Katlonal Board of Medical Examiners is 
acceptable for reciprocal registration. 

Colorado 

Reciprocity as to examination with the following basic science 
boards: Alaska, Arizona, Arkansas, Michigan, Minnesota, Ne¬ 
braska, Nevada, New Mexico, Oklahoma, Oregon, Rhode Island, 
South Bakota, Tennessee, Texas, and Washington. 

Reciprocity as to examination with the Iowa Basic Science 
Board Is granted to those candidates having made original ap¬ 
plication to the board on or before June 1, 11^9. Candidates 
making application after that date and bolding a certificate 
must meet the minimum requirements, 1. e.> that the candidate 
pass an examination In the basic sciences given by the basic 
science hoard ol Colorado and that he pass, at one sitting, at 
least four of the five subjects given, with subsequent passing 
of the filth subject. 

With Connecticut and 'Wisconsin there Is reciprocity as to exam¬ 
ination In the subjects of anatomy, physiology, and pathology. 
Candidates from these states are required to pass the exam- 
^ Inations In chemistry and bacteriology. 

Connecticut 

No reciprocity with other basic science boards. Certification by 
endorsement obtainable by diplomates of the National Board of 
3fedlcal Examiners or to candidates holding a license obtained 
by examination in another state. The latter is acceptable only 
alter three years’ professional activity. 

District of Columbia 

Reciprocity has not been established. The basic science board 
may exempt an applicant. All applications are considered on an 
„ individual basis, 

riorlda 

No reciprocity, waiver, or exemption policies. 

Iowa 

All applications considered on an Individual basis. Will accept 
other examinations If equally comprehensive to tbe Iowa exara- 
^ inatlon, 

Kansas 

No formal reciprocal agreements. On an Individual basis, appli¬ 
cations for endorsement arc considered on the basis of grades 
received in the basic sciences In examinations given by state 
boards of medical examiners, basic science certificates from 
other states or grades received In part I of the examination of 
the National Board of M^ical Examiners. The board may in Its 
discretion waive examination when proof satisfactory to the 
board Is presented that the applicant Is of good moral char¬ 
acter, has a high school education or equivalent, and has 
passed an e.xamfnation In the basic sciences which, in the opinion 
of the board, meets tbe requirements ol the Kansas law. 
Michigan 

Certificates issued by examination are accepted lor registration 
by waiver from the basic science boards of Alaska, Arkansas, 
Colorado. District of Columbia, Iowa, Minnesota, Nebraska, 
Nevada, New Mexico. Oklahoma, Oregon, Rhode Island, South 
Dakota, Tennessee, Texas, Washington, and Wisconsin. 
Applicants who present certificates from the Wiscons'm Basic 
Science Board arc examined in bacteriology and chemistry. 
Applicants who present certificates from the ba«ic science boords 
of Oregon and Washington arc examined In bacteriology. 

The Michigan Board may accept, in lieu of its own examination, 
the baric .science portion of the examination given by any legally 
con«;tituted examining or licensing board in the healing arts. If 
such examination is equal or equivalent to the examination 
given by the Michigan Board. 

Minnesota 

Reciprocity on an automatic basis with the basic science boards 
of Colorado, Nebraska, Oregon, and Tennescee (after Feb. 9, 
lOoO), and on the bnris of having pa*!sed part I of the examina¬ 
tion of tbe National Board of Medical Examiner^. 

Reciprocity on an individual basis with tbe baric science boarts 
of Alaska, Arizona, Connecticut, Michigan (grades must be 
or more in each subject), Nevada, New Mexico, Oklahoma, 
South Dakota, and Texas. 


Reciprocity on an individual basis with tbe medical licensing 
boards of California, Indiana, Kansas, Kentucky, New Tork 
(subsequent to 1925), Oklahoma, Texas, "Vermont, 'Virginia, 
Washington (grades must be 75^ or more In each subject), and 
West VlrglDla. 

Partial credit granted for grades in certain subjects passed In 
examinations of medical licensing boards of Alabama, Georgia, 
Louisiana, North Carolina, Washington, and Wisconsin. 

Nebraska 

No reciprocal agreements; consideration given on an Individual 
basis. A grade of at least 75% is required in each subject, and 
application must be made In conjunction with an acceptable 
application lor reciprocal licensure In one of tbe beahng arts. 

Nevada 

Reciprocity on the basis of written examination with the basic 
science boards of Arizona, Colorado, Iowa, Minnesota. New 
Mexico, Oklahomo, Oregon, South Dakota, Tennessee, Texas, 
and Washington. Waiver with basic science boards of Arkansas, 
Florida, Michigan, Nebraska, and Wisconsin (partial waiver). 

New Mexico 

By waiver—for physicians who have been in coutlnaous practice 
for at least 30 years. By reciprocity for applicants who bold 
certificates issued by virtue of a written examination from 
Arizona, Arkansas. Colorado, Michigan, Minnefsota, Nevada, 
Oklahoma, Oregon, Soufh Dakota. Tennessee, and a limited 
agreement with Iowa, Washington, and Wigconsln. 

Oklahoma 

Applicants arc reviewed on an individual basis. If qualified, wiu 
be accepted provided other state extends a like privilege to those 
holding basic science certificates in Oklahoma. A basic science 
certificate Is not a prerequisite for licensure by reciprocity but Is 
a requirement for licensure by examination. 

Oregon 

Reciprocity on tbe basis of written examination with the basic 
science boairis of Arizona, Colorado, lowa, Michigan, Minne¬ 
sota, Nebraska, Nevada, New Mexico, Oklahoma, South Dakota, 
Tennessee, Texas, Washington, and Wisconsin. After March I, 
195S, candidates lor reciprocity must present evidence of two 
years’ study of liberal arts or science. If they have received their 
basic science certificate after that date. Applicants who received 
their basic science certificate prior to this date need only comply 
with tbe regulations for high school graduation. 

Rhode Island 

Endorsement after oral examination with Massarijusetts Board 
of Registration in Medicine, and basic science boards of Colo¬ 
rado, District of Colombia and Oklahoma. 

South Dakota 

Reciprocity with the basic science boards of Alasta, Arizona, 
Arkansas, Colorado, Iowa, Kansas, MlcbJgan, Minnesota, Ne¬ 
braska, Nevada, New Mexico, Oklahoma, Oregon, Tennessee, 
Texas, Washington, and Wisconsin. 

Tennessee 

Reciprocity with the basic science boards of Alaska, Arizona, 
Arkansas, Colorado, District of Columbia, 3flchigan, Minne¬ 
sota, Nebraska, Nevada, New ifexfco, Oklahoma, Oregon, South 
Dakota, Texas, and Washington. 

Texas 


Reciprocity with the basic science boards of Alaska, Arizona, 
Arkansas. Colorad'' ^ , • raska, 

Nevada, Oklahoma, ■ ■ Wash- 

Ington, and partial . ■ from 

WiccoD«:n required • tcriol- 

ogy, chemistry, and puouc health, and hygiene. 

Washington 

The basic science examination given In Alaska, Arizona, Arkan¬ 
sas, Colorado, District of Columbia, Iowa, Michigan Min¬ 
nesota, Nebraska, Nevada. New Mexico. Oklahoma. Oregon 
Rhode Island, South Dakota, Tennessee, Texa*, and WleconsJn 
win be accepted If grade requirements are met. Not all of the 
above states examine in all of the subject* required by the 
Washington law. Ml*«ing subject or subject® mu«t \ie completed 
by examination l>cfore tbe Washington Ba«Ic Science Board. 

Wiscon«Sn 

Waiver to commlesloned officer® of the annM force® or tb^ 
Public Health Service, to an applicant who ha® part 2 

of the examination of tbe National BoanJ of Medical Exam¬ 
iner®, to a physician licenced to practice medieJn# in a <tafe not 
having a baric science law or ll«n«^ la a }>eiorr th^ e«tab- 
lishment of a ba«Ic science board provide*! he ha* an 

Internship or ha® practiced ior at l**a®t on#* year rince th'‘ 
license was grants, to a phvridan la Canada, and to 

foreign trained physician* holding an M. D. d^g.ree //wm an 
acceptable school who are licensed to practice mMIcine the 
country la which the school attended 1* located. 

Reciprocity on the hari* of written examlaatjon with all state® 
having baric science board*. 
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ficiency were issued to 4,024 individuals after 
written examination. In addition, as noted in table 
36, 2,283 certificates were issued without exam¬ 
ination by 17 boards. The number of applicants 
registered ^^4th or without written examination in 
1957 was 6,307. Florida issued 871 such certificates. 


J.A.M.A., May 31 ,1935 

The registration or examination fee in the stales 
requiring basic science certification is given in 
table 38. In seven instances a higher fee is exacted 
of those desiring certification without written exam¬ 
ination. Examination and endorsement meetings 
are held in most instances semiannually or coincide 


Taule 35.—Applicai\ts Examined in Basic Sciences, 1957 


• % 

Examined Passed Failed Palled 


.\lnskn. 


21 

0 

8.7 

Arizona. 


70 

0* 

0.0 

Arknnsns. 


.382 

230 

.38.1 

Colorndo. 

. 153 

153 

0* 

0.0 

Connecticut. 


128 

0* 

0.0 

District of Columbia. 

. 19 

10 

3 

16.8 

Florida. 


871 

0* 

0.0 

Iowa.. 


174 

0* 

0.0 


. 38 

sn 

12 

31.5 

Michigan. 


431 

141 

24.5 

linncsota. 

. 2,'d 

2.M 

0* 

0.0 


9nri 

Iflf) 

50 

24.4 

45.1 

Nevada. 

. 82 

45 

37 

New Mexico. 

. 113 

113 

0* 

0.0 


.. 102 

102 

0* 

0.0 

Oregon. 

. 173 

91 

82 

47.4 

Rhode Island. 


148 

28 

16.9 


. 45 

33 

12 

20.7 


. Ififl 

109 

0* 

0.0 


. 201 

201 

0* 

0.0 


. 20.1 

107 

38 

18.5 

Wlcconsln. 

. 472 

271 

201 

40.8 

Totals. 


4,024 

842 

17.3 


* Failure data not reported 


Michigan 776, Texas 674, Wisconsin 487, Arkansas 
438, and Minnesota 429. Other states certified fewer 
than 400. 

Table 37 records the number of candidates certi¬ 
fied by basic science boards since 1927. This table 
indicates for each year the number of boards in 


Table 3G.-Basic Science Certificates Issued by Examination, 
Ileciprocittj, Endorsement, Exemption, or Waiver, 1957 


.Maska. 

Arlrona. 

Arkansas. 

Colorado.. 

(’onnoctleiit. 

Olstrlet of Columbia 

Florida. 

Iowa. 

Kansas. 

Mlctiliran. 

Minnesota. 

.Nebraska. 

Nevada. 

New Mexico.... 

Oklaboma. 

OreRon. 

Uliodc Island., 
South Dakota 

Tennessee. 

Texas. 

WasbInKton.. 
Wisconsin.... 

Totals. 



Certified by 

A 

Exami¬ 

Reciprocity, 

Endorsement, 

Exemption, 

nation 

or Waiver 

21 

24 

70 

93 

382 

50 

153 

- 103 

128 

205 

10 

100 

871 

0 

174 

08 

20 

0 

434 

312 

251 

176 

165 

22 

45 

19 

118 

47 

102 

0 

91 

118 

148 

0 

33 

20 

109 

130 

201 

473 

107 

0 

271 

210 

-- 

— 

4,024 

2,283 


Total 

Certified 

A5 

103 

ias 

260 

393 

110 

871 

242 

20 

770 

429 

177 

01 

100 

102 

209 

148 

09 

305 

074 

107 

487 

0,307 




Table 37.—Candidates for Basic Science Certification 
1927-1957 


Examination Reciprocity, 

- '' -, Endorsement, 



No. of 
Boards 

Passed 

Failed % Failed 

Exemption,' 

orlVr.ver 

Totsl 

CertllleJ 

1927. 

6 

291 

33 

10.0 

27 

321 

1928. 

6 

017 

88 

12.4 

19 

w 

1929. 

7 

011 

93 

12.0 

75 

tig 

1030. 

7 

030 

127 

16.6 

122 

T58 

1931. 

7 

034 

153 

19.4 

141 

775 

1932. 

7 

034 

101 

13.7 

118 

752 

1933. 

8 

557 

104 

15.7 

131 

os 

1931. 

9 

761 

116 

13.3 

138 

SS9 

1935. 

10 

791 

162 

16.8 

114 

TO 

1930. 

10 

917 

181 

16.4 

243 

1,1C0 

1937. 

12 

1,102 

242 

18.0 

202 

1,301 

1938. 

12 

1,090 

230 

17.3 

293 

1,3S9 

1939. 

14 

1,110 

219 

18.3 

1,021 

2,131 

1910. 

10 

1,293 

290 

18.3 

346 

1,639 

1911. 

17 

1,751 

373 

17.5 

353 

2,101 

1942. 

17 

1,725 

497 

22.3 

301 

2,0'>9 

1943. 

18 

2,309 

410 

16.1 . 

382 

2,691 

1914. 

IS 

2,144 

605 

22.0 

309 

2,153 

1915. 

18 

2,339 

631 

21.3 

684 

2,9*23 

1910. 

19 

2,558 

692 

21.2 

1,474 

4,032 

1917. 

19 

2,633 

905 

25.0 

900 

3,593 

1918. 

ID 

3,038 

789 

20.6 

1,418 

4,1.56 

1949. 

20 

3,050 

1,515 

29.6 

1,480 

6,136 

1950. 

20 

3,430 

3,198 

1,310 

28.1 

2,520 

6,956 

1951. 

21 

735 

18.7 

1,939 


1952. 

21 

3,800 

1,310 

26.1 

1,924 

4,730 

1953.*.. 

21 

3,8.54 

1,220 

24.0 

1,899 

6,763 

3954. 

21 

3,941 

874 

18.2 

1,976 

6,917 

1055.. 

21 

3,474 

3,734 

447 

11.1 

1,930 

5,410 

1956. 

21 

741 

16.0 

2,373 

C,107 

1957. 

22 

4,024 

812 

17.3 

2,283 

0,30? 

Totals.. 


62,690 

15,133 

19.4 

28,310 

91,000 


with the examinations and meetings scheduled by 
the licensing boards. The Journal publishes semi¬ 
monthly the future dates of examination and re¬ 
ciprocity meetings of all basic science boards. 


Table 38.-Basic Science Registration Fees 


Alaska. 

Arizona .... 
Arkansas .. 
Colorado .. 
Conncetlcut 
District of Columbia 
Florida .. 

Iowa. 

Kansas .. 

Michigan . 

Minnesota 


.$25 
. 20 
. 20® 

New Mexico . 

sio> 

25 

. 50 

. 15 * 

. 25 
. 25 
. 25 
. 10 
. 10 

Rhode Island . 

South Dakota . 

25 

. 10 

O', 

. is* 

. 10' 

. 10 
. 25» 

Washington . 

. 10 * 

.10 « 


Eon for registration without examination; (1) $6 
(4^1%. (5) First certification no fee; all subsequen 


(2) H50; (3) Sis: 

examinations S'd. 


In 1957, there were 4,866 examinations ^ 

basic science boards; 4,024 
842 examination results were reported as unstick 
ful. Unless permitted reexammatioii, 
group does not qualify for consideration 
sure in the healing art in which *ey are m 
The several basic science boards 
each other in the restrictions P^t opon d 
with respect to repetition of oxaminati 

.parable basis from state to state. 


com 
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While tlie informative data presented may be 
useful to those seeking licensure in these states, it 
is recommended that tlie information be supple¬ 
mented by direct communication with tlie basic 
science board. The present executive corresponding 
officer of each of the 22 basic science boards is as 
follows: 


. Mr. Herman E. Bateman, UnI\or«ity of Arizona, 

Tiic«on. 

Ailwan«as . Mr. S. C. Dellinger, Zoology Department, Uni¬ 

versity of ArV'nn«n«, FaycttevUle. 

Colorado . Br. Esther B. Starks, 14."0 Ogden St., Denver 18. 

Connecticut . Mr«. Regina G. Bronn, 2-lS Bradley St., New 

Haven 30. 

District of Columbia Mr. Paul Foley, 1740 Mnsfinchu«:ctt« Avc., N. W., 
Washington G. 

Florida . Mr. M. W. Emmcl, Box 8t0, Gainesville. 

Iowa. Mr. Elmer W. Hertel, Wnrthurg College, 

Wn\ crly. 

Kansas . Dr. Robert E. Stowoll. University of Kan^a® 

School of Medicine, Kansas City. 


Michigan .. Mr*-. Anne Baker, IIC Steven<? T. Mn«:on Bldg., 

W. Michigan A%’e., Landing 35. 

Minnesota .. Dr. Raymond N. Blcter, 10.1 Millard Hall, Uni¬ 

versity of Minnesota, MInncapolla. 

Nebraska ... Mr. Husted K Watson, Room 1009, State Capitol 

Bldg., Lincoln 9. 

Nevada . Dr. Donald G. Cooney, Box 000'», University Sta¬ 

tion, Reno. 

New Mexico. Mrs. Marguerite Cantrell, Box lo22, Santa Fe. 

Oklahoma . Dr. E. F. Lester, 813 BranlfT Bldg., Oklahoma 

City. 

Oregon .. Dr. Earl M. Pnllott, State Board of Higher 

Education, Box 5175, Portland. 

Rhode Island. Mr. Thomas B. Ca^ey, 3GC State OfTlco Bldg., 

Providence. 

South Dakota. Dr. Gregg M. Evans, 310 E. l.'ith St., Yankton. 

Tennessee. Dr. 0. W. Hyman, G2 S. Dunlap St., Memphis. 

Texas. Bro. Raphael Wilson, 407 Perry-Brooks Bldg., 

Austin. 

Washington . Mr. Thomas A. Carter, Department of Licenses, 

Capitol Bldg., Olympia. 

Wisconsin . Mr. William H. Barber, 021 Ransom St., Ripon. 

Alaska. Dr. K. Hnrri«on Leer, Box 204, Alaska Office 

Bldg , Juneau. 


NATIONAL BOARD OF MEDICAL EXAMINERS 


The National Board of Medical Examiners, 
founded in 1915, includes in its membership repre¬ 
sentation from the Federation of State Medical 
Boards of the United States, tlie Council on Medical 
Education and Hospitals of the American Medi¬ 
cal Association, the Association of American Medi¬ 
cal Colleges, the Armed Serwees, and the Veterans 
Administration. Members at large are elected from 
among leaders in medicine throughout tlie United 
States. Tlie purpose of this examining agency is to 
administer an examination that may be accepted as 
an adequate qualification for a medical license. The 
National Board is not a national licensing board. It 
is the function of the individual states to determine 
who shall practice within their borders and to 
maintain high standards of medical practice in 
accordance with their ossm rules and regulations. 

The certificate of the National Board of Medical 
Examiners is accepted as an adequate qualification 
by the medical licensing autliorities of tlie states, 
the District of Columbia, and the territories witli 
the following exceptions: Arkansas, Florida, 
Georgia, Indiana, Louisiana, Michigan, North 
Carolina, and Texas. The Georgia licensing board 
will accept certificates issued prior to October, 
1953. Tlie Michigan licensing board will accept 
applicants who have completed parts 1 and 2 prior 
to Nov. 1, 1954, but who require a special ^\Titten 
supplemental examination. Supplemental oral exam¬ 
inations are required by the licensing boards of 
Illinois, Rhode Island, and Wyoming. 

The following boards of examiners of the basic 
sciences accept tlie examinations of the National 
Board in lieu of their own: Alaska, Arkansas, 
Connecticut, Iowa, Kansas, Minnesota, Nebraska, 
Oklahoma, Tennessee, Wisconsin, and tlie District 
of Columbia. Diplomates of tlie National Board are 
required to take an examination in the basic sciences 
before obtaining a medical license in Arizona, Colo¬ 
rado, Florida, Michigan, Nevada, New Mexico, 
Oregon, Rhode Island, South Dakota, Texas, and 
Washington. 


The examination is divided into three separate 
parts and may be taken during tlie course of train¬ 
ing in tlie medical school. Parts 1 and 2 are of the 
multiple choice t>Tpe. Each of the six examinations 
of part 1 and each of the five examinations of part 
2 is developed by a separate committee which is 
appointed by the Board and which is composed of 
teachers and clinicians prominent in their own 
fields. All aspects of tlie testing program, including 
scoring and statistical analysis, are now carried on 
in die oSices of the National Board. Tlie third, or 
final, part of the examination provides a total of 
seven hours for each candidate to demonstrate his 
ability to apply his knowledge of clinical problems 
in four major elements of general practice. In each 
of these subjects time is provided for the candidate 
to study a patient or clinical specimens. He is then 
required to wite an essay test based on the patient 
or the clinical specimen that he has studied. His 
essay paper is then reviewed by separate examiners 
in each subject. After diis, the examiners question 
the candidate in other aspects of the subject. 

Examinations in part 1 were held during 1957 
in June and September and in part 2 in April and 
June. Part 3 of the examination is administered 
through subsidiary boards located in the major 
cities of the United States during the last two weeks 
of June of each year. Mdiere indicated, interim 
part 3 examinations xrill be organized by an indi¬ 
vidual subsidiary' board during tlie course of the 
year, Tlie dates of all examinations are posted on 
medical school bulletin boards and published in 
The Journal and in “The National Board Exam¬ 
iner,” the official publication of the National Board 
of Medical Examiners. 

Tlie National Board admits to its examination 
students in and graduates of approved medical 
schools in the United States and Canada. Tlie Na¬ 
tional Board does not, at the present time, admit 
to its examination graduates of other medical 
schools. Upon receipt of a request initiated by a 
state licensing board, a specialty' board, or a medi- 
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cal school, an individual trained in a foreign 
medical school may be admitted to the National 
Board examinations in order to satisfy special re¬ 
quirements or regulations of the licensing board, 
specialty board, or the medical school. He is not 
considered a candidate for a certificate but is ad¬ 
mitted to the examination as a service to the agency 
requesting tlie service and the grades are sent only 
to the board or school concerned. 


Table 3Q.—National Board Examinations in Fart 1,1922-1957 


Date 

Total % . 

Examinations Passed Incomplete Palled Pniled 

2.790 1.865 742 189 9.2 

September, 1957.... 

.... 1,020 

410 

569 

35 

7.7 


3,81G 

2,281 

1,311 

244 

8.9 

■> 

388 

263 

58 

07 

20.3 


507 

349 

77 

81 

18.8 

>4. . 

591 

415 

09 

107 

20.6 

. 

COS 

400 

60 

158 

28.3 

icK>rt. 

625 

430 

104 

85 

16.3 

1097 .. 

702 

452 

169 

91 

10.8 

!<¥>«. 

&13 

533 

231 

79 

12.9 

IQOQ . 

1.096 

676 

331 

90 

11.8 

loan . . 

1,260 

801 

345 

114 

12.5 

la'll. .. 

i.2n 

755 

425 

97 

11.4 

ia».. 

1,307 

847 

371 

89 

9.6 

iai!i . .. 

1.234 

782 

310 

130 

14.8 

lOli . 

1,241 

809 

347 

85 

69 

9.5 

8.1 

12.5 

icirL«i.. 

1.264 

785 

410 

lorirt . 

1,344 

858 

303 

123 

10117 . 

1.435 

871 

416 

149 

14.6 

.... 

1.054 

980 

603 

100 

14.0 

. 

1.733 

1,048 

460 

225 

17.7 


1,653 

1,009 

375 

209 

10.4 

, .. 

]aii .. 

1,640 

1,087 

346 

207 

10.0 

•(fip .. 

. 1,867 

1,204 

471 

192 

13.8 

.. 

2,050 

1,441 

902 

263 

14.9 

15.9 
11.8 
13.5 
14.7 
14.4 

9.4 

fOli .......I 

4,229 

2,320 

1,405 

438 



2,100 

1,475 

284 

, . 

1040 . 


1,695 

1,189 

204 



1,844 

1,352 

318 


. 3,807 

2,178 

1,202 

307 


. 8,832 

2,337 

1,243 

213 


. 3,078 

2,358 

9S6 

334 

9.0 


. 8,620 

2,153 

1,038 

329 

376 

9.3 


8.9S9 

2,407 

1,147 

9.4 



2,866 

980 

432 

289 



. 3,252 

2,280 

077 



. 3,196 

1,735 

1,173 

288 



. 8,475 

2,075 

510 

290 




2,281 

1,311 

224 


Totals. 

. 78,515 

48,173 

23,001 

7,341 

13.2 


In the following paragraphs data are Presented 
retrardina the examinations conducted ttnd 
Same of certificates by the National BoaA-ais 
J the 36th annual compilation o£,*ese stateti^. 
TliP board’s first examination was given m Octobe , 
ml6 From tS date and up to and ineludmg a 
‘ • T no 1Q91 11 examinations were given 

subjects, part A a comnonent subjects or 

clinical a clinical and practical 

subdivisions; ability in obsmation 

evaluation oi m , . ^ principles of 

in aiagnostic a™men,^nd J „ajot^lements of 

therapy, appbc j finical medicine, pedi- 

Sf eEe"^ 

cology. 


The results of examinations given in parts 1 and 
2 during 1957 and for each year since 1922 are 
recorded in tables 39 and 40. The data shown in 
these tables represent examinations conducted 
rather than persons examined, and the figures thus 
include candidates who fail and are reexamined 
during the same year and those who may pass 
parts 1 and 2 in the same year. 

In 1957, 3,816 examinations were given in part 1; 
2,281 passed, and 224, or 8.9%, failed. There were 
1,311 incomplete examinations given. In part 2, 
2,151 examinations were held; 2,115 passed, and 
18, or 0.8%, failed. Incomplete examinations are 
seldom given in part 2. There were 18 such exam¬ 
inations given in 1957. 

Since 1922 a total of 78,515 examinations have 
been given in part 1 and 41,903 in part 2. During 
this period 48,173 passed part 1 and 40,231 part 2. 


Table 40.—National Board Examinations in Fart 2,1922-1957 


Date 

April, J957... 
.lUDD, 1957.... 


Total w 

Examinations Passed Incomplete Palled Palled 


1,936 

215 


1,910 

205 


12 

6 


14 

4 


0.7 

1.9 


Totals, 


2,151 2,115 18 18 O-S 


1009 .. 

... 109 

90 

0 

lOO/i . 

... 192 

170 

2 

1004 , , ,. 

... 267 

227 

0 

100 ?^ . 

342 

309 

0 

lOOA, .r,. 

... 381 

334 

1 

ywn ... . 

361 

314 

1 


... 410 

371 

1 

■^000 ^ ^. 

465 

399 

19 

. 

... 620 

543 

7 


... 719 

630 

2 

.. 

... 732 

674 

0 

lOW . 

714 

651 

0 

■joq| , ,. 

... 633 

583 

0 


... 689 

620 

0 


.... 768 

716 

2 


.... 855 

803 

1 


.... 861 

815 

0 


.... 938 

884 

0 


1,028 

903 

9 


1,001 

954 

1 


1,072 

1,031 

0 


.... 1,861 

1,805 

0 


.... 1.405 

1,350 

0 


1.599 

1,665 

0 


1.825 

1,782 

0 


1.641 

1,613 

0 


1,742 

1,725 

0 


1.737 

1,691 

0 


. 1,863 

1,837 

0 


2.045 

2,017 

0 


2.017 

2,001 

0 


2.200 

2,145 



2,258 

2,169 

26 


2,220 

2,181 



... 2.182 

2,153 



. 2,151 

2,115 


Totals. 

41,903 

40,230 

97 


19 

17.4 

20 

10.5 

40 

16.0 

33 

9.6 ■ 

46 

12.1 

46 

12.8 

38 

9,3 

47 

10.5 

70 

11.4 

87 

12.1 

68 

7.9 

63 

8,8 

60 

7.9 

69 

10.0 

60 

6.5 

61 

6.0 

46 

5.3 

54 

6.8 

50 

6.5 

46 

4.6 

41 

3.8 

66 

3.0 

55 

3.9 

34 

2.1 

43 

2.4 

28 

1.7 

17 

0.9 

46 

26 

20 

1,3 

28 

1.4 

16 

08 

54 

2.4 

63 

2.8 

36 

1.6 

20 

1.2 

18 

08 

1,676 

38 


le 36-year period 
ires in part 1 (13.2%) 

> 1957, 2,010 te^w^ 



in part 3 in 1955 and were 

given in granted the certificate 

d of whom 35,825 were gr ves in tl^'^ 

brboard,Tl.e P— 

examination m 36 y 
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physicians certified as diplomates in 1957 repre¬ 
sented 65 medical schools in the United States, 8 
in.Canada, and 9 medical schools of other countries. 
Tlie school and the number of e.vaminees from each 
are included in table 42. 

In 1957, tliere were 3,027 licenses to practice 
medicine issued by endorsement of tlie certificate of 
the National Board of Medical Examiners by 42 
boards, the District of Columbia, Alaska, Canal 
Zone, Hawaii, and Peurto Rico. Tire number regis¬ 
tered by each of these licensing boards is recorded 
in table 43. There have been 38,455 licenses issued 
on the basis of endorsement of the board s certifi¬ 
cate by the various states, territories, and outlying 
possessions since 1915. 


Table 41.—jVntionaZ Board Examinations in Part 3,1922-1957 


Year 

Total 

Examinations 

Passed 

Failed 

Vc 

Failed 

1Q‘» 


oo 

0 

0.0 

1?23. 

S2 

81 

1 

1.2 


120 

120 

6 

4.S 

1925. 

219 

206 

13 

5-9 


255 

243 

12 

4.7 

1927. 

293 

272 

21 

7.2 

m’S .... 

322 

306 

16 

5.0 

1929.. 

352 

337 

15 

4.3 

I'GO. 

420 

401 

19 

4.5 

1931. 

437 

419 

IS 

4.1 

1932.. 

.... 550 

522 

23 

3.1 

1933. 

.... 551 

526 

25 

4.5 

1934. 

• *.. 5G7 

54S 

19 

3.4 

1935. 

593 

57S 

20 

3.3 

19M. 

.... 376 

517 

29 

5.0 

1937. 

.... 6GS 

630 

SS 

5.7 

1933. 

706 

6S2 

24 

3.4 

1939.r.... 

770 

729 

41 

5.3 

1910. 

"92 

m 

21 

2.7 

1941. 

910 

S85 

25 

2.7 

1942. 

1,054 

1,041 

13 

1.2 

1913. 

1,230 

1,213 

17 

1.4 

1944. 

1.163 

1,146 

fhl 

l.S 

1IM5. 

1,245 

1.232 

13 

1.0 

1940. 

l.l>34 

1,613 

21 

1.2 

1947. 

1,741 

1,723 

18 

1.0 

194S. 

1.713 

1,700 

15 • 

0.9 

1W9. 

. .. l.OSo 

1,674 

11 

O.G 

1950. 

1,732 

1,736 

16 

0.9 

1951. 

1.73S 

1,703 

30 

1.7 

1952.... 

9 

2,036 

92 

4.3 

1953. 

2,039 

1,979 

60 

2.9 

1954. 

2,133 

2,052 

81 

3-8 

1955. 

_ 2,090 

2,077 

13 

0.6 

1350. 

.... 2,0S5 

2,072 

13 

0.6 

1957. 

2,010 

1,993 

12 

0.6 

Total.fi.... 





- 36.663 

35,825 

83S 

2.3 


A number of medical schools use National Board 
e.xaminations for tlieir oato purposes. In some 
schools the entire second-year class takes part 1 at 
the end of die second year; in others part 2 serves 
as a comprehensive examination at die end of the 
fourth year; in still odier schools bodi parts 1 and 
2 are taken by all students. At the present time 
diere are 35 medical schools in which 25 or more 
students take National Board examinations. In 29 
schools, the National Board examinations are re¬ 
quired for the entire class for either part 1 or part 
2 or both parts 1 and 2. 

Tlie officers of the board are Walter A. Bloedom, 
M.D., President; Creighton Barker, M.D., Vice- 
President; John P. Hubbard, M.D., Executive Sec¬ 


retary and Treasurer; William V. Clemans, Ph.D., 
Director of Testing Services; Christian J. Lambert- 
sen, M.D., Assistant Secretary'; George D. Ludw'ig, 

Table 42.—Diplomates from Individual Medical 
Schools, 1957 


United States 


Medical College of Alabama 1 

University of Arkansas. 5 

College of Medical 

Evangelists. 33 

Univ. of Southern California 3 

Stanford University. 7 

University of California, L.A. C 

University of Colorado. 1 

Yale University . 73 

Georgetown University .104 

George Washington 

University . 85 

Howard University. 1 

University of Miami . 7 

Medical College of Georgia .. 1 

Chicago Medical School. 77 

Northwestern University. 42 

Stritch School of Medicine ... IS 
UnIv. of Chicago Sch. of Med. 40 

University of Illinois. 24 

State University of Iowa. 10 

University of Kansas. 9 

University of Louisville. 10 

Tulane University. 1 

Johns Hopkins University ... S 

University of Maryland. 5 

Boston University. CG 

Harvard Medical School.121 

Tufts Univ. Med. School.107 

University of Michigan. S 

University of Minnesota. 2 

St. Louis University. 7 

Washington University . 11 

Creighton University. 3S 

University of Nebraska. 4 

Albany Medical College. 4S 

State Univ. of N.T., Brooklyn 14C 

University of Buffalo. C3 

Columbia University.118 

Cornell University. 70 

New York Medical College ... 78 

New York University.13.5 

University of Rochester. 53 

State Univ. of N.Y., Syracuse 69 

Duke University. 4 

Western Reser%’e University 31 

Ohio State University. 1 

University of Oregon. 10 

Hahnemann, Fbiladelpbia ... 7 

Jefferson Medical College .... 9 

Temple University. 10 


University of Pennsylvania 32 
Woman's Medical College ... 13 

University of Pittsburgh. 2 

University of Tennessee. 3 

Mebarry 3fedical College. 2 

Vanderbilt University. 1 

University of Texas. 2 

Baylor University. 1 

University of Utah.. 2 

University of Vermont .. 32 

University of Virginia. 2 

Medical College of Virginia 1 

University of Washington ... 3 

University of Wisconsin. 4 

Marquette University . 4 

University of Puerto Rico ... 20 

Total.lj)10 

Canada 

University of Manitoba. 3 

Dalhousie University. 2 

Queen's University . 3 

University of Ottawa. C 

University of Western Ontario 1 

University of Toronto. 4 

McGill University . 50 

University of Montreal. 1- 

Total . 70 

Foreign 

University of Leige, Belgium . 1 

University of Kobenhavns, 

Denmark . i 

University of Frankfurt, 

Germany . 1 

University of Rome, Italy ... 1 

University of Leiden, 

Netherlands.. 3 

University of Pbllipplnes .... 1 

University of Bern, 

Switzerland. 2 

University of Geneva, 

Switzerland . i 

University of Zurich, 

Switzerland. 1 

Total . 12 


M.D., Assistant Secretar>'; J. S. Rodman, M.D., 
Honorary Medical Secretary; and Everett S. El- 
wood, Consultant on State Board Relations. 

The address of the board is 133 S. 36tli st., Phila¬ 
delphia 4. 


Table 43.—Licenses Granted on the Basis of National Board 
Certificates, 1957 


Alahania . 

. 9 

New Hampshire . 

o-t 

Arizona . 

. 16 

New Jersey .. 

.. 89 

California . 


New Mexico . 

.. 3 

Colorado . 

. 26 

New York . 

.. 921 

Connecticut .. 

.172 

North Carolina. 

o 

Delaware . 


North Dakota. 


Dist. Columbia .. 

. 15 

Ohio . 

.. 9’ 

Georgia . 

. 15 

Oklahoma . 

.. 6 

Idaho . 

. 9 

Ore-’on . 

.. IS 

Illinois .. 

. I2I 

Pennsylvania . 

.. 114 

Iowa . 

. 16 

Rhode Island . 

26 


. 8 



Kentucky . 

or 

Tennessee . 

.. 1.3 

Maine . 

. 2.5 

Utah . 

.. 14 


. 83 



Massachusetts . 

. 249 

Virginia . 

.. 42 

Michigan . 

. 24 

Washington . 

.. 31 

Minnesota . 


West Virginia . 

.. IT 


r. 



Missouri . 

or* 

Wyoming . . . 

.. 4 

Montana. . 

. 2 

Alaska. Canal Zone, 


Nebraska . 

. 1 

Hawaii and Puerto Rico .. 

... 51 

Nevada . 



— 


3.«T 
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ORGANIZATION SECTION 


A. M. A. SAN FRANCISCO BROADCASTS 

Foi’ the first time in A. M. A. history, highlights 
of an annual meeting will be broadcast daily to the 
general public via television and radio. Programs 
\vill be presented next month in San Francisco as a 
public sendee by the A. M. A. in cooperation with 
tlie Merck, Sharp & Dohme pharmaceutical com¬ 
pany over commercial radio station KROW (960 
kilocycles) and KQED, educational television 
Channel 9. A full hour preview of the meeting, 
entitled "Salute to San Francisco” and featuring 
intendews and statements of medical leaders, will 
be telecast at 5:30 p. m. Sunday, June 22. There¬ 
after, daily tlirough Thursday, summaries of scien¬ 
tific material and otlier convention news will be 
telecast from 5;30 to 6 p. m. Radio broadcasts 
covering tire previous days events as well as 
planned activities for the coming day will be pre¬ 
sented Monday tlirough Friday of convention week 
from 7:30 to 7:45 a. m. All news items will emanate 
from tlie A. M. A. press room in the Palace Hotel, 
and will be broadcast from the respective studios. 
Production is being handled by tlie California 
Academy of Sciences. Plans call for presenting the 
material in a manner which will adequately sum¬ 
marize convention happenings for both die general 
public and physicians attending the sessions. Kine¬ 
scopes of die television shows will be edited as a 
one-hour film for later disti'ibution to county and 
state medical associations. 


NEW A. M. A. PUBLICATIONS 

A new A. M. A. leaflet entitled “The Fifth Free¬ 
dom,” points out diat it is every American’s basic 
right to choose not only where he will live or the 
church he will attend but also die physician in 
whom he has die greatest confldence. Free choice 
and mutual understanding are essential to the 
formation of a good doctor-patient relationship. 
Tliis leaflet was distributed in May to state and 
county medical societies. 

“Suggested Guides for Medical Society Commit¬ 
tees on Aging” is the title of a booklet being pre¬ 
pared by A. M. A. Committee on Aging for use by 
state and county medical societies. It contains sug¬ 
gestions on (1) purposes of a medical society 
committee on aging; (2) membership and format; 


(3) tenure of members; (4) meetings; and (5) 
activities. Copies of the pamphlet will be available 
irom the Council on Medical Service. 

The new edition of the A. M. A. booklet, “Vol¬ 
untary Prepayment Medical Benefit Plans,” Mil be 
available from the Council on Medical Senice 
early in June. In addition to a description of plans 
having medical society approval, this edition of the 
brochure will contain data on the growth of such 
plans and a resume of new developments in the 
field. 


NEW A. M. A. NEWSPAPER 

Publication of a bi-weekly tabloid newspaper to 
keep American Medical Association members in¬ 
formed of socioeconomic and other nonscientiilc 
happenings of special interest to physicians Mil 
begin this fall, according to General Manager 
F. J. L. Blasingame. The 16-page paper Mil be 
produced by a staff of experienced journalists cen¬ 
tered at headquarters in Chicago. The duties of 
editor have been assumed by Jim Reed, who comes 
to tlie A. M. A. from the executive editorship of the 
Topeka Daily Capital, where he served for eight 
years. Mr. Reed has worked with the Kansas Medi¬ 
cal Society in developing a code to promote a bet¬ 
ter flow of information between the medical pro¬ 
fession .and various news media. Last year the 
Kansas Bar Association honored him “for the most 
constructive contribution to the science of jurispru¬ 
dence and administration of justice by a Kansas 
newspaperman.” As editor of the new A. M. h- 
News, Mr, Reed will report directly to Dr. Blas¬ 
ingame and will be responsible for the editorial 
phases of the tabloid’s operation. Production, cir¬ 
culation, and the sale of advertising will be handled 
from the A. M. A. Business Manager’s ofBce. 


QUARTERLY CUMULATIVE INDEX MEDICUS 


Volume 58 of the Quarterly Cumulative Index 
dicus, covering literature for the last halt 
ily-December) of 1955, has been mailed to sub- 
bers and is now available for purchase from 
Order Department of tlie American Medical 
ociation. Reprints of the list of periodicals and 
ilishers from this volume are also in stoek. tne 
for 75 cents each. Editing and reproduction ot 
>y for volume 59 is in progress at present. 
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j ALABAMA 

i Plan Research Building for Health Sciences.—Con¬ 
struction has begun on the health sciences research 
I building at the Medical College of Alabama, Bir- 
! mingham. The building was made possible by the 
passage of an amendment in the state-wide election 
Dec. 17 which made funds available to match an 
award of $1,0.33,000 of federal monies. In 1948 
, the annual value of gifts and grants for research 
and training to the Medical Center was about 
I .$30,000. This amount has increased to about 

$1,000,000 a year. The availabiliU' of the research 
building will permit the expansion of present pro¬ 
grams and will stimulate the recruiting of healtli 
scientists to tlie center. The location of the build¬ 
ing will be unique in that it will span 7th Avenue 
on the east side of 19th Street. This wll achieve 
the physical union of all of the major units of the 
center. The building is expected to be ready for 
occupancy in the fall of 1959. 

CALIFORNIA 

Grant for Research at Stanford.—A $2,680,000 en¬ 
dowment to Stanford Medical School has been 
established through the estate of Mrs. Sophie K. 
Hall of Los Angeles. The bequest, income from 
which will support the Lendal M. Gray research 
fund, named for Mrs. Hall's first husband, is the 
largest single gift from an individual since the 
founding grant of Senator and Mrs. Leland Stan¬ 
ford in 1885. The fund is to be used for research 
in medicine at Stanford. 

Hospital News.—The air-conditioned surgical and 
central service departments in the new wng of the 
Saint Francis Memorial Hospital have been opened. 
The new surgical department comprises the entire 
second floor, and includes four major and six minor 
surgical rooms and two cystoscopic rooms. The new 
wing will also house the new Psychiatric Unit, 
which will supplement the outpatient clinic opened 
by the hospital the first of the year. Facilities have 
been prowded for a new obstetrical and gjmecol- 
ogical department, a new radiological department, 
and additional clinic services, to be built as soon 
as funds are available.—Dr. Dwight H. Murray, 
past-president of the American Medical Association, 
was tile luncheon speaker at the first sjanposium 
and convocation of the new Memorial Hospital of 

Physicians are inWted to send to this department items of ne^^s of 
Rcncral interest, for example, those relating to society' activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Long Beach medical staff May 21 at Seaside Hos¬ 
pital. The new Memorial Hospital building was 
officially started on May IS, when groundbreaking 
ceremonies were held, and the s}'mposium was con¬ 
ducted as part of the celebration. Seaside Memorial 
Hospital will operate the new 400-bed facilit}'. 

DISTRICT OF .COLUMBIA 
Dr. Hussey Named Dean at Georgeto%vn.—Dr. 
Hugh H. Hussey Jr., director of the department 
of medicine, has been appointed dean of the 
Georgetown University School of Medicine, effec¬ 
tive July 1. Dr. Hussey succeeds Dr. Francis M. 
Forster, who is resigning the post to devote all bis 
time to neurology, but wall remain as professor 
and director of the department of neurology, a 
position he has held along with the deanship. Dr. 
Hussey is the medical editor of GP and associate 
editor of Medical Annals of the District of Colum¬ 
bia. For 16 years Dr. Husse)' was chief of the 
Georgetowm Division at District of Columbia Gen¬ 
eral Hospital. 

FLORIDA 

Outbreak of Typhoid Fever.—The U. S. Public 
Health Ser\'ice’s Morbidity' and Mortality Weekly 
Report released May 9, notes that Dr. James O. 
Bond, Florida State Board of Health, reported 
during tlie first week in April, three proven cases 
of typhoid fever due to Salmonella tijphi, t}q)e Ei, 
in children 6, 7, and 8 years old in Florida. The 
three boys were associated at school and at home 
and gave histories of ha\dng been swimming in a 
small stream that carries untreated sewage from 
another section of the town. No other potential 
sources of the disease were discovered in an in¬ 
vestigation which included an exliaustive sm-v'cy 
for carriers among contacts. The three cases were 
asjanptomatic two weeks after initial treatment 
with a broad-spectrum antibiotic. There are no car¬ 
riers of S. tijplii noted in the records for diis area, 
but a search is being carried out by retrograde in¬ 
vestigation of the sewage system, 

GEORGIA 

Appointment to Cardiovascular Research Chair.— 
Dr. Elbert P. Tuttle Jr. has been named to the 
chair of cardiovascular research in the Emor>’ Uni¬ 
versity School of Medicine, Atlanta, where he has 
been an assistant professor of medicine since July, 
1957. Appointed Research and Clinical Fellow in 
Medicine at Har\'ard in 1953, he was made assist- 
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ant in medicine in charge of the renal physiology 
laboratory in 1955 and during this period, he was 
also a research fellow for the National Heart Insti¬ 
tute. Dr. Tuttle’s investigations for the next several 
years will be devoted to the relation between high 
blood pressure, the excretion of salt by the kidney, 
and the output of the heart. The Georgia Heart 
Association provides partial support for the posi¬ 
tion in cardiovascular research. 

ILLINOIS 

Seminars in Psychiatry.—The last two seminars in 
the present series on “Modern Concepts in Psychi¬ 
atry held at the Veterans Administration Hospital, 
owney, are as follows: 

unc 18—“The Question of Manic Depressive Psychoses.” 
Lecturer: Dr. Donald W. Hastings, department of psychi¬ 
atry and neurology, The Medical School, University of 
Minnesota, Minneapolis. 

June 25—“Psychopharmacology I and II.” Lecturer: Dr. 
Lester H. Rudy, superintendent. Research Hospital, Gales¬ 
burg, Ill. 

For information write Dr. Arpad Pauncz, Assist¬ 
ant Director, Professional Services for Research 
and Education, Veterans Administration Hospital, 
Downey, Ill. 

Chicago 

Award of Dermatology Fellowship.—The 1958 
Toni-Gillette fellowship in dermatology at North¬ 
western University Medical School has been award¬ 
ed to Dr. Fred Levit, of Chicago, a second-year 
resident. Dr. Levit who was selected by the fel- 
lowsliip committee will conduct research under 
the direction of Dr. Herbert Rattner, chairman of 
the dermatology department. Last year, Dr. Levit 
was engaged in dermatology work at the Veteran’s 
Administration Research Hospital, prior to which 
he was in general practice. The fellowship, which 
is renewable for one year at the discretion of the 
school, was established in 1957 by the Toni Com¬ 
pany. It provides that the nominee receive $2,500 
if married, $2,000 if single, and an additional $1,500 
goes to the university to defray tuition and de¬ 
partmental overhead expenses. 

Physicians Honored for Hospital Service.-Ten 
physicians with a total of 491 years on the staff of 
Englewood Hospital received scrolls honoring them 
for “diligent and humane service” at the annual 
staff banquet. A scroll was to have been presented 
to Dr. Charles R. Benner, 78, who died April 29. 
The hospital began in two rooms in 1894 with four 
beds and today has 160 beds and facilities for 34 
babies. Six physicians received their scrolls at the 
banquet; William L. Gregg (47 years with the hos- 
nilalV, Charles S. Salmon (50 years); Carleton S. 
Mvers (55 years); Ira E. Greenburg (48 yeaxs); 
SimonH. Mb (40 years); and Nathaniel I. Baskind 
(>\5 vearsVEout ^re honored in absentia: Meyer 

A 
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Solomon (49 years); August C. King (44 yearsi- 
John K. McQuarrie of Palos Park (63 years V 
Frank M. Phifer, Kankakee (SO y\L] S'St 
Quarne, who has the longest term of service of any 
staff member, and who took his first patient to the 
hospital in 1895, is still actiye in hospital affairs. 


IOWA 

Memorial to Dr. Downing.-The dedication of the 
Dr. James A. Downing Memorial Room at Ray¬ 
mond Blank Hospital for Children, in Des Moines, 
was held April 14. The room, which will be used 
as an eye, ear, nose and throat examination and 
treatment center, was equipped by the Raymond 
Blank Guild from funds contributed in memory 
of the late Dr. Downing. Dr. Charlotte Fisk, of the 
hospital’s pediatric staff, and Dr. Lee Forrest Hill, 
chief pediatrician, made the presentation, and Mr! 
Donald W. Cortes, the administrator, accepted the 
gift on behalf of the hospital. Dr. Downing died 
in December, 1956. He was on the teaching staff, 
Iowa Methodist Hospital, and chief of the depart¬ 
ment of otolaryngology from the time of its crea¬ 
tion. 


Study of Blood in South Africa.—Dr. Joseph A. 
Buckwalter, associate professor of surgery. State 
University of Iowa, left recently to conduct a study 
of the relationship of blood tj^es to various dis¬ 
eases among four racial groups in the Union of 
South Africa, which Avill be supported by a grant 
from the National Institute of Arthritis and Met¬ 
abolic Diseases of the U. S. Public Health Service. 
Begun in May to continue for four months, the 
study will be an extension of a program which a 
team of scientists has conducted at the university 
since 1955. Chief collaborators with Dr. Buck- 
waiter have been Dr. Robert T. Tidrick, professor 
and head of surgery, and Prof. Lloyd A. Knowler, 
chairman of mathematics. The aim of the investi¬ 
gation is to determine whether any significant 
relationship exists between the frequency of cer¬ 
tain kinds of cancer and other diseases. With the 
collaboration of Dr. Allan E. Kark, professor of 
surgery. University of Natal, Dr. Buckwalter will 
gather information from the four racial groups. 
The study also has received financial support from 
the Iowa Division, American Cancer Society, and 
tNvo pharmaceutical companies which provide ma¬ 
terials. 


lYLAND 

Medical Election.-The Medical and Chirur- 
Faculty of the State of Maryland has an- 
ced that the following were elected to ta « 
‘ after the next annual meeting in Apni, • 
dent. Dr. Leslie E. Daugherty, Cumberland, 
presidents. Dr. Robert W. Farr Cheste^a, 
Page C. Jett, Prince Frederick, Dr. 
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Morrison, Baltimore; secretary. Dr. William C. 
Ebeling, Baltimore; and treasurer. Dr. Wetherbee 
Fort, Baltimore. 

Annual Diabetes Award.—Dr. James B. Field, of 
the National Institute of Arthritis and Metabolic 
Diseases, Bethesda, will be presented with the 1958 
(second) Lilly Award at the ISth annual meeting 
of the American Diabetes Association June 21-22, 
in San Francisco. The annual award, supported by 
Eli Lilly and Company, consists of $1,000 and a 
medal. Its purpose is to recognize demonstrated 
research in the field of diabetes. Dr. Field is cur¬ 
rently engaged in postdoctoral studies in London, 
England. 

Personal.—Dr. Caroline A. Chandler, assistant pro¬ 
fessor of pediatrics, Johns Hopldns University 
School of Medicine, Baltimore, has been appointed 
chief of the Dirision of Maternal and Child Health 

of the State Health Department.-Dr. James A. 

Shannon, director. National Institutes of Health, 
Bethesda, received the New York University Col¬ 
lege of Medicine Alumni Association 1958 scientific 
award for "outstanding achievements in the fields 
of renal physiolog^% malarial control and national 
administration of medical research.” He was princi¬ 
pal speaker on Alumni Day, Feb. 22.—Dr. Harry 
Eagle, chief, Section on Experimental Therapeutics, 
National Institute of Allergy and Infectious Dis¬ 
eases, Bethesda, gave the 11th annual Jack H. Tritt 
-Memorial Lecture at Jewish Hospital, St. Louis, 
March 4, on “Amino Acid Metabolism in Tissue 
Culture.” 

MICHIGAN 

Lectureship to Honor Dr. Selby.—The St. Clair 
County Medical Society has established an annual 
lectureship in honor of Dr. Clarence D. Selby, of 
Port Huron. Dr. Selby, who retired as secretarj' of 
the medical society, was honored by the group at 
a dinner recently. He has acted as medical con¬ 
sultant to General Motors Corp., was active in 
industrial health work with the U. S. Public Health 
Service, and has served as president of the Ohio 
State Medical Association and president of the 
American .Association of Industrial Physicians (now 
kno\vn as the Industrial Medical Association). Dr. 
Selby has received the William S. Knudsen award, 
the distinguished service citation from the A. M. A. 
(1954), and the Michigan State Medical Society 
award (1951). 

Japanese Honor Two Wayne Surgeons.—Two De¬ 
troit physicians were among tlrree honored by the 
Japanese Surgical Society meeting in Fukuoka 
recently. For tlie first time in its history the Japa¬ 
nese Surgical Society invited foreign guests to its 
annual meeting, April 23-25, The three so honored 
were Drs. Charles G. Johnston and Grover C. Pen- 


berthy, of the Wajme State University surgical de¬ 
partment, and Geheimrat Prof. Dr. Robert Wamke, 
of the Medical Faculty of Kiel, Germany. Dr. 
Johnston, head of the surgical department, pre¬ 
sented a paper before the Japanese society on the 
“Solution of Gallstones.” During the remainder of 
his visit, he will serve as eonsultant at Keio Uni¬ 
versity (Tokyo) on the residency training program 
there. Drs. Johnston and Penberthy sailed from Los 
Angeles, April 7, arrived in Yokohama, April 21, 
and are expected back in the United States early . 
in June. 

MISSISSIPPI 

Dr. Underwood to Retire.—The evening of June 2-3 
has been set for an appreciation dinner for Dr. 
Felix J. UnderNvood, who will retire June 30, after 
over 40 years of public health service in his native 
state. His friends are invited to this event, spon¬ 
sored by public health workers of Mississippi. 
Clayton Rand, nationally known wTiter, will be 
the featured speaker for the occasion. Dr. Norris 
C. Knight, director. Division of Health Education, 
is general chairman of the committee-in-chaige. 
The dinner will be at 6:30 p. m. in the Victory 
Room of the Heidelberg Hotel, Jackson. Reserva¬ 
tions may be made by sending a check payable to 
“FelLx J. Underwood Appreciation Dinner” ($4 per 
person) to Miss Cleta Brinson, Box 1700, Jackson, 
Miss. 

MONTANA 

Anesthesiologists Organize,—On April 18, Montana 
anesthesiologists organized the Montana Society 
of Anesthesiologists. Dr. Richard B. Griffing, Great 
Falls, was named president; Dr. Leonard E. Kuifel, 
Missoula, wee-president; and Dr. Warren R. Rup- 
per, Billings, secretary-treasurer. 

OHIO 

Surgical Meeting in Cincinnati.—The fifth annual 
scientific meeting of the Ohio State Smrgical Asso¬ 
ciation w'ill be held June 4-5 at the Netherland 
Hilton Hotel, Cincinnati. A panel discussion, “Sirr- 
gery of the Patient witli Jaundice,” will be mod¬ 
erated by Dr. Max M. Zinninger, Cincinnati. The 
program includes the following topics by out-of- 
state speakers; 

Angioplastic Procedures in the Management of Peripheral 
Occlusive Arterial Disease, Dr. D, Emerick Srfagj-i, 
Detroit. 

Carcinoma of the Cervi.\—Present Concepts of Early Diag¬ 
nosis and Therapy, Dr. Richard \V. Te Linde, Baltimore. 
Pitfalls in Treatment of Ankle Injuries, Dr. Harrison L. 
McLaughlin, New York City. 

Trends in the Management of Cancer of the Colon and 
Rectum, Dr. Heiuy K. Ransom, Ann Arbor, Mich. 

Surgical Tre.atment for Peph’c Ulcer, Dr. Ralph F. Bowers, 
Memphis, Tenn. 

Chronic Pancreatitis with Special Reference to C.iudal Pan- 
creaticojejunostomy. Dr. Charles B. Puestow, Chicago. 
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Entertainment includes golf, tennis, swimming, a 
dinner-dance, and a ladies’ program. For informa¬ 
tion write Dr. Clyde S. Roof, 5 W. 4tli St., Cincin¬ 
nati 2. 


OREGON 

Plague in a Ground Squirrel.-The U. S. Public 
Healtli Service’s Morbidity and Mortality Weekly 
Report released May 9 notes that F. M. Prince, 
San Francisco Field Station, Public Health Service’ 
has reported that Tasteurella pestis was isolated 
from specimen 1243-A, a ground squirrel, found 
dead April 11 on a ranch located 15 miles ease of 
Klamath Falls, Ore. 


SOUTH CAROLINA 

Narcotics Violation.—The Bureau of Narcotics, 
Treasury Department, has reported that "Dr. Oliver 
W. Williamson [of Wagener] pleaded guilty in ihe 
United States District Court at Charlotte, North 
Carolina, to a violation of USC Title 18, Section 
371, and on April 11, 1958, his sentence of three 
years was suspended and he was placed on proba¬ 
tion for a period of five years, and fined $10,000.” 

IVYOMING 

Annual State Meeting in Moran.—The 55th annual 
meeting of the Wyoming State Medical Society will 
be held June 11-14 at Jackson Lake Lodge, Moran. 
Two morning panel discussions (June 12 and 14) 
are planned on "Cancer” and “Combined Ortho¬ 
pedic Pediatric Problems,” moderated by Drs. 
Joseph E. Hoadley and Lawrence J. Cohen, re¬ 
spectively, and with Dr. Clare C. Wiley, president, 
Colorado State Medical Society, presiding at the 
June 14 session. The following guest speakers are 
listed: Col. Levi M. Browning, M.C., U.S.A.F., 
Denver; Dr. Charles H. Flint, Tlaermopolis; Dr. 
David A. Karnofsky and Dr. Samuel W. Moore, 
New York City; Dr. Ralph V. Platou and Dr. Jack 
K. Wickstrom, New Orleans; and Dr. Richard L. 
Sutton Jr., Kansas City, Mo. Question-and-answer 
periods will be held. Exhibits and a ladies' program 
are planned and a dinner-dance will be held June 
13, 6:30 p.m. Registration fee is $20. For informa¬ 
tion write Mr. Arthur Abbey, Executive Secretary, 
Wyoming State Medical Society, Box 2036, Chey¬ 
enne, Wyo. 


GENERAL 

National Youth Fitness Week.-A proclamation by 
the President of the United States of America con¬ 
cerning National Youth Fitness Week reads as 
follows: 


WHEREAS tlie youth of our Nation constitutes one of 

our most valuable assets; and , . , j t 

WHEREAS the scientific and technological advances or 
recent years have eased the problems and hardships ot 
everyday living and have lessened the need for physical 
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activity on the p^ of our young people, witli a con- 

the health of our Nation; and 
WHEREi^ the Chairman of the Presidents Council on 
Youth Fitness, established in July 1956 to stimula™ 
existing programs and to initiate other measures tendinc 
to e^ance the fitness of American youth, has recoro- 
mended ^at the week beginning June 1, 1958 be 
designated as National Youth Fitness Week; and ’ 
WHEREAS the fitness of our young people can be pro¬ 
moted through the determined and constant effort of all 
our citizens, both young and old: 

NOW, THEREFORE, I, DWIGHT D. EISENHORTR 
President of the United States of America, do hereby 
proclaim the week beginning June 1, 1958, as National 
Youth Fitness Week, 

I request officials of the Government, and I urge American 
parents, . . . and civic groups, to use all appropriate 
means during that week to promote programs and 
activities which will better the mental, social, spiritual, 
and physical fitness of die youth of America to the end 
that we may assure the continuing strength and well¬ 
being of our Nation. 


Staphylococcal Food Poisoning.—The U. S.' Public 
Health Service’s Morbidity and Mortality Weekly 
Report released May 9 notes that Dr. Dean H. 
Fisher, Maine Department of Health and Welfare 
has reported an outbreak of staphylococcal food 
poisoning in five persons after eating cream pies. 
Symptoms developed in from two to four hours. 
Conditions at the bakery were unsanitary. The pies 
were not refrigerated. Several samples of cream 
pies showed Staphylococcus aureus. Nose and 
throat cultures from several of the food handlers 
showed Staph, aureus and other pathogens. 

Tire California State Department of Health has 
reported staphylococcal food poisoning in five per¬ 
sons who became ill with nausea, vomiting and 
diarrhea three to six hours after eating barbecued 
ham. Symptoms lasted about 12 hours. The canned 
ham remained in the can under refrigeration nnti! 
it was barbecued, then in about an hour, it was 
wrapped in aluminum foil and left out of refrig¬ 
eration for four hours. The ham was then refriger¬ 
ated for 20 hours and after another 2Vfe hours with¬ 
out refrigeration it was eaten. A sample of ham 
produced a plate count of 7 x 10® colonies per 
gram of pathogenic staphylococci. 


)r. Comer Wins Passano Foundation Award.— The 
loard of directors of the Passano Foundation has 
nnounced that Dr. George W. Comer, of the 
Rockefeller Institute for Medical Research, has 
leen selected as the recipient of the $5,000 Passano 
i’oundation award for 1958. On June 25, during t o 
onvention of tire American Medical Association 
a San Francisco, a reception and dinner will ^ 
leld at the St. Francis Hotel to honor Dr. Comer. 
)r. Gunnar Gunderson, incoming President ot tn 
.merican Medical Association, will speak on me 
lontribution of Fundamental Research to LJinica 
ledicine. Dr. Herbert M. Evans a 
rinner, will appraise Dr. Comers 
cience. This years award is presented to 
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Comer “for his long and continuing researches and 
their many fruitful contributions to the better un- 
dentandiiig of mammalian anatomy and physiolog>% 
witli particular emphasis on human reproduction.” 
From 1940 until his retirement in 1955, Dr. Comer 
was director of tlie department of embrj'olog)' at 
the Carnegie Institution, New York City. The 
Passano Foundation was formed late in 194.3, to 
encourage medical science and research, particu¬ 
larly tliat haxdng a clinical application. It is sus¬ 
tained by annual contributions from Tire M'illiams 
and Wilkins Company, publishers of medical and 
scientific books. 

Section Meeting of Insurance Physicians.—The 
Medical Section of the American Life Convention, 
an association of legal reserve life insurance com¬ 
panies of the U. S. and Canada, will hold its 46th 
annual meeting at the Broadmoor, Colorado Springs, 
Colo., June 9-11. Panel discussions under the gen¬ 
eral heading “Mdiat Would You Do?” null consider 
the following; respiratory system, endocrine sys¬ 
tem, cardiovascular system, and the neurological 
system. The following papers are scheduled; 

.\ie We Facing oiir Responsibilities as Medical Directors?, 
Dr. John E. Boland, Chicago. 

Coronar>’ Occlusion and Chest Pain, Dr. Harry A. Cochran 
Jr., Fort \\'a)'ne, Ind. 

Are You Meeting Y’our Responsibility in the Field of Acci¬ 
dent and Health Insurance?, Mr. E. J. Faulkner, president. 
Woodmen Accident and Life Company, Lincoln, Neb. 
Allergies, Dr. John M. Sheldon, Ann Arbor, Mich. 
Cardiovascular Disease, Dr. Edgar V. Allen and Dr. Robert 
L. Parker, Rochester, Minn. 

Dr. Ernest B. Howard, assistant general manager, 
A. M. A., and Dr. Norman J. Barker, president. 
The Association of Life Insurance Medical Direc¬ 
tors of America, will present addresses at the open¬ 
ing session. Facilities for golf, swimming, and tours 
are available, and a ladies’ program is arranged. 
For information write the American Life Conven¬ 
tion, 2.30 N. Michigan Ave., Chicago 1. 

American Surgeons Meeting in Stockholm.—The 
final 1958 sectional meeting of the American Col¬ 
lege of Surgeons will be held for the first time in 
Stockholm, Sweden, July 2-7. The Swedish Surgical 
Society' will be host to the meeting; headquarters 
will be Concert Hall. Visitors from America may 
arrange for travel accommodations by air or aboard 
the S. S. Statendam, sailing from New York City 
June 20, for a cruise which \rill stop for clinical 
risits at Oslo and Gothenburg en route to Stock¬ 
holm, also holding some sessions aboard ship. Dr. 
Oscar O. Schuberth, Stockholm, associate professor 
surgerj', Karolinska Institutet, is chairman of the 
adrisor)' committee on local arrangements. The pro¬ 
gram will include hospital demonstrations, clinics, 
medical motion pictures, and panel discussions, 
s>Tnposiums, and scientific papers in general sur¬ 
gery and the specialties of orthopedic surgery. 


obstetrics and gxTiecolog)', ophthalmology, oto¬ 
laryngology, and urolog>'. Dr. H. Prather Saunders, 
Associate Director, American College of Surgeons, 
40 E. Erie St., Chicago 11, is in charge of the sec¬ 
tional, meeting program for tire college. 

Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated; 


Area 

Xeir England States 

Maine... 

Kew Hampshire . 

Vermont . 

Massachusetts . 

Rhode Island .. 

Connecticut . 

Middle Atlantic States 

XeH* York. 

New Jersey . 

Pennsylvania . 

East North Central States 

Ohio . 

Indiana .. 

Illinois . 

Michigan . 

Wisconsin . 

West North Central States 

3IlDnesota . 

Iowa . 

Missouri . 

North Dakota . 

South Dakota . 

Nebraska . 

Kansas . 

South .Atlantic States 

Delaware . 

Maryland ^. 

District of Columbia ... 

Virginia . 

West Virginia . 

North Carolina . 

South Carolina . 

Georgia . 

Florida . 

East South Central States 

Kentucky . 

Tennessee . 

Alabama. 

Mississippi . 

West South Central States 

Arkansas . 

Louisiana. 

Oklahoma . 

Texas . 

Mountain States 

Montana... 

Idaho . 

Wyoming . 

Colorado . 

New Mexico. 

•Arizona . 

Utah . 

Nevada . 

Pacific States 

Washington . 

Oregon . 

California . 

Territories and Pocce««ions 

Alaska . 

Hawaii . 

Puerto Rico . 

Total. 


May 3,1PS5 

— f _ 

Paralytic Total 
Type Cases 


1 


1 

2 

1 



May 4, 
1957 
Total 


1 

1 

2 


1 


2 


1 


S 
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Awards for Research in Aging.~The trustees of 
the Uba Foundation have announced the fifth and 
final annual awards for 1959 for experimental re¬ 
search into problems of aging. Candidates should 
note: 


(a) Not less tlian five awards, of an average value of £300 
each, are available for 1959. The announcement of 
"'in fie made in August, 1959. 

(fi) Entries must be received not later than Jan. 10, 1959. 

(c) Entries wll be judged by an international panel which 

\vil! advise tlie executive council of the foundation 
on tlieir findings and will also have power to recom¬ 
mend variation in the size and number of the awards 
according to the standard of entries. The decisions of 
the executive council will be final. 

(d) Preference will be given to younger workers. 

(e) Papers may be in the candidate’s own language, papers 

should not be more than 7,000 words in lengtli, and 
in all cases a summary in English not exceeding in 
words 3% of the lengtli of the paper must be attached. 
If possible, 10 copies of reprints in English should be 
provided. 

(f) Where there is one or more co-author, the name of the 

leading author should be indicated; it is to him that 
tlie award will normally be made. 

For copies of regulations and applications write 
Dr. Gordon E. W. Wolstenholme, Director, and 
Secretary to tlie Executive Council, Ciba Founda¬ 
tion, 41 Portland Place, London, W.I., England. 


Dermatologists Meeting in Idaho.—The 78th annual 
meeting of tlie American Dermatological Associa¬ 
tion, Inc., will be held June 4-7 at die Challenger 
Inn, Sun Valley, Idaho. The presidential address, 
“Dermatology’s Debt to Dermato-Histopathology,” 
will be presented by Dr. Clark W. Finnerud to open 
the scientific session. As part of the report of the 
Research Aid Committee of the association. Dr. 
Thomas B. Fitzpatrick will present “The Nature 
of Hair Pigment.” Twenty-five papers are scheduled 
with discussions to follow, including “Smooth Muscle 
Tumors of the Skin,” by Dr. Hamilton Montgomery, 
vice-president of the association. The presidents 
party will be held June 4, 6:30 p.m. For informa¬ 
tion write The American Dermatological Associa¬ 
tion, Inc., Dr. Jasper L. Callaway, Secretary, Duke 
Hospital, Durham, N. C. 

Courses for Prosthetic Technicians.—Two 9-month 
training courses, for orthopedic and prosthetic 
technicians, will be offered jointly by the Institute 
for the Crippled and Disabled, the Presbyteri^ 
Hospital in the City of New York, and Columbia 
University, New York City, The courses will begin 
Sept. 8,1958 and end June 27,1959. Candidates are 
being accepted from all parts of the world in an 
effort to meet the international shortage of quali¬ 
fied brace- and limb-making technicians. Persons 
accepted for the courses will train at the institute, 
a rehabilitation center at 23rd Street and First 
Avenue in New York City. Academic instruction 
and practical experience in the making o races 
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and artificial limbs, and in-working with natienls 
will take place. Time will be spent in clinical field 
fining at leading hospitals and other insUtutions 
Ifie curriculums for the two courses has been pre¬ 
pared by the combined physical medicine and re- 
habihtation staffs of the institute, Columbia Uni¬ 
versity, and the Presbyterian Hospital on the basis 
of two previous pilot courses. The courses Mil be 
conducted under the supervision of Charles R. 
Goldstine, C.P.O., director of the institute’s Pros¬ 
thetic and Orthopedic Laboratories. Application 
forms may be obtained from the Institute for the 
Crippled and Disabled, 23rd Street at First Avenue 
New York 10. 


Postgraduate Cruise to Hawaii.-The University 
of Southern California School of Medicine has in¬ 
vited advance registrations for a postgraduate re¬ 
fresher course which it is to offer in Hawaii and on 
board the S.S. Matsonia from Aug. 5-21. Classes 
will take up the mornings from 9:00 until noon. 
Afternoons, evenings, and weekends will be free. 
Several programs will be offered simultaneously. 
In addition to lectures and case presentations, work¬ 
shops in EKG interpretation, orthopedics, water 
and electrolyte balance, and liver disease will be 
held. Tuition is $125. For information, write the 
Postgraduate Division, USC School of Medicine, 
2025 Zonal Ave,, Los Angeles 33, 


Eastern Psychiatric Meeting.—The 14th scientific 
meeting of the Eastern Psychiatric Research Asso¬ 
ciation will be held June 5, 8 p.m., at the Alumni 
Hall, New York City. “The Suicidal Risk in the 
Municipal General Hospital” will be presented by 
Drs. Jacob H. Friedman and Remo Cancellieri, with 
discussion by Dr. Louis Wender. Dr. Eugene Rev- 
itch will give “Psychomotor Paroxysms of Non-Epi¬ 
leptic Origin” after which an open discussion on 
“Is Marsilid A Dangerous Drug?” will be held. For 
information write the Eastern Psychiatric Research 
Association, c/o Dr. David J. Impastato, 40 Fifth 
Ave., New York City. 


Announce Nutrition Fellowship.—The National 
/itamin Foundation invites individuals holding 
loctorate degrees in medicine or one of tlie biologi- 
al sciences, interested in continuing training in 
lutrition, to become candidates for a National 
Utamin Foundation—Russell M. Wilder Fellows iR 
Iris fellowship was created by the foundation o 
lonor Dr. Russell M. Wilder, of tire emeritus staa 
if the Mayo Clinic, for his more than 40 years w 
ervice and contributions to medicine and pu 
lealth. The fellowship is for three years and pays 
he recipient $4,500 the first year, $ 5,000 the second, 
ind $5,500 the third year. It becomes effective Ju) 
ir September, 1959. Applications may be obtain 
rom the offices of the National Vitamm F^nd^ 
ion at 149 E. 78th Street, New York 21. Candida 
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must mail tiieir completed applications to tlie foun¬ 
dation before Sept. 1. Applications naust be ac¬ 
companied by a letter from tire executive oflScer 
of die institution where the work is to be done and 
by a letter from tire head of tire department under 
which the candidate is to work, attesting to the 
fact that the candidate wall be permitted and en¬ 
couraged to carry on his work and studies in the 
institution and department indicated. Tire candidate 
must outline a program of study which must be 
approved by his preceptor. Tire candidate must 
give reasonable assurance that he wll complete 
his fellowship and continue to work in the field of 
metabolism and nutrition. 

Congress on Radiation Research.—An International 
Congress of Radiation Research wll be held at tire 
Universit}' of Vermont, Burlington, Aug. 10-16 under 
the joint sponsorship of tire National Academy of 
Sdenoes-National Research Council and the Radia¬ 
tion Research Society' in cooperation with the 
European Committee on Radiobiolog^'. The con¬ 
gress is being organized “to prordde an international 
forum for an interdisciplinary' attack on tire broad 
area of radiation research.” Under the chairmanship 
of the congress president. Dr. Alexander Hollaen- 
der, of Oak Ridge National Laborator>', the follow¬ 
ing symposiums are scheduled: 

Aug. 12—Role of 0.vygen and Peroxides in Radiation Chem- 
isti)': Analysis and Correlation of Various Radiobiological 
Actions on the Same Cell Species (Yeast). 

Aug. 13-Free Radicals Produced by Irradiation. 

Aug. 14—Late Effects of Irradiation in Mammals. 

Aug. I5-Induced Changes in DNA and in Chromosome 
Structure. 

Information concerning the presentation of pa¬ 
pers, registration, and housing may be obtained 
from Har\'ey M. Part, Ph.D., Secretary General, 
International Congress of Radiation Research, 
Argonne National Laboratory, Post OfiBce Box 299, 
Lemont, 111. 

Society News.—At the 40th armual meeting of the 
American Radium Society the follow'ing officers 
were elected; president, Dr. Milford D. Schulz, 
Boston; president-elect. Dr. Theodore R. Miller, 
New York City; secretary. Dr. Robert L. Brown, 
Atlanta, Ga.; treasurer. Dr. Jesshill Love, Louis- 
'’ille, Ky.; first x'ice-president. Dr. Theodore P- 
Eberhard, Ann Arbor, Mich.; second vice-president, 
Dr. James F. Nolan, Los Angeles. The following 
fire dates and sites for future meetings of the so¬ 
ciety'; 1959: Hot Springs, Va., The Homestead, 
April 6-8; 1960: San Juan, Puerto Rico, March 17-19; 
1961; Colorado Springs, Colo., The Broadmoor, 
May 11-13.—At its annual meeting in March, the 
Aero Medical Association installed the follow'ing 
officers; president. Brig. Gen. Major S. Vffiite, M.C., 
U. S. A. F.; president-elect. Dr. Ludwig Lederer, 


medical director. Capital Airlines; first vice-presi¬ 
dent, Dr. George J. Kidera, medical director. United 
Air Lines; and vice-presidents, air vice-marshal Chua 
Punsoni, surgeon general. Royal Thailand Air Force; 
Dr. Birger Hannisdahl, Oslo, Norway; Dr. Earle G. 
Wight, medical director, Canadian Pacific Airlines; 
and Dr. Thrift G. Hanks, director of health and 
safety, Boeing Airplane Company, Seattle.—^The 
new' officers of the American Academy of General 
Practice are: Drs. Holland T. Jackson, Fort Worth, 
Texas, president; Charles C. Cooper, St. Paul, 
Minn., vice-president; Fount Richardson, Fayette¬ 
ville, Ark., president-elect; Albert E. Ritt, St. Paul, 
Minn., treasurer; and Mac F. Cabal, J. D., Volker 
Boulevard at Brookside, Kansas City, Mo., execu¬ 
tive director. 

Six Physicians to Receive Travel Awards_Six 

physicians from the United States and abroad have 
been named as recipients of Purdue Frederick 
Medical Achievement Travel Aw'ards “for outstand¬ 
ing medical and scientific activities.” The awards 
w'ill enable the w’inners to attend medical meetings 
of their choice here and in Europe. The annoimce- 
ment was made by the International Council for 
Health and Travel, a panel of medical specialists 
who administer the aw'ards on behalf of The Purdue 
Frederick Company, pharmaceutical firm. Two of 
the aw'ard yrinners are from the U. S., both of the 
Um’versity of Minnesota: Dr. C, IValton LiJlehei, 
of the School of Medicine, and Dr. Edgar V. Allen, 
professor of medicine, Mayo Foundation Graduate 
School. The winners from abroad will \isit medical 
research and teaching centers and hospitals here 
and attend symposiums during April and May. 
Scheduled to participate in the Fifth International 
Congress on Internal Medicine in Philadelphia are; 
Dr. Robert B. Hunter, M.B.E., department of 
pharmacology and therapeutics, Queens College, 
Dundee, Scotland; and Dr. Haqvin Malmros, di¬ 
rector, department of medicine, Universit)' of 
Lund, Sweden. Recipients planning to attend the 
World Congress of Gastroenterology in Washington, 
D. C. are: Dr. E. C. Faust, department of medicine. 
University of VaUe, Cali, Colombia; and Dr. Andre 
Charbonnier, Paris, of the French National Society 
of Gastroenterology. These six aw'ards are presented 
for the first half of 1958. Plans are for this program 
to continue, with awards presented on a once-a- 
month basis. 

Mental Hospital Aides Cited.—“For their kindness, 
skill and patience in caring for patients,” 126 ward 
attendants W'ere selected in mental hospitals 
tliroughout the U. S. for citations by the National 
Association for Mental Health. Each W'inner has 
received an NAMH gold pin and a certificate of 
achievement. The recipients, 70 women and 56 
men, represent 126 mental hospitals in 39 states and 
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Awards for Research in Aging.-The trustees of 
the Ciba Foundation have announced the fifth and 
final annual awards for 1959 for experimental re¬ 
search into problems of aging. Candidates should 
note: 

(a) Not less than five awards, of an average value of £300 

each, are available for 1959. The announcement of 
awards will be made in August, 1959. 

(b) Entries must be received not later than Jan. 10, 1959. 

(c) Entries will be judged by an international panel which 

mil advise tlie executive council of the foundarion 
on their findings and will also have power to recom¬ 
mend variation in the size and number of the awards 
according to tlie standard of entries. The decisions of 
the executive council will be final. 

(d) Preference will be given to younger worbers. 

(e) Papers may be in the candidate’s osvn language, papers 

sJiould not be more than 7,000 words in lengtli, and 
in all cases a summary in English not exceeding in 
words 3% of the lengtli of the paper must be attached. 
If possible, 10 copies of reprints in English should be 
provided. 

(f) Where there is one or more co-author, tlie name of the 

leading author should be indicated; it is to him that 
tlie award will normally be made. 

For copies of regulations and applications write 
Dr. Gordon E. W. Wolstenholme, Director, and 
Secretary to tlie Executive Council, Ciba Founda¬ 
tion, 41 Portland Place, London, W.I., England. 

Dermatologists Meeting in Idaho.—The 78th annual 
meeting of the American Dermatological Associa¬ 
tion, Inc., will be held June 4-7 at tlie Challenger 
Inn, Sun Valley, Idaho. The presidential address, 
“Dermatology’s Debt to Dermato-Histopathology,” 
will be presented by Dr. Clarlc W. Finnerud to open 
tlie scientific session. As paid of the report of the 
Research Aid Committee of the association. Dr. 
Thomas B. Fitzpatrick will present “The Nature 
of Hair Pigment.” Twenty-five papers are scheduled 
with discussions to follow, including “Smooth Muscle 
Tumors of the Skin,” by Dr. Hamilton Montgomery, 
vice-president of the association. The presidents’ 
party will be held June 4, 6:30 p.m. For informa¬ 
tion write The American Dermatological Associa¬ 
tion, Inc., Dr. Jasper L. Callaway, Secretary, Duke 
Hospital, Durham, N. C. 

Courses for Prosthetic Technicians.—Two 9-month 
training courses, for ortliopedic and prosthetic 
technicians, will be offered jointly by the Institute 
for the Crippled and Disabled, the Presbyterian 
Hospital in the City of New York, and Columbia 
University, New York City. Tlie courses will begin 
Sept. 8,1958 and end June 27,1959. Candidates are 
being accepted from all parts of the world in an 
effort to meet the international shortage of quali¬ 
fied brace- and limb-making technicians. Persons 
accepted for the courses will train at the institute, 
a rehabilitation center at 23rd Street and First 
Avenue in New York City. Academic instruction 
and practical experience in the making of braces 
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and artificial linjs, and in -working with patients 
will take place. Time will be spent in clinical fiel^. 
tmining at leading hospitals and other institutions 
The curriculums for the two courses has been me-' 
pared by the combined physical medicine and re¬ 
habilitation staffs of the institute, Columbia Uni 
versity, and the Presbyterian Hospital on the basis 
of two previous pilot courses. The courses will be' 
conducted under the supervision of Charles R. 
Goldstine, C.P.O., director of the institute’s Pros¬ 
thetic and Orthopedic Laboratories. Application 
forms may he obtained from the Institute for the 
Crippled and Disabled, 23rd Street at First Avenue 
New York 10. 


Postgraduate Cruise to Hawaii.-The Universit}' 
of Southern California School of Medicine has in¬ 
vited advance registrations for a postgraduate re¬ 
fresher course which it is to offer in Hawaii and on 
board the S.S. Matsonia from Aug. 5-21. Classes 
will take up the mornings from 9;00 until noon. 
Afternoons, evenings, and weekends will be free. 
Several programs will be offered simultaneously 
In addition to lectures and case presentations, work¬ 
shops in EKG interpretation, orthopedics, water 
and electrolyte balance, and liver disease will be 
held. Tuition is $125. For information, write the 
Postgraduate Division, USC School of Medicine, 
2025 Zonal Ave., Los Angeles 33. 


Eastern Psychiatric Meeting.—The 14th scientific 
meeting of the Eastern Psychiatric Research Asso¬ 
ciation will be held June 5, 8 p.m., at the Alumni 
Hall, New York City. “The Suicidal Risk in the 
Municipal General Hospital” will be presented by 
Drs. Jacob H. Friedman and Remo Cancellieri, with 
discussion by Dr. Louis Wender. Dr. Eugene Rev- 
itch will give “Psychomotor Paroxysms of Non-Epi¬ 
leptic Origin” after which an open discussion on 
“Is Marsilid A Dangerous Drug?” will be held. For 
information write the Eastern Psychiatric Research 
Association, c/o Dr. David J. Impastato, 40 Fifth 
Ave., New York City. 


nnounce Nutrition Fellowship.—The Nationa 
Itamin Foundation invites individuals holding 
octorate degrees in medicine or one of the biologi- 
il sciences, interested in continuing training m 
utrition, to become candidates for a Nationa 
Itamin Foundation-Russell M. Wilder Ff of 
his fellowship was created by the founda on 
onor Dr. Russell M. Wilder, of die ementus stau 
f the Mayo Clinic, for his more than 40 year 
jrvice and contributions to medicine an p 
ealth. The fellowship is for ^ears f d pd 
le recipient $4,500 the first year, $5,000 die 
nd $5,500 die third year. It becomes e^ctiv J j 

r September, 1959. Applications may bf bt.^^^^ 

•om the offices of the National 

on at 149 E. 78th Street, New York 21. Oan 


MEDICAL NEWS 


G39 


Vol. 167, No.'V 

Congresses on Tropical Medicine and Malaria in 
Lisbon.-The sixth International Congresses on 
Tropical Medicine and Malaria will be held under 
the sponsorship of the Portuguese Government 
Sept. 5-13 in Lisbon, Portugal, where the Institute 
de Medicina Tropical uill be the executive body. 
The official languages will be Portuguese, French, 
English, and Spanish. Free discussions will be held 
at the end of each of the follounng subdivisions: 

Tropical .Medicine: 

Helmintic Infections. 

Protozoal Infections. 

Bacterial and .Mycotic Infections. 

Virus and Rickettsial Infections. 

Tropical Physiolog}’. 

Tropical Hygiene and Sanitation. 

General. 

■Malaria: 

Parasitolog>’. 

Clinic.il. 

Epidemiolog>' and Control. 

Malaria Erradication. 

Tile Laveran Prize will be awarded to the best 
paper on malaria submitted to the congresses. A 
historical-bibliographical exhibit, tours, and a pro¬ 
gram of social events are planned. Accomodations 
trill be provided at tire Lisbon and Estoril hotels. 
For information wite the Secretarx' General, Dr. 
Manuel R. da Gunha Pinto, Institute de Medicina 
Tropical, Lisbon, Portugal (cable: MEDIGO- 
TROPICAL-LISBON). 


EXAMINATIONS 

AND 

LICENSURE 



MEDICAL SPECIALTY BOARDS 

Amehican Board of Anesthesiology: Written Examination. 
Various locations in the United States and Canada, June 
18. Oral Examination. San Francisco, Sept. 29-Oct. 3, and 
Phoenbt, April 5-10, 1959. The 1959 written examination 
will be given in various locations in the United States and 
Canada, July 17. The final date for filing application for 
the 1959 written examination is six months prior to the ex¬ 
amination. There is no filing deadline for oral examina¬ 
tions. Sec., Dr. Curtiss B. Hickcox, 217 Farmington Ave., 
Hartford 8, Conn. 

AxiEniCAN Board of Dermatology: Written. Several Cities, 
June 30. Oral. Detroit, Oct. 17-19. Final date for filing 
ail applications is April 1. Sec., Dr. Beatrice Maher Kesten, 
One Haven Ave., New York 32. 

American Board of Internal Medicine: Written. Oct. 20, 
1958. Oral. Philadelphia, April 23-26; San Francisco, June 
18-21; Chicago, Oct. 13-16. Sec.-Treas., Dr. William A. 
Wenell, One West Main St., Madison 3, Wis. 

American Board of Neurological Surgery’: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least sLx months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 


AxiEmcAN Board of Oustetrics and Gy-necolocy: Appli¬ 
cations for certification, new and reopened. Part I, and 
requests for re-examination Part II, are now being ac¬ 
cepted. All candidates are urged to make such application 
at the earliest possible date. Deadline date for receipt of 
application is September 1, 1958. Sec., Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6. 

AMEmcAN Board op Ophthalmology: Written, qualifying 
lest (Part I), January 1959. Final date for filing applica¬ 
tion is July 1, 1958. Oral Examinations 1958 (Part II): 
San Francisco, June 17-21; Chicago, Oct. 17-22. Sec., Dr. 
Merrill J. King, Box 236, Cape Cottage Branch, Portland, 
Maine. 

American Board of Orthopaedic Surgery: Part 11. Chi¬ 
cago, Jan. 21-23, 1959. Sec., Dr. Sam W. Banks, 116 South 
Michigan Avenue, Chicago 3. 

American Board of Otolary-ncology: Oral. Chicago, Oct. 
6-10. Final date for filing application Yvas April 30. Sec., 
Dr. Dean M. Lierle, University Hospitals, Iowa City. 

American Board of Pathology: Chicago, Oct. 30-Noy’. 1. 
Final date for filing application is Sept. 30. Sec., Dr. Ed¬ 
ward B. Smith, Indiana University Medical Center, 1100 
\V, Michigan St., Indianapolis 7. 

American Board of Pediatrics: Oral. Cinciimati, June IS¬ 
IS; Chicago, Oct. 24-26 and New Y’^ork, Dec. 5-7. Sec., 
Dr. John XtcK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

American Bo.ard of Physical Medicine and Rehabilita¬ 
tion: Oral and Written. Peoria, III., June 20-21. Final date 
for filing application was Feb. 1. Sec., Dr. Earl C. Elkins, 
200 First St., S. W., Rochester, Minn. 

American Board of Plastic Surgery: Oral and Written. 
Chicago, Oct. 9-11. Final date for receipt of case re¬ 
ports is July 1. Corresponding Secretary', Mrs. Estelle E. 
Hillerich, 4647 Pershing Ave., St. Louis 8. 

American Board of Proctology: Oral and Written, Paris 
I and II. September 1958. Final dale for filing application 
is March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

American Board of Psychiatry and Neurology: New York 
City, Dec. 15-16; New Orleans, Mar. 16-17. Training 
credit for full time psychiatric and/or neurologic assign¬ 
ment in unapproved military programs or services between 
the dates of Jan. 1,1950 and Jan. 1,1954 will be terminated 
on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 Second 
Ave. S. W., Rochester, Minn: 

American Board of Radiology: Regular Examination in 
Radiology. Washington, D. C., Dec. 8-12. Final date for 
filing application is July 1. Sec., Dr. H. Dabney Kerr, 
Kahler Hotel Bldg., Rochester, Minn. 

American Board of Surgery: Oral (Part II). Los Angeles, 
June 16-17; Portland, June 20-21. Written e.\aminations 
(Part I) will be held at Y'arious centers in the United 
States, Canada, Hawaii, Puerto Rico, and certain military' 
centers abroad on December 3. The date of tlie Fall e.x- 
amination in Part I has been changed from the last 
Wednesday of October as announced in its current Book¬ 
let of Information to December 3, 1958. Thereafter, ex¬ 
aminations in Part 1 will be held once annually, on tlie 
first Wednesday of December. The closing date for filing 
applications will be August 1. Part II. Baltimore, March 
10-11. Sec.. Dr. John B. Flick, 1617 Pennsylvania Blvd., 
Philadelphia 3. 

Board of Thoracic Surgery: The fall xsTitten examination 
will be given in September 1958 and closing date for 
registration is July 1. Registration for the fall oral ex¬ 
amination closes July 1. 

American Board of Urology: Written Examination. Twen- 
ty'-five cities throughout the country, Dec. 5. The oral- 
clinical examination and the examination in Pathology 
\Yill be given in Chicago in February 1959. Sec., Dr. Wil¬ 
liam Niles. Wishard, Jr., 30 M'estwood Road, Minneapolis 
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Love, Jerome Sullivan, Hattiesburg, Miss.; Meharry' 
Medical College, Nashville, Tenn., 1920; died Dec. 
30, aged 68, of cerebral hemorrhage and hyper¬ 
tension. 

McEachen, Esther Isabella ® Modesto, Calif.; Uni¬ 
versity of Nebraska College of Medicine, Omaha, 
1927; member of the American Academy of Gen¬ 
eral Practice; associated with Modesto State Hos¬ 
pital; died in San Francisco March 8, aged 65. 

McGuigan, Henry Thomas, Red Wing, Minn.; Uni¬ 
versity of Minnesota College of Medicine and 
Surgery, Minneapolis, 1901; past-president and 
secretary-treasurer of tire Southern Minnesota 
Medical Association; on the staffs of St. Johns 
and City hospitals; died Feb. 26, aged 82, of 
uremia. 

Matheson, John Hollis ® Des Moines, Iowa; State 
^ University of Iowa College of Medicine, Iowa City, 
1930; specialist certified by the American Board of 
Ophthalmology; member of the American Academy 
of Ophthalmology and Otolaryngology; veteran of 
World War II; associated with Iowa Lutheran and 
Mercy hospitals, and the Iowa Methodist Hospital, 
where he died March 11, aged 53. 

Matthews, Joseph Ira, Dallas, Ga.; Atlanta School 
of Medicine, 1911; formerly state legislator; died 
March 12, aged 71, of coronary thrombosis. 

Messing, Arnold ® Newburgh, N. Y.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1916; fellow of the American Col¬ 
lege of Surgeons; veteran of World War I; past- 
president of the Orange County Medical Society; 
formerly practiced in New York City, where he 
was associated witli Gouveneur and Mount Sinai 
hospitals; associated with St. Lukes Hospital in 
Newbur^ and Cornwall (N. Y.) Hospital, where 
he died March 20, aged 66, of carcinoma of the 
colon. 

Munch, Otto Louis ® Pittsford, N. Y.; born in 
Omaha July 6, 1900; Creighton University School 
of Medicine, Omaha, 1927; president of the Wayne 
County Cancer Society; veteran of World War 
II; formerly on the faculty of the University of 
Rochester School of Medicine and Dentistry in 
Rochester, N. Y., where he was director of medical 
laboratories and chief pathologist at Genesee Hos¬ 
pital; at various times director of laboratories at 
the Veterans Administration Hospital in Bath, St. 
Jerome's Hospital in Batavia, and at Kenmore 
(N. Y.) Mercy Hospital; director of laboratories at 
Newark (N. Y.) State School, where he died at the 
hospital March 10, aged 57, of arteriosclerotic 
heart disease. 

Nelson, Richard Marion ® Atlanta, Ga.; Baltimore 
Medical College, 1903; died March 6, aged 76, of 
cardiac failure. 
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O’Brien Joseph John, Glendale, Calif.; Universitv 
of Southern California School of Medicine lS 
Angeles, 1908; died March 8, aged 76. 

Parian, Victor ® Los Angeles; Hahnemann Medical 
College of the Pacific, San Francisco, 1912; spe¬ 
cialist certified by the American Board of Psychi¬ 
atry and Neurology; member of the American 
Psychiatric Association; veteran of World War !• 
served as resident psychiatrist at the Los Angeles 
County General Hospital; formerly consultant in 
psychiatry at the Veterans Administration Hospital 
in Sawtelle, Calif., at Psychopathic Court, and at 
the Los Angeles County Juvenile Court; a member 
of the State Lunacy Commission; died March 19 
aged 78. '' 


Parmenter, Derric Choate ® Tulsa, Okla.; Harvard 
Medical School, Boston, 1917; member of the 
American Public Health Association; formerly on 
the faculty of his alma mater; veteran of World 
War I; served as head of the Dyer County Health 
Department in Dyersburg, Tenn.; formerly in 
charge of public health work in Greenup County, 
Ky., and health officer of Breathitt County, Ky.; 
died March 11, aged 67, of cancer. 


Rinkenberger, Fred W. ® Los Angeles; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1906; fellow 
of tlie American College of Surgeons; on the staff 
of the California Hospital, where he died March 10, 
aged 79, of arteriosclerosis. 


Schoolfield, Benjamin Lucky ® Dallas, Texas; Col¬ 
lege of Physicians and Surgeons, Memphis, 1911; 
rnember of the American Academy of Orthopaedic 
Surgeons; fellow of the American College of Sur¬ 
geons; veteran of World War I; on the staffs of 
the Methodist and St. Paul’s hospitals; died in the 
Terrell (Texas) State Hospital March 6, aged 69, of 
acute hemorrhagic pancreatitis. 


Serrill, William W., Endeavor, Pa.; University of 
the South Medical Depai-tment, Sewanee, Tenn,, 
1904; an associate member of the American Medical 
Association; for many years president of the For«t 
County National Bank of Tionesta; died March 19, 
aged 80, of coronary thrombosis. 

Shugerman, Harry Philip ® Birmingham, Ab i 
Johns Hopkins University School of Medicine, 
Baltimore, 1908; veteran of World War I; d*™ 
March 11, aged 76, of arteriosclerosis and cerebra 

thrombosis. 


pitaleri, Liborio Nicholas, Elizabeth, N. J-; 
Jniversita degli Studi di Bologna, 
/Iedicina„.e...Chirurgia,--Italy, 1940; an 
urgeon with the New Jersey Manufacturers 
lalty Insurance Company in Newark; di 
Jewark March 19, aged 54, of coronary 0 
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Startzman, Clyde Kress * Bellefontaine, Ohio; In¬ 
diana Universit}' School of Medicine, Indianapolis, 
1915; member of the citj'-county health hoard, on 
which he serv'ed for many years; past-president 
and for many years member of the school board; 
veteran of World War I; on tlie staff of the Mary 
Rufan Hospital, where he died March 3, aged 67, 
of ruptured abdominal aneurysm. 

Strauss, Edward Henry ® Florence, Ore.; Uni¬ 
versity of Texas School of Medicine, Galveston, 
1940; died recently, aged 41, of pulmonary edema 
and cardiac dilatation. 

Swertfeger, Herbert William ® Virginia Beach, Va.; 
University of Virginia Department of Medicine, 
Charlottesville, 1933; associated with De Paul and 
Norfolk General hospitals in Norfolk; died March 
11, aged 56, of coronary disease. 

Thomas, Henry Bascom ® Chicago; born in Elk 
Garden, Va., Aug. 15, 1875; Northwestern Univer¬ 
sity Medical School, Chicago, 1903; professor of 
orthopedics emeritus at the University of Illinois 
College of Medicine; from 1903 to 1920 professor 
of hygiene and physical education and medical 
adviser. Armour Institute of Technology; at one 
time instructor of orthopedic surgery at his alma 
mater; specialist certified by the American Board 
of Orthopaedic Surgery'; secretary of the Section on 
Orthopedic Surgery from 1917 to 1922 and chair¬ 
man, 1923-1924, American Medical Association; 
member of the American Orthopaedic Association, 
Clinical Orthopaedic Society, of which he was 
past-president, and the American Academy of 
Orthopaedic Surgeons; past-president of the Chi¬ 
cago Orthopedic Society; veteran of World War I; 
associated with St. Luke’s, Illinois Research, and 
Cook County hospitals, and Illinois Surgical Insti¬ 
tute for Children and the Home for Destitute Crip¬ 
pled Children; died in the Presbyterian-St. Lukes 
Hospital March 25, aged 82, of carcinoma of the 
prostate. 

Thomas, William McKinley, San Francisco; Me- 
harry Medical College, Nashville, Tenn., 1930; 
veteran of World War II; on the staff of Mount 
Zion Hospital; died March 5, aged 54, of coronary 
thrombosis. 

Tibbetts, Raymond Richard ® Bethel, Maine; Medi¬ 
cal School of Maine, Portland, 1901; president of 
the Bethel Library Association; trustee of the Gould 
Academy; veteran of World War I; associated with 
the St. Louis Hospital in Berlin and the Rumford 
(Maine) Community Hospital; died Feb. 27, aged 
82, of cerebral hemorrhage. 

Titus, Charles ® Wilkinson, Ind.; Bellevue Hospital 
Medical College, New York City, 1894; member of 
the American Academy of General Practice; asso¬ 


ciated with the Hancock County Memorial Hos¬ 
pital in Greenfield; died March 11, aged 88, of 
cerebral thrombosis. 

Watson, Frank Warner ® Columbus, Ohio; Ohio 
State University College of Medicine, Columbus, 
1919; on the staff of the White Cross Hospital; 
died March 1, aged 63, of coronary disease. 

IVhalin, Marion Lnuise ® Brookline, Mass.; Wom¬ 
an’s Medical College of Pennsylvania, Philadelphia, 
1935; certified by the National Board of Medical 
Examiners; died Feb. 27, aged 49. 

IVhite, Wendell, Los Angeles; Indiana University 
School of Medicine, Indianapolis, 1909; on the staff 
of Alvarado Hospital; died March 9, aged 77, of 
acute coronary occlusion. 

Wilkins, Robert Weymouth ® Fort Wayne, Ind.; 
University of Michigan Medical School, Ann Arbor, 
1927; specialist certified by the American Board 
of Obstetrics and Gynecology; member of the Cen¬ 
tral Association of Obstetricians and Gynecologists; 
fellow of the American College of Surgeons; vet¬ 
eran of World War II; on the staff of the Lutheran 
Hospital, where he died March 8, aged 56, of 
coronary' thrombosis. 

Woolhandler, Harry William ® Pittsbmrgh; Univer¬ 
sity of Buffalo School of Medicine, 1932; assistant 
professor of dermatology at University of Pitts¬ 
burgh School of Medicine; specialist certified by 
the American Board of Dermatologj' and Syphil- 
ology; member of the American Academy of Der¬ 
matology and Syphilology; past-president of the 
Pittsburgh Dermatological Society; veteran of 
World War II; a staff member of Montefiore and 
South Side hospitals; died March 11, aged 47, of 
acute ventricular fibrillation. 

Yohannon, Joash Isaac ® Lieut. Commander, U. S. 
Na\y% retired, Eau Gallie, Fla.; Medical College of 
Virginia, Richmond, 1915; retired June 30, 1940; 
veteran of World Wars I and 11; died in Jackson¬ 
ville March 2, aged 72. 

Young, Anthony Obediah, Butler, HI.; Beaumont 
Hospital Medical College, St. Louis; 1893; formerly 
practiced in St. Louis, where he was associated 
with Missoini Baptist Hospital; died Feb. 22, 
aged 89. 

Young, Clifton AureUus Jr., Dunedin, Fla.; Uni¬ 
versity of Tennessee College of Medicine, Mem¬ 
phis, 1956; interned at City of Memphis Hospitals 
in Memphis, Tenn.; died in the North Mississippi 
Hospital in HoUy Springs, Miss., Dec. 1, aged 23, 
of anaphylactic shock follonung injection of tetanus 
antitoxin given for a minor laceration of nose due 
to an automobile accident. 
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BRAZIL 

Polyposis.—Dr. Silvio Levy {Revista do Hospital 
liatararazzo, Sao Paulo) cites as evidence to show 
that polyps of tlie colon or rectum are premalignant 
lesions (1) the fact that both polyps and carci¬ 
nomas are located in the various segments of the 
large intestine in almost equal percentage; (2) the 
parallelism between the incidence of carcinomas 
and i^olyps of the large intestine in adults, in dif¬ 
ferent ages and sexes; (3) the frequency with which 
polyps are associated witli rectocolic carcinoma; 
(4) the ti'ansformation of nontreated polyps into 
carcinoma; (5) the presence of adenomatous re¬ 
maining tissue in many rectocolic carcinomas, even 
in a late stage; (6) the high incidence of malignant 
degeneration in multiple polyposis; and (7) tlie high 
incidence of carcinomatous structure in many recto¬ 
colic adenomas. Differences persist as to the crite¬ 
ria to be adopted by the pathologists concerning the 
diagnosis of malignancy in adenomas. Many do 
not recognize the e.vistence of malignancy unless 
there is a definite invasion of tlie tissue by neoplas¬ 
tic epithelial elements. They thus reject the concept 
of the confinement of malignant cells (carcinoma in 
situ). The greatest incidence of polyps has been 
found in the age group 40 to 80, men being more 
subject to them than women and white people more 
than nonwhite. In the author’s series of 67 patients 
with polyps, 18 had carcinoma. Some of these were 
under 10 years of age. 

The author advocates (1) sigmoidoscopy in every 
patient examined for the first time, regardless of liis 
age; (2) annual sigmoidoscopy in every patient 
over 40; (3) annual sigmoidoscopy and barium 
enema in all patients with a familial history or with 
a previous polyp; and (4) sigmoidoscopy with 
barium enema in all patients with rectal symptoms; 
this procedure should be repeated after six months 
if the first examination gives negative findings. 


CANADA 

Supplemental Oxygen for the Newborn.-Because 
the newborn premature infant in respiratory dis¬ 
tress is menaced on the one hand by the danger of 
damage to vital centers due to hypoxia and on the 
odier by retrolental fibroplasia, Swyer and Wright 
[Camd. M. A. /. 78:231, 1958) controlled the oxy¬ 
gen supply by a diamagnetic oxygen analyzer and 
an ear oximeter. They found that these instruments 

The items in these letters ate contributed by regular correspondents 
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could be satisfactorily used to control the adminis¬ 
tration of supplemental oxygen at the minimum 
level necessary to secure physiological oxygenation 
of arterial blood in the newborn. By means of these 
instruments arterial oxygen saturation can be cor¬ 
rectly assessed. The clinical assessment of hypoxia is 
unreliable. In their series of 31 infants they thought 
that 15 had probably received oxygen unnecessarily 
though not in harmful amounts. Of those who re¬ 
quired oxygen, 10 needed a concentration of above 
35% initially. The required level for normal arterial 
oxygen saturation drops progressively over about 
five days to the atmospheric level of 20.9% in most 
cases. 


Incidence of Emotional Disease.—It is difficult to 
obtain a true estimate of the incidence of emotional 
disease in a population. Harding le Riche (Camd. 
Psychiat. A. J. 3:23, 1958) attempted to make such 
an estimate among the population of a prepaid 
medical care plan in Ontario from a sampling of 
those with psychiatric diagnoses. Of each 1,000 
participants there were 33 with a definite psychiat¬ 
ric diagnosis, and these required a total of 120 
services for 36 episodes. The commonest diagnosis 
was of anxiety reaction witliout somatic symptoms, 
followed by nervousness and debility, psychoneurot¬ 
ic disorders, psychoneurosis with somatic symptoms 
affecting the digestive system, primary childhood 
behavior disorders, psychoneurosis with symptows 
affecting the circulation, and neurotic depressive re¬ 
action. The major psychoses were uncommon in this 
prepaid medical care group, which was relatively 
favored, having an excess of young working adults 
and children. About 2.35% of the total expenditure 
of the plan for medical care was paid out for psy¬ 
chiatric conditions. When a broader classification 
was taken, including illnesses possibly or probably 
psychosomatic, such as migraine, peptic ulcer, 
tus, and hypertension the total expenditure was 14% 
of the total cost to tire plan. 


coholism in Rats.-It has been suggested in the 
St that in a colony of rats, given a choice of water 
d alcohol, some I'ats will choose the former and 
me the latter. It has further been suggested that 
is choice is genetically determined. This would 
an acceptable hypothesis to many alcoholics, 
10 might plead a genetic predisposition to alco- 
lism. Two observers from the Banting and e 
apartment of Medical Research, Toronto ( on 
Lchem. and Physiol 36:37, 1958 ) induc ed 
me experiments on adult male rats fed an 
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quate diet, which cast doubt on the genetic theory. 
An early impression had been that a number of the 
rats preferred 15% alcohol to water, but this was 
found to be incorrect. The reason for tlieir prefer¬ 
ence lay in the placing of the drinlcing fountains. 
A careful study of the records of experiments with 
certain individual rats showed that several of the 
“alcoholic” rats had suddenly become “teetotallers” 
and that some of the others had begun to drink 
large amounts of alcohol. When the observers be¬ 
came aware of the importance to some rats of the 
location of tlie fountains and deliberately varied 
this, the relative consumption of the two liquids 
changed. It was conjectured that some animals 
were right-pawed and otliers left-pawed and that 
the arrangement of the fountains affected the ease 
with which the rat could open the lid to get a drink. 

Costs of a Prepaid Medical Care Plan.—Adminis¬ 
trators of prepaid medical care plans are interested 
in knowing certain facts about those of their sub¬ 
scribers vv'ho cost an exceptionally large sum of 
money during the year. A study on these lines of a 
sample of 3,000 subscribers to a comprehensive 
medical, surgical, and obstetrical plan was made in 
Ontario (“A Special Study of High and Low Cost 
Groups in a Canadian Prepaid Medical Care Plan” 
by the Research and Statistics Department of Phy¬ 
sicians’ Services Incorporated). The sample was 
divided arbitrarily into two groups, a high-cost 
group, containing all those persons who cost the 
plan $60 or more in the year under review', and a 
low-cost group comprised of the rest. The high-cost 
group contained only 611 persons (13.5% of those 
ill in the sample), or 8% of all participants. This 8% 
cost the plan over 50% of all funds expended on the 
sample. The list of costly conditions, arranged in 
order of magnitude, was headed by diseases of the 
digestive system, followed by deliveries, complica¬ 
tions of childbirth and the puerperium, diseases of 
the genitourinary system, and diseases of the circu¬ 
latory system, ^’^en a profile of the high-cost group 
vv'as constructed, it was found to contain an exces¬ 
sive number of young adults between 20 and 45 
years of age. There were not as many persons of 50 
years and over in the high-cost group as might be 
e.xpected. The age group 20 to 45 included women 
in the childbearing period and also those requiring 
the greatest number of gynecologic operations. 

The expensive young adults had a hi^ incidence 
of appendicitis and hernia repair. Medical treat¬ 
ment for peptic ulcer was a costly item. Diseases of 
the nervous system and major ocular operations 
were expensive, especially for older people, and 
otitis media remained a costly item for the younger 
group. As regards the circulatory system, hemor¬ 
rhoids and other varicose veins and degenerative 
cardiovascular diseases were e.xpensive. In the high- 
cost group there was also a large proportion of frac¬ 
tures and other accidents. Various rheumatic con¬ 


ditions, psychoneuroses, diabetes, thyroid disease, 
asthma, and obesity were all represented in the 
high-cost group, and upper respiratory diseases 
were commoner in this group than in the low-cost 
group. Although tonsillectomy and circumcision 
rates were high in the high-cost group, each of 
these operations cost relatively little. It was the 
bulk of them that imposed a burden. The 10 lead¬ 
ing categories in the high-cost group were diseases 
of the respiratory system; genitoiminarj' system; di¬ 
gestive system; deliver)', childbirth, and puerper¬ 
ium; circulatory system; nerv'ous system; accidents; 
"s)'mptoms”; senility; and locomotor system, skin, 
and cellular tissue. In addition, the high-cost group 
required more services (physicians in this plan are 
paid on a fee-for-service basis) per disease episode. 
Acute respiratory illness still presents a great chal¬ 
lenge to both curative and preventive medicine. 
Even in these days of reasonably accurate diagno¬ 
sis, vague s>’mptoms came eighth on the list of 
frequency in the high-cost group and sev'enth in 
the low-cost group. Other vague diagnoses were 
dermatitis and anemia of unspecified type. 

Alcoholism.—The sev'enth annual report of the Al¬ 
coholism Research Foundation of Ontario makes 
depressing reading, for the foundation now esti¬ 
mates that Ontario has a total of 76,000 alcoholics 
and that since World War II alcohohsm has been 
increasing at an average rate in excess of 4,000 cases 
a year. The foundation, operating in foiu- Ontario 
cities, treated only 1,666 patients last year, and even 
though many other institutions and organizations 
gave treatment to alcoholics, the facilities w'ere far 
from meeting the needs. Alcoholism represents the 
largest public health problem facing this generation, 
and there is a pressing need for great increases in 
the number of physicians and others who can and 
will treat this disease. The foundation sees much 
hope for the future in the recognition of alcoholism 
as a health problem and not a disciplinary problem 
by employers. Their industrial health programs are 
being revised to include treatment for alcoholic em¬ 
ployees. From 3 to 6% of the employees in indus¬ 
tries that the formdation studied have problems 
xvith alcohol, and these employees average 15.5 
days of absenteeism per year, or about 10 days 
over the normal rate. The foundation has been rap¬ 
idly developing^ the educational side of its work, 
but it still spends a large proportion of its money 
on research. 

Financing Health Insurance.—One of the problems 
disturbing the economists is the amount of money 
a nation can spend on financing health insurance 
svithout impairing its economy in other dnections. 
Last year a monograph entitled “UnderxsTiting 
Canadian Health” was issued jointly by the Canad¬ 
ian Chamber of Commerce and the Canadian Life 
Insurance Officers Association. Projecting costs for 
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ledlth insurance forward to 1980, the report sug¬ 
gested that a government-sponsored universal medi¬ 
cal insurance plan would not be feasible. More re¬ 
cently, Malcolm Taylor, a political economist, crit¬ 
icized some of its findings. He said "If we cannot 
afford to pay for hospital care through a govern¬ 
ment iDrogram, neither can we afford to pay for it 
b}'^ any other means.” The only reason that a gov¬ 
ernment hospital care plan would increase the cost 
of hospitalizing patients over and above the normal 
rate of increase would be that certain people not 
previouslj^ insured were receiving care they should 
have had right along. 

The example of rising hospital costs in Saskatch¬ 
ewan. which has a universal hospital plan, is con¬ 
sidered not to apply to the rest of Canada, for 
Saskatchewan has used its hospitals as a means of 
getting medical care to the rural patients who make 
up the great bulk of the population and who in an 
urban center would have been treated at home. Dr. 
Taylor also asks why, if the economy is being 
strained, it is the health expenditures that cause 
concern and not the expenditures on luxuries. He 
believes that, instead of tlie bankruptcy predicted 
by the report, rising standards of health services in 
a health insurance scheme will be part of a rising 
standard of living. He also believes that govern¬ 
ment will only act as a channel for part of an in¬ 
surance program and that there should be a rapid 
expansion of voluntary prepayment and commercial 
insurance on a bolder scale. In any case, only a part 
of the job of providing hospital services is going to 
be channeled through government under the new 
scheme, namely the payment of operating costs. 
Provision of facilities will remain a voluntary, priv¬ 
ate, and local responsibility. 


INDIA 

Nephrotic Syndrome in Children.—L. S. Prasad 
(Indian J. Child Health, vol. 7, March, 1958) stated 
that many views have been advanced regarding the 
cause of the nephrotic syndrome. The audiors stud¬ 
ied the clinical features in cases which fulfilled the 
terms of definition of this syndrome, namely, those 
showing marked edema, albuminuria, hypoprotein- 
emia, hypercholesterolemia with or without hyper¬ 
tension, hematuria, and impaired renal function. In 
their series of 20 cases the ages of the patients 
varied between 1 and 11 years. A history of upper 
respiratory infection preceding the disease was ob¬ 
tained in only four cases. One patient had a history 
of frank hematuria, three had an acute onset, and 
the onset was insidious in the rest. The commonest 
symptoms were edema and oliguria. Two had a 
pulse rate above 120 per minute. There was no sig¬ 
nificant rise in blood pressure. One patient had en¬ 
larged cervical lymph nodes. The edema was slight 
in three, moderate in 11, and massive in 6. The 
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liver was palpable in 12 and tlie spleen in 1. Two 
patients showed slight ascites, while it was moder¬ 
ate in 7 and massive in 11. Rhonchi in the chest 
were heard in five and eight developed intercur- 
lent infections'and fever witli deterioration in the 
general condition and a decrease in urinary output. 

In one patient spontaneous diuresis occurred with 
pyrexia of unknown cause. One patient developed 
hypocalcemic tetany probably due to the alkalosis 
from prolonged administration of alkalies. Frequent 
attacks of diarrhea occurred during treatment with 
alkalies, and they responded better if alkalies were 
witlidrawn. Four patients had Escherichia coli in 
the urine culture. The Wassermann reacfion was 
positive in two. All but two had severe albuminuria, 
and erythrocytes were present in the urine in all but 
one. All but two had granular casts. The blood urea 
level was raised and ranged from 25 to 100 mg. per 
100 cc., while tire blood cholesterol varied between 
188 and 470 mg. per 100 cc. The total plasma pro¬ 
tein levels were lowered in all but three. The au¬ 
thor concluded that the so-called nephrotic syn¬ 
drome may be a form of nephritis but still a clinical 
entity, there being no history of acute nephritis in 
most cases. If followed up for years most patients 
would be found to develop chronic nephritis. 

Infantile Diarrhea.—Basu and Rao (Indian }. Child 
Health, vol. 7, March, 1958) studied 100 patients with 
infantile diarrhea to determine the relative values 
of sulfaguanidine; Chlorostrep (equal parts of 
chloramphenicol and dihydrostreptomycin); oxytet- 
racycline; a combination of sulfadiazine, phthalyl- 
sulfathiazole, and chloramphenicol (chlorampheni¬ 
col-sulfa); and pectin and kaolin compound. Of the 
children in the series 80% were below one year of 
age. Most were admitted with diarrhea of two to 
four days’ duration. The condition was classified as 
slight in 24, moderate in 56, and severe in 20; 39 
were treated mth sulfaguanidine, 21 with Chloro¬ 
strep, 18 witli chloramphenicol-sulfa, and 11 each 
with oxytetracycline and thp pectin and kaolin com¬ 
pound. The progress was judged by the number of 
stools per day, their character, urinary output, vom¬ 
iting, general condition, and the number of days 
of hospitalization required. Chlorostrep was more 
effective than any of the other drugs. Patients given 
this drug who were slightly or moderately ill re¬ 
quired about six and eight days respectively in hos¬ 
pital. The results with oxytetracycline were not en¬ 
couraging, and those \vith chloramphenicol-sulta 
were no better tlran those with Chlorostrep. There 
were 20 patients whose disease was severe and ol 
tliese 12 died; but none of the 6 treated with Ch or- 
ostrep died. Ten patients were treated with su fa- 
guanidine, and of these 3 died; and 2 recei^d chlor¬ 
amphenicol-sulfa, and of these one died The ehect 
of oxytetracycline and the pectm and 
pound could not be studied adequately m patie^ 
with severe diarrhea, as the only patient m 
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of these categories died. Correction of fluid and 
electrolj'te balance is an important part of the treat¬ 
ment of this condition. Wlien facilities for identifi¬ 
cation of die responsible pathogens are available, 
chemotherapy may wait for the identification, but 
if diey are not readily available, Chlorostrep should 
he given by mouth. 

I^tiligo.-Chaudhari and Chakraborty (/. Indian 
M. A., vol. 30, March 1, 1958) stated that the main 
ultimate factor causing ^’itibgo is probably the fail¬ 
ure of the intracellular metabolic processes con¬ 
cerned vidi the conversion of tjTOsine to melanin, 
the reason for which is still obscure. Tlie t>Tosinase 
acdi-it}' of the melanoc>i:es is believed to be absent 
in this disease. The autliors took biopsy specimens 
from marginal areas so that the same specimen 
showed diseased and normal tissue. Of the 10 pa¬ 
tients thus studied, 4 had received prewous treat¬ 
ment without benefit. A deficiency of tjTosine was 
found in the wtiligenous skin. Here the basal cells 
of the epidermis contained less ribonucleic acid as 
compared with normal skin. Most of the nuclei of 
basal cells and prickle cells of the aflFected area 
were larger in size than normal. The nucleoli were 
more fragmented and showed a relatively weaker 
reaction for desoxyribose nucleic acid, but the re¬ 
action for hyaluronic acid and for alkaline phospha¬ 
tase was relatively stronger. 

Anemias in Childhood.—O. P. Ghai (Indian J. Child 
Health, vol. 7, Februarj', 1938) studied 52 cases of 
anemias in children below the age of 3 years. The 
mothers of 32 were undernourished and anemic. 
The diet was universally inadequate in both breast¬ 
fed arid artificially fed children. Mixed feeding was 
started late and was of poor quality. Eight patients 
show'ed evidence of clinically detectable nutritional 
deficiency. Plasma proteins were below normal in 26. 
Infections (mainly gastrointestinal and respiratory) 
were present in 45. Eight had a positive tuberculin 
reaction, and 7 of these had radiologic evidence 
of tuberculosis. Two had ankylostomiasis. In 18 
the hemoglobin was 5 Gm. per 100 cc. or less on 
admission and in 29 it was between 5.1 and 9.5 Gm. 
per 100 cc. Excluding the five patients xvith con¬ 
genital hemolytic anemia, the type of anemia was 
normocytic normochromic in 19.15%, normocytic 
hypochromic in 34%, microcytic normochromic in 
6.4%, microcytic hypochromic in 21.3%, macrocytic 
normochromic in 14.9%, and macrocytic hypochro¬ 
mic in 4.25%. Malnutrition and infections were the 
chief etiological factors. Hemolytic anemia was 
present in 21.16% of these patients, 9.62% of whom 
had congenital hemolytic anemia. Erythroblastosis 
due to Rh incompatibility was rare in this series. 
The cause of hemolysis in the rest of the patients 
'vith hemolytic anemia could not be determined. 
Acute acquired hemolytic anemia was the most 
likely diagnosis in some of these. 


Chloramphenicol in Typhoid.—Kamat and Damany 
(J. Indian M. A., vol. 30, March 1, 1958) treated 
87 patients with typhoid. All but four were given 
chloramphenicol every 12 hours. Of the four not so 
treated two left soon after admission against medi¬ 
cal ad\dce, one died before treatment could be 
started, and one made a prompt recovery without 
the drug. Chloramphenicol was given initially in 
doses of 0.75 Gm. twice a day. The dose was re¬ 
duced to 0.5 Gm. twice a day when the patient’s 
temperatime fell to between 99 and 100 F (37.2 and 
37.8 C) and was further reduced to 0.25 Gm. twice 
a day when his temperature became normal. This 
dose was continued for four to six days. Patients 
xvith a low temperature range such as those witli 
relapses, or those who had received inadequate 
antibiotic treatment prior to admission, and those 
with paratyphoid; and all children below the age 
of 10 years were given 0.5 Gm. tsvice daily as the 
initial dose. When oral administration was not pos¬ 
sible as in patients \wth severe to.xic conditions and 
those with complications, intramuscular injections 
of 0.5 Gm. were given. Most of the patients were in 
the age group ll to 20, the youngest being 4 and 
the oldest 49. The average duration of fever before 
admission was 22 days. It was continuous in 74, 
intermittent in 7, and was classed as relapse in 6. 
Eight gave a history of rigors in the beginning. 

The commonest of the accompanying symptoms 
was an improductive cough, present in 34. Mild 
toxemia was present in 30, moderate toxemia in 21, 
and severe in 3. Bronchitis was present in 42. 
Marked anemia was found in 19; leukopenia in 66; 
and leukocjtosis in 20. The blood coimt was normal 
in the rest. Relative lymphocytosis was present in 
77. The Widal reaction was performed in 77. In 63 
of these it was positive, and 13 patients were found 
to have paratyphoid A. Of 29 blood cultures 22 
were positive for Salmonella typhi. Severe diarrhea 
in three patients was relieved by supportive treat¬ 
ment and dietetic restrictions. In one patient an 
intractable diarrhea was checked by gixring chlor¬ 
amphenicol. Treatment with other antibiotics prior 
to admission had failed. Four patients, one of whom 
died, had a gastrointestinal hemorrhage. Perforation 
occurred in tivo patients, one of whom died. En¬ 
cephalitis developed in two patients, one of whom 
died. One patient developed pneumonia and bur¬ 
sitis, a rare complication, after the temperature had 
returned to normal. Toxic myocarditis and auricu¬ 
lar fibrillation developed in one. Of the 87 patients, 
7 (all adults) died. The temperature returned to 
normal in three to six days in most patients. Re¬ 
lapses occurred in seven patients who were treated 
witli chloramphenicol and who responded prompt¬ 
ly. No to.xic effects due to the drug were noticed. 
Blood counts made on discharge in the 19 patients 
with anemia showed no evidence of aplastic 
anemia. 



FOREIGN LETTERS 


Treatment of Tuberculosis-S. C. Lahiri and co¬ 
workers (7. Indian M. Profession, vol 4, March, 
195S) used a salt obtained by treating isoniazid 
with aminosalicylic acid to treat nine patients who 
had tuberculosis. Two of the patients had miliary 
tuberculosis, two glandular, three intestinal, and 
two had polyserositis. The salt was given in doses 
of 200 mg. three times a day. The duration of treat¬ 
ment varied from 30 to 45 days. Of the two patients 
Math miliary tuberculosis one was also given 10 
Gm. of streptomycin daily and showed marked im¬ 
provement both clinically and radiologically. The 
other (farther advanced) died. All other patients 
showed moderate to marked improvement, especi¬ 
ally those Mdth glandular tuberculosis, in M'hom the 
results were e.vcellent. In all patients the tempera¬ 
ture was controlled except in the patient M^ho died 
and anotlier M'ho required 30 Gm. of streptomycin 
to control the temperature after the isoniazid salt 
failed to do so mo thin 15 dnys. Toxic reactions were 
practically absent except for a slight gastrointesti¬ 
nal upset in one and headache and palpitation in 
another. 
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the Dunedin Hospital were scrutinized. In nianv 
of these the documentation was inadequate. No case 
was found in which hypothyroidism appeared'to 
be the foreninner of a pituitary adenoma. The 
search for evidence.of hypogonadism preceding the 
development of pituitary tumors proved to be more 
rewarding. Cushing cited two cases, and four of 
the author s cases supported such a suggestion. Two 
of the author s cases were women in whom bilateral 
oophorectomy was followed 24 and 23 years later 
by the development of pituitary tumors. In hvo men 
relative hypogonadism preceded the development 
of pituitary tumors. Although the search for cases 
of pituitary tumors that might have been preceded 
by a state of hypothyroidism proved to be fruitless, 
this is not surprising as the hypothyroid syndrome 
is now usually recognized and treatment is insti¬ 
tuted early. In rats and mice tumors can be pre¬ 
vented by giving thyroid hormone. Thus in recent 
years severe untreated myxedema of prolonged 
duration is rare. In rats and mice surgical ablation 
of the gonads leads in time to the development of 
basophilic adenomas of the pituitary. In the two 
human cases cited by Cushing the clinical evidence 
suggests a degree of hypogonadism, which may be 
attributed to tlie cystic state of the ovaries in both 


Accident Rate.—About 11.5% of all beds in general 
hospitals are occupied by accident victims and tlie 
running costs of maintaining these beds exclusive 
of capital costs is about $4,500,000 a year. There 
were 45,000 accidents, 97 of them fatal, in industry 
during 1957. This showed a marked improvement 
on the figures for 1956. Industrial accidents cost 
tliis country about 30 million dollars a year, and in 
1955, the last year for which detailed statistics are 
available, the time lost through 42,038 accidents 
was 832,000 days. It is estimated that nearly 1 
million days were lost from work last year. Traffic 
accidents in 1957 totalled 7,938 compared with 
7,042 in 1956. There were 383 traffic deaths last 
year. In 1957, 44 agricultural employees died in 
accidents. Of these, tractors were involved in 33. 
No fewer than 23 children were accidentally killed 
on farms last year. A “Safety Week” exhibition in 
Wellington stressed the need for greater safety 
consciousness. 

Hypogonadism Preceding Pituitary Tumors.-Start- 
ing from the facts that in rodents partial or com¬ 
plete impairment of thyi'oid and also of gonadal 
function leads in time to the development of pitui¬ 
tary tumors and that there is some scatteied 
evidence of pituitary tumor formation in man fol¬ 
lowing prolonged thyroid deficiency. Prof. J. E. 
Caughey {Avstralian Annals Medicine, vol. 6, p. 93, 
1957) attempted to correlate hypothyroidism or 
hypogonadism with the development of pituitary 
tumors in man. Some of Cushing’s classical case 
records and the records of 50 patients studied in 


patients. 

In all of Professor Caughey’s patients there was 
evidence of hypogonadism. In men with pituitary 
tumor of the chromophobic type there is often 
ei'idence of defective secondary sexual hair growth 
for many years before the patient presents symp¬ 
toms and signs of a pituitary tumor. This suggests 
a prolonged period of defective androgenic function 
preceding the development of the tumor. In three 
of tlie authors patients the tumor was clearly 
chromophobic, whereas the reports on rats and 
mice M^ere of basophilic tumors. This has to be 
mewed in the light of modern cytological study of 
tlie pituitary. The chromophobic cell is an inactive 
cell and may represent a quiescent phase of an 
acidophilic cell. With modern staining methods, 
chromophobic cells are often found in patients ivith 
clearly defined acromegaly. This suggests that the 
acidophilic cell may be transformed to a chromo- 
phobic cell. In all six cases reported there was 
evidence of complete or partial failure of t le 
gonads. Drawing on tlie analogy with the animal 
experiments, it seems possible diat die developmen 
of the pituitary tumors was due to an overactivity 
of gonadotropic cells ivith subsequent tumor or 
mation. 


coholism.-In a circular letter sent to all medic, 
actitioners, tlie Department of Health sties 
at the maximum age incidence of /‘Icohob m 
tween 35 and 55. Men Predominate. A cohd.« 
id to show better than average e^eier^c) 

latever job they have chosen, ^ , ‘-n. 

oportion come from tlie managerial and adim 
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istrative ranks. Early signs include (1) the neces¬ 
sity to sneak extra drinks; (2) the necessity to 
drink before starting tire day; (3) tire inability to 
stop short of drunkenness; (4) tire development of 
"black-outs,” i. e., periods of amnesia either after a 
drinking spree or independently; (5) increase in 
absenteeism from work; (6) a liability to careless¬ 
ness and accidents on the job; (7) such changes in 
personality as carelessness in dress, moodiness, and 
unpredictable behavior; (8) disregard of personal, 
family, and work obligations, and of social and 
moral standards generally; and (9) increasingly 
transparent excuses for failure. In many cases tire 
alcohobc will minimize, or even deny, his drinking 
problem when he first consults a physician. Adrrice 
must be offered in a friendly and uncritical fashion 
initially. The alcoholic is almost invariably a rather 
insecure and touchy person and direct reproach or 
disciplinary' measures are almost certain to intensify 
the problem. The emphasis should be on the medi¬ 
cal aspect and the possibility' of treatment. 

Poliomyelitis Vaccine.—The Department of Health 
last year received monthly supplies of poliomyelitis 
vaccine from Australia which were used to vacci¬ 
nate children and pregnant women. Under this 
year’s scheme, children from 2 to 16 wll be vacci¬ 
nated. The first two injections are given 4 weeks 
apart and the booster some time between 6 and 12 
months later. Many children who were injected on 
the first hvo occasions rrith British vaccine xvill get 
a booster of Australian vaccine. 

Vascular Pattern of Regenerated Tendons.—Al¬ 
though it has been stated that the structure of 
regenerated tendon ultimately becomes normal, 
Dr. N. W. Nisbet (Proceedings University of Otago 
Medical School, vol. 33, p. 26, 1937) reported that 
neither the microscopic structure nor the intra- 
tendinous vascular pattern of the tenotomized 
tendo Achillis of laboratory' animals did so even 
after nearly a year. Subcutaneous and open teno¬ 
tomies of the tendo Achillis of the rabbit, guinea 
pig, and rat were performed. Only the rabbits’ legs 
were immobilized in plaster for three weeks. The 
animals were killed at intervals ranging from a few 
day's to nearly a year after tenotomy. In the early 
stages of regeneration the vessels from the sur¬ 
rounding tissues invaded the forming tendon. Ulti¬ 
mately', in a tendon which functioned adequately, 
they consisted of a series of coarse looped vessels 
reaching the surface of the tendon from the sur¬ 
rounding tissues. This pattern in no way resembled 
the delicate vascular grid formed by the capillaries 
related to the tendon fasciculi in the normal state. 
The venous pattern of regenerated tendon was like- 
wse irregular. These new intratendinous vessek 
ultimately anastomosed xvith the intratendinous ves¬ 
sels of the tendon ends. These vascular arrange¬ 
ments of regenerated tendon were consistent mth 


the otlier histological findings. Even after nearly a 
year tire structure of the tendon fasciculi remained 
coarse and irregular, and the appearance did not 
suggest that it would ultimately return to normal, 
despite adequate function. Dr. Nisbet concluded 
tliat regenerated tendons do not acquire a normal 
cellular and vascular structure. 


UNITED KINGDOM 

Hy'pnosis in Plastic Surgery.—A recurrent problem 
in plastic surgery is the maintenance in apposition 
of two wdely' separated areas while tissue is being 
transferred from one to the other. The use of plaster 
of paris is uncomfortable, causes sores, immobilizes 
joints, and produces stiffness that may’ require 
weeks of physiotherapy for its relief. Bearing in 
mind that some subjects under hy'pnosis can be 
placed in bizarre postures and fixed there rmtil the 
suggestion is given for release, Kelsey’ and Barron 
{Brit. M. J. 1:756, 1938) considered the possibih'ty 
of securing fixation by’ this means. A patient of 24 
was selected for the test. He had e.xtensive tissue 
loss from the fore part of the right foot, which was 
to be repaired wth a pedicle from the abdomen 
transported wa the left forearm. As a preliminary 
measure, the patient was put under complete hyp¬ 
nosis, and the left arm was fixed against the 
abdomen in the position it would occupy’ during 
and after the operation. Under hypnosis die patient 
was instructed to lock the arm in Oris position. This 
was done so effectively that it could not be moved 
voluntarily’, nor could it be moved by attendants 
until unlocked by’ hypnosis later. After several trial 
runs of hypnosis, the operation of freeing a pedicle 
from the abdomen and inserting it into the u’rist 
was performed wth tlie patient under local anal¬ 
gesia. The patient was hypnotized after optimal 
positioning of tlie forearm and u'rist at the end of 
the operation and ordered to lock the arm in this 
position. He was then brought out of hypnosis. The 
position was maintained accurately’ until released 
by hypnosis at the next operation three weeks later, 
when the lower end of the pedicle was freed from 
the abdomen and inserted into the forearm. It was 
observ'ed u’ith astonishment that from the moment 
of release movement of the elbow and shoulder 
joints was fuU, free, and painless. 

A similar procedure was adopted for the transfer 
of the pedicle from the VTist to the fore part of the 
foot. After a trial run of hypnosis the operation was 
performed wth the patient imder local analgesia, 
wth his arm and wrist placed in the optimal posi¬ 
tion and locked there under hypnosis. This position 
was maintained for 28 days, during which the pa¬ 
tient slept sitting up. At the end of this time the 
arm was unlocked under hypnotism. Immediately 
after unlocking the movements of all the joints, 
including those of the spine and fingers, were full. 
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flee, and painless. Kelsey and Barron suggest that 
this hypnotic method of fixation be used when pos¬ 
sible, and that physiotlierapists and selected nurses 
might be trained in hypnotism for this purpose. 


Prostatitis and Ankylosing Spondylitis.-Mason and 
co-workers (Brit. M. /. 1:748, 1958) investigated 
the incidence of prostatitis in men with ankylosing 
spondylitis. A possible association was suggested 
by the occurrence of prostatitis in patients widi 
Reiters syndrome and the frequent presence of 
genital infection in patients witli ankylosing spon¬ 
dylitis. The authors studied 54 men with the latter 
and compared them with 86 who had rheumatoid 
arthritis and 59 who had Reiter’s syndrome. Pros¬ 
tatic fluid was obtained by massage and examined 
by dark-field microscopy for clumps of polymor¬ 
phonuclear leukocytes. The diagnosis of chronic 
prostato^'esiculitis ivas made on finding clumps of 
pus cells containing a minimum of 10 cells per 
high-power field. A high incidence of prostatitis 
(83%) was found in the patients with ankylosing 
spondylitis, compared with a much lower incidence 
(33%) in those with rheumatoid arthritis. As would 
be expected nearly all patients with Reiters syn¬ 
drome had prostatitis. ^\fliether the coexistence of 
ankylosing spondjditis and prostatitis is an asso¬ 
ciated phenomenon or whether the conditions are 
etiologically related is not clear. Until tire organism 
responsible for nonspecific urethritis is identified, 
cause and efl^ect cannot be distinguished, and at 
present no more than an association between tlie 
two conditions can be established. 


Mitral Valvotomy and Pregnancy.—Pregnancy in 
patients with severe mitral stenosis still remains 
hazardous, mainly because of pulmonary edema. 
The surgical relief of the stenosis offers a new ap¬ 
proach, but the place of valvotomy has been the 
subject of conti-oversy. Wade and co-workers ( Lan¬ 
cet 1:559, 1958) assessed die-results of initial val¬ 
votomy in pregnancy from their series of 27 patients 
and an examination of the recent literature, cover¬ 
ing 77 others. The operative mortality in the 104 
patients was 2.2% and the abortion rate 5.6%. They 
concluded that pregnancy does not increase the 
operative risk, which approximates closely tire an¬ 
ticipated mortality in patients in groups 2 and 3 
of the American Heart Association’s classification. 
The maternal mortality is probably increased by 
valvotomy during pregnancy in contrast to medical 
management, but this increased risk is no more 
than that which would be incurred if the pregnancy 
were allowed to continue without operation and 
valvotomy were performed post partum. Compared 
with medical management the operation does not 
increase the fetal mortality. This was 5.6% in tlie 
patients operated on and 10.2% in a series of 990 
pregnancies complicating all forms of heart dis¬ 
ease. Of these 6.4% were terminated because of 
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the heart disease. The results compared favorably 
with the anticipated abortion rate of 2% from the 
12th week onwards in healthy women. The authors 
concluded that if during pregnancy the sjmptonis 
are severe enough to warrant it and if valvotomy 
is fcchmoally feasible, it is the treatment of choice 
beventeen pregnancies in 18 patients who had 
previously undergone mitral valvotomy were fol¬ 
lowed: 12 living children were delivered normally 
at full term; one pregnancy was terminated be¬ 
cause of heart failure; one patient was delivered 
by cesarean section at 38 weeks because of toxemia; 
and there were two fetal deaths unrelated to the 
motliers’ heart condition. Symptoms due to severe 
pulmonary congestion were encountered in 3 of 10 
patients placed in group 1 after the operation and 
5 of 6 patients in group 2. The authors concluded 
that although pregnancy following successful val¬ 
votomy is usually safe, difiiculties may be encount¬ 
ered, and that a technically unsatisfactory operation, 
even if followed by reasonable functional improve¬ 
ment, is unlikely to permit pregnancy to take a 
normal course. The assessment of fitness for preg¬ 
nancy cannot be satisfactorily undertaken in less 
than six months after the operation. 


Mass Radiography Campaign.—In Edinburgh 190,- 
000 persons participated in the city’s mass radi¬ 
ography scheme. Of these 6,600 were recalled for a 
larger film, and of these 1,650 were referred to a 
chest clinic for furtlier investigation; 44 had active 
pulmonary tuberculosis requiring treatment, and of 
this number 20 were hospitalized. The figures indi¬ 
cate that about 1 in every 4,320 persons examined 
by mass radiography in Edinburgh required active 
ti-eatment for pulmonary tuberculosis. 

Smoking and Peptic Ulcer.—Doll and co-workers 
(Lancet 1:657, 1958) investigated tlie smoking 
habits of patients witli peptic ulcer and compared 
them with those of a control group of patients Avith 
diseases believed to be unrelated to smoking. Each 
ulcer patient was matched by two control subjects 
for sex, age, place of residence, and in the case of 
men for socioeconomic class. Data were finally ob¬ 
tained from 327 patients with gastric ulcer, 33S 
with duodenal ulcer, and 1,143 controls. The pro¬ 
portion of nonsmokers was less in both sexes among 
the ulcer patients than among the controls. In con¬ 
trast no appreciable differences were found be¬ 
tween the proportions of heavy smokers. More 0 
the male gastric ulcer patients than of their con¬ 
trols had started to smoke before tlie age of 15, an 
fewer had begun to smoke at the age of 30 or more. 
Tlie proportion of those who smoked only cigarettes 
was higher in patients with peptic ulcer than in le 
controls. The authors pointed out tli^ these da. 
could be interpreted in various ways: Tlie presenc 
of an ulcer might stimulate a desire to smoke; som 
psychological factor might predispose to smoiang 
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and to peptic ulcers; or smoking mi^t be the pri- 
mar}' factor and might contribute directly to the 
production or maintenance of an ulcer in some 
patients. 

Because more than one explanation is possible 
furtlier evidence was obtained by a clinical trial. 
Inpatients uith gastric ulcers who were regular 
smokers were dmded into two groups on admis¬ 
sion, One group was adwsed to stop smoking, and 
the other was not. Both groups were given the same 
medication and treated by bed rest for four weeks. 
The size of the ulcer was reduced by two-thirds or 
more in 75% of patients advised to give up smok¬ 
ing, the average reduction being 78%. Among the 
40 patients in the group not adwsed to give up 
smoking the size of the ulcer was reduced by t^vo- 
thirds or more in 58%, unth an average reduction of 
56.6%. The average reduction in size of the ulcer 
was greater in those patients foUowdng the adwce 
not to smoke at all than in those who reduced die 
amount of smoking but did not stop. The average 
gain in weight was not significantly diflterent in the 
smoking and nonsmoking groups. It was concluded 
that in some patients smoking interferes ndth the 
healing of a peptic ulcer and helps to maintain its 
chronicity. 

Prophylaxis and Treatment of the Common Cold.— 
Skeptical of the value of autogenous vaccines in the 
prophylaxis of the common cold, but acceding to 
requests for them from chronic sufferers who main¬ 
tained that they were of value. Dr. J. Ritchie ( Lan¬ 
cet 1:615, 1958) carried out a controlled clinical 
trial among 200 volunteers, of whom 120 received 
an autogenous vaccine and 80 carbolized saline solu¬ 
tion as a control. To exclude the possibility of bias 
information was sought on age, sex, years of sen'- 
ice, association udth children, and smoking habits. 
The only one of these that showed an appreciable 
difference in distribution between the vaccinated 
and control groups was the proportion of smokers. 
Smokers and nonsmokers were equally distributed 
in the vaccine-treated group, while in the control 
group nonsmokers outnumbered smokers almost 
two to one. The organisms found on culture of nose 
and throat swabs were mainly Streptococcus vi- 
ridans and Neisseria catarrhalis, ndth a few staphy¬ 
lococci and some diphtheroids. The vaccines were 
made to a strength of 500 million organisms per 
milliliter, and injections were given once a week for 
eight weeks. The first injection was 0.1 ml., the sec¬ 
ond 0.3 ml., and the third and subsequent injec¬ 
tions were 0.5 ml. Colds were classified as full or 
unmodified, mild, and prodromal. Of the volun¬ 
teers, 184 completed the course of injections, 109 in 
the treated and 75 in the control group. The inci¬ 
dence of colds per month during the injection 
period was five times as great in the control group 
as in those vaccinated. Time lost from work through 
colds and upper respiratory infection was also 


greater in the controls. Tlie percentage of colds 
passing from the prodromal to the fully developed 
stage was 13 in die treated group and 62 in the 
controls. 

Ritchie made a further trial of the effectiveness 
of the broad-spectrum antibiotics in reducing the 
duration of the common cold. This was done on the 
assumption that most of the secondar>’ sjTnptoms 
are due to enhanced xurulence of the patient’s nor¬ 
mal nasal and pharyngeal flora following depres¬ 
sion of the body’s resistance by the common cold 
virus. Sensitivit)" tests were done on the bacterial 
flora of the saliva. At the onset of prodromal symp¬ 
toms each volunteer was given either a placebo 
tablet of lactose, if in the control group, or, if in the 
treated group, a 15-mg. tablet of tetracycline, ox}'- 
tetrac}'cline, or chlortetracycline. The antibiotic was 
chosen according to the saliva sensitixit}’ tests. From 
October to April, 581 volunteers received short-term 
antibiotic treatment of txvo tablets a day for three 
days. The 338 controls w'ere gix’en inert tablets in 
the same dosage. In the treatment group the num¬ 
ber of patients in the prodromal stage reported was 
287 ( 49%) of xvhich 22 (7%) went on to full colds. 
In the control group the patients in the prodromal 
stage numbered 182 ( 54%), of xvhich 87 (48%) 
went on to full colds. These figures corresponded 
to 4 colds per 100 in the treated and 26 per 100 in 
the untreated subjects. Ritchie considered short¬ 
term antibioric treatment justified to cut dorna the 
effects of the common cold, particularly in indus¬ 
try. The small dosage given had no permanent 
effect on the sensitiviri' of the phaiymgeal bacteria 
nor on the proportions of the various species. 

Food Poisoning from Potatoes.—Although potatoes 
hax^e rarely been found to be a cause of food poi¬ 
soning, Daxies and Parry {Lancet 1:684, 1958) 
traced an outbreak of staphylococcic food poison¬ 
ing to potatoes infected after cooking. Eight per¬ 
sons developed acute diarrhea and abdominal pains 
xxith x^omiting one-half horn- to four and one-half 
hours after a meal in a restaurant Staphylococcus 
pyogenes x^ar. aureus xvas formd in the feces and 
x'omitus, a finding xvhich, coupled xvith the short 
incubation period, established the diagnosis. The 
only food eaten by all the victims xx'as French- 
fried potatoes. Eleven of those handling the food in 
the restaurant xvere found to be carrying staphylo¬ 
cocci in the throat, nose, intestines, or hands. Tlie 
organisms xvere recox'ered from the hands, chin, 
and feces of one of the cooks. Although no infected 
potatoes xvere found, it xvas ascertained that they 
xx'ere prepared by the infected cook. Tests showed 
that although cooking potatoes destroys any con¬ 
taminating staphylococci, they may readily become 
infected afterxx’ards. Another possibilit)' xx’as that 
heat-stable Staphylococcus enterotoxin formed in 
infected potatoes during their preparation. 
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CORRESPONDENCE 


BCG VACCINATION 

To the Editor:—The recent report of the Ad Hoc 
Committee of the Surgeon General of the United 
States, after weighing the advantages and disad¬ 
vantages of BCG vaccination, states: “It is believed, 
however, that the advantages of vaccination out¬ 
weigh the disadvantages for tuberculin negative 
persons who are exposed to a definite risk of 
infection, especially if they cannot be retested 
frequently with tuberculin.” This committee recom¬ 
mended BCG vaccination for tliose groups recom¬ 
mended by the American Trudeau Society, the 
American College of Chest Physicians, tlie Ameri¬ 
can Medical Association, and the Medical Advisory 
Committee of Research Foundation. 

Tlie specific groups recommended for BCG vac¬ 
cination by the American Trudeau Society are 
(1) doctors, medical students, and nurses who are 
exposed to tuberculosis; (2) all hospital and lab- 
oratory personnel whose work exposes uiem to 
contact with the bacillus of tuberculosis; (3) indi¬ 
viduals who are unavoidably exposed to infectious 
tuberculosis in the home; (4) patients and em¬ 
ployees in mental hospitals, prisons, and other cus¬ 
todial institutions where tlie incidence of tuber¬ 
culosis is known to be high; and (5) children and 
certain adults considered to have inferior resistance 
and living in communities in which the tuberculosis 

mortality rate is unusually high. 

There have been numerous inquiries from all 
narts of the United States as to where BCG vaccine 
may be obtained.. In order to assist those interested, 
the following information is offered; BCG vaccme 
may be obtained by any licensed physician in the 
United States and its territories by writing to the 
laboratories of Research Foundation and the Uni¬ 
versity of Illinois, the only institutions licensed to 
produce and distribute BCG in this country. 

Sol Roy Rosenthal, M.D. 
Research Foundation 
70 W. Hubbard St. 

Chicago 10, 

mouth-to-mouth airway 

RESUSCITATION 

To the Editor:-The article on mouth-to-airway re- 
by Satar and McMahon, in the Mar > 22 

i«ne of The Tournal, page 1459, is of mteresL r 
have used this simple principle in ' ' 

[„„ts since 1942 and 6"^ « 

er end of the instrument should be shape 


into and to obtrude the esophagus. The mouthpiece 
needs a trap to stop interchange of secretions be¬ 
tween patient and resuscitator, as used by De Lee. 
These points were described in an article published 
in the American Journal of Surgery (58:140-141 
[Oct] 1942). 

An additional aid is to have a flow of oxygen di¬ 
rected at the nose of the person doing the resuscita¬ 
tion, thereby raising the oxygen content of the air 
blown into the patient’s lungs. To my surprise, in an 
article published in 1817 by John King (New York 
Medical Repository), describing the delivery of an 
abdominal pregnancy by vaginal incision, the fol¬ 
lowing statement appears. 

“The child appeared to be still-born, but not 
being certain of that, I inflated the lungs through 
a tube, and was pleased to find it had borne the 
brunt of the day, without any fatal event. 

How long can a good idea remain unappreciated? 

Leonard R. Thompson, M.D. 

631 W. Sixth St, 

San Pedro, Calif. 


UNITARY AND ACCURATE METHOD FOR 
OLLECTION OF STOOL SPECIMENS 

0 the EdUor:-ln the study of the hemolytic 
lemias it is important to have an accurate knowl- 
dge of the quantitative fecal urobilinogen, lo 
btain this information it is essential that tire stool 
^ecimens be collected accurately over a stated 
eriod of time. This is often a difficult task, both 
1 the hospital and at home. The usual methods o 
•ying to dip the specimens out of bedpans or foilet 
are Lb messy and 

irect use of a container is often beyond the scop 

^Tlle usTof Saran Wrap has solved this problem. 
lIRs material is obtainable in most grocery stores^ 
t is Transparent, pliable, tough, waterproof, and 

L'mSV ifrt 

,lenly ot slacb. The speam^js teja 
jsual. The toilet seat is rmse , g Wrap and 
•he four corners of the sheet of baran i 
Wirling them together the specimen “ 

op and deposited in »1” ” L 'Ue 

or otlier processing the teciini 
.qnran Wrap containing tlie specimen 


area. 


Carl Reich. M.D- 
19 E. 80th St. 
New York 21. 
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BUSINESS PRACTICE 


SELECTING YOUR INVESTMENTS 

Carl Holzheimer, Chicago 


Tlie considerations and the opportunities avail¬ 
able in selecting investments or the organization 
of a lifetime investment program is highly personal 
and involves many details ranging from family 
circumstances to the economy of tlie United States 
and the world; I can, therefore, touch on only a few 
brief higlilights. I shall not address my remarks to 
the details of possible investment programs in the 
areas of stocks, bonds, and savings. Perhaps physi¬ 
cians, as skilled professional men, will be more sym¬ 
pathetic than a lay group, since I doubt whether 
any physician would feel comfortable ’ if he were 
called on to outline the medical diagnosis and 
resulting treatments that 500 lajnmen might follow 
during the rest of their lives. Tlie personal element 
is basic, and I would first suggest that no invest¬ 
ment program is practical or meaningful, nor can 
it be continued, iwthout some preliminar)' determi¬ 
nations. 

Preliminary Considerations for Investment 

Personal Needs for Cash.—The first determina¬ 
tion is one relating to personal needs for cash. I 
am not talking about piling cash in a safety de¬ 
posit box but, rather, about bank balance—the bank 
balance out of which you and your family draw 
their monthly living. You, and you alone, must de¬ 
cide how big this should be. It is a matter of your 
own comfort. Some persons feel that any money in 
a checking account above a month’s requirements 
and perhaps the minimum balance that the bank 
may demand is wasted. 'The money should be work¬ 
ing. Others feel that they cannot be comfortable 
unless they have a big bank balance. How big? 
.Well, perhaps three months, six months, or, in some 
cases, a year’s living requirements. Beyond that, 
it becomes a bit unnecessary, and, if your personal 
feelings seem to require greater permanent cash 
figures, then perhaps your investments should fol¬ 
low a course rather different from the one I pro¬ 
pose to outline. But the cash determination is point 
number one. 

The Insurance Program.—In second place are the 
questions relating to the insurance program. Basic 
family protection should precede moneys devoted 
to investments of a fluctuating character, and in¬ 
surance may be the most logical means through 
which specific needs can be fulfilled. You may have 
children for whose college education you want to 

Investment consultant and partner, Securit>' Supervisors. 
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pro\'ide, and they may be young enough to make 
that provision practical and relatively inexpensive 
through insurance. But, if it should be your choice 
to handle these obligations through insurance, set 
a principal insurance figure substantially larger 
than the costs that are now contemplated, perhaps 
as much as 50% higher. 

The Individual Personality.—As we approach the 
field of investments itself, nothing is more im¬ 
portant than an honest determination of your own 
personality. I refer, of course, only to those phases 
of your personality that relate to financial matters. 
In the investment counsel profession (in which I 
have spent my business life), we find many psy¬ 
chosomatic investors. There are people, and I con¬ 
fess that some are among your own profession, who 
are uncomfortable when assets are quoted in fluc¬ 
tuating figures. 'The same person who will buy a 
piece of real estate and never give it a second 
thought as long as it remains occupied and rent- 
producing will feel alarmed if he picks up the 
financial paper and finds his 100 shares of General 
Motors stock have gone down t%vo points. I do not 
mean this to be accepted as a facetious comment. 
I am deadly serious. Your own peace of mind, your 
comfort, your ability to concentrate on yom- almost 
overwhelming medical problems, and your need to 
give your patients 100% plus of your time and 
mental accomplishments are so vital that you should 
make certain that nothing—certainly no investment 
procedure—upsets or disturbs them. You might be 
better off wth $100,000 invested in real estate, 
which, as a matter of honest fact, can fluctuate 
$25,000-$30,000 in a few weeks, as against General 
Motors stock; you cannot escape the fact that 
General Motors stock went up or do\vn a point, but 
you can be utterly obli\dous to what you might sell 
your real estate for. If you feel, after genuine 
soul-searching, that you are prepared to arrange 
yoiu- investment future as coldly, as scientifically, 
and as impersonally as you do your medical re¬ 
search, then the remarks I now’ propose to make 
may be of some help. 

Practicality and Investment 

In my oflBce in Chicago, the members meet as a 
partnership group quite frequently w’ith no other 
purpose than the pmq)ose of developing the most 
practical, the most realistic, and the most intelligent 
answ’er to the question of selecting others’ invest¬ 
ments. We are constantly aware of the fact that our 
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decision, however accurate it may he, is a tempo- 
rary decision, and I cannot overstress tlie importance 
of me fact that investment decisions are temporary. 
Peiliaps, in this respect, they do not differ too 
diastically from your own decisions in your diag¬ 
nostic office. You decide that the patient has such 
and such a condition, and your examination may 
give you strong reason for believing that certain 
medical characteristics null predominate, if not 
throughout his life, for a very extended period. But 
)'ou would be quick to tell him that your examina¬ 
tion and your diagnosis provide no guarantee 
against an infectious invasion tomorrow morning. 
Nor can any investment decision avoid the danger 
that a similar invasion will upset the best laid 
plans. 

These plans must be related first and foremost 
to tlie world in nbich we live. Any reliance on his¬ 
torical tradition is dangerous and almost certain to 
fail. Once upon a time it was believed that one 
bought bonds until he was satisfactorily provided 
for and then, perhaps, "speculated” in stocks. I 
have chosen the words intentionally. We have 
groum up (most of us) in an environment where 
our fatliers and our grandfathers could conceive 
neitlrer of tlie managed economies with which we 
daily cope nor of a situation in which bonds might 
be more "speculative” and stocks might be more 
"conservative.” Most of the world, certainly most 
of the European counWes and the financiers and 
the rich men of the Orient, have not been without 
traditions that include money as a maior speculative 
element. Relative stability and convertible money 
historically bred in our fathers and our grand¬ 
fathers the conviction that a dollar was a dollar and 
that the further we moved from dollars the more 
speculative we were. They could not conceive of 
a world in which the conservative Republican 
President, having spent his entire public political 
life insisting on balanced budgets and sound cur¬ 
rency, said in a recent press conference diat, under 
present circumstances, a deficit might be preferable 
to higher taxes. 

You have heard so much about inflation that the 
word loses meaning, and I do not propose (if I can 
possibly avoid it) to add confusion. Let us be very 
simple about it. We have been living in a world 
where many considerations of a political nature {or, 
if you prefer, of a social nature) have taken pi'e- 
cedence over what used to be called sound eco¬ 
nomics. We have witnessed a perpetual increase in 
prices, which is one way of saying that we have been 
living through a steady and so far uninterrupted 
trend toward lower value for our dollar, 1 suggest 
that this trend will not be reversed quickly nor by 
any appreciable amount, and, in speaking witli 
conviction on this point, I am not intending to 
ignore the current doubts regarding the 1958 out¬ 
look. I am urging that you consider, in setting up 
your investment program, the broad, apparently 
inevitable sweep of the world economy and Amer¬ 
ica’s participation in it.^ 


J.A.M.A., May 31, 195s 

You should divide your investments betweea 
savings accounts, bonds, and stocks, but I think the 
evidence so overwhelmingly unfavorable to invest¬ 
ments in dollars that I would urge that your sav- 
mgs^ accounts and bonds be held to minimunis 
minimums related to the personal factors I discussed 
earlier and to tire over-all insurance program tlrat 
«rould be related to your family circumstances. 
Cash requirements, savings requirements in dollar 
terms, should not be piled one on the other to such 
a degree that you stand still while adding depreciat¬ 
ing dollars to a pile that buys less and less. Major 
emphasis, in die judgment of my firm, should be 
placed in partnerships in American business, which 
means, as a matter of practice, that you should em¬ 
phasize common stocks. Here is a problem, perhaps 
a dilemma, because you cannot buy common stocks 
as you buy Treasury bonds. They are not alike, and 
diey require a diagnosis quite as thorough and quite 
as elaborate as one through which you put a clinical 
patient. If your investment funds are adequate, and 
in this sense adequate, while a somewhat flexible 
term, roughly means $100,000, you would be very 
well advised to seek professional investment coun¬ 
sel. It is expensive, as good medicine is expensive. 
It is tire cheapest possible advice, as good medical 
work is the cheapest available. 

If your problem relates to lesser sums, tliere is no 
ideal answer insofar as the selection of common 
stocks is concerned, but a reasonable compromise 
is available through the purchase of sizable, well- 
established, well-rounded investment trusts. Here, 
moneys are pooled, expert statistical management 
is provided, and the results are roughly average. 
But, in this sense, average is substantially better 
than the results likely to be achieved by a busy 
individual devoting spasmodic and unorganized 
time to security selection. 

Beyond the professional management of money 
which is provided by either of the mediods I have 
just suggested, you are left with reliance on a 
variety of financial firms, but I tliink it is individuals 
rather tlian firms. In any given bank or brokerage 
firm, you may find an above-average individual on 
whose judgment you can safely rely. I cannot give 
you tire measurements to apply to such a man be¬ 
yond those you can give me to apply to an indi¬ 
vidual physician; his maturity, his general reputa¬ 
tion, and the regard in which he is held by others 
in tire investment field are helpful clews. Most 
important is the reaction that develops as he .visits 
with you and the degree to which he may provide 
that peace of mind and elimination of investment 
concern, on which your successful medical life m 
part depends. 

Conclusions 

We live in an age far different from the 
faire period of classical economics. It may be m 
we will face other economic calamities, but it 1 
as sure as such things can be that they wj no 
follow the 1929 pattern. We are unwilling, 
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people, to accept an orthodox follow-through of a 
consequential business decline without so upsetting 
government finances in attempts to prevent it that 
the further rapid depreciation of the dollar is likely 
to dominate the investment emdronment. 

I urge you to avoid the momentar}' concerns 
about 1958 and set your program for a long, con¬ 
tinuing inflationan' tend. Develop your cash, your 
bonds, and your insurance for peace of mind. Com¬ 
mit all other assets to professionally managed stock 
investments in whatever way is most practical and 
conveniently available to you. Remember that, be¬ 
fore the decline which is creating so much news got 
very' far, the Federal Reserve Roard changed its 
policy, the President changed his budget, and 
Congress changed from sa\'ing to spending. These 
matters are \ital. They may well affect 1958 more 
favorably than we now think possible. They wall 
surely dominate the future. 

MEDICAL FILM REVIEWS 


FOUR NEW FOREIGN FILMS ADDED 
TO A. M. A. MOTION PICTURE LIBRARY 

Lung Resection: 16 mm., color, sound, showing time 83 
minutes. Prepared by Dr. Jaroslav Prochasha in cooperation 
with Professor Dr. Jan Hromada and Dr. Jan Fisely, Prague. 
Produced in 1936 by the Studio for Popular Scientific and 
Teaching Films, Prague. Procurable on loan (service charge 
$4.00) from Motion Picture Library, American Medical 
Association, 535 N. Dearborn St., Chicago 10. 

This film begins with a discussion of the indica¬ 
tions for pulmonary resection. X-ray pictures, in¬ 
cluding hronchograms, are used in difiFerential 
diagnosis. Preceding an illustration of operative 
technique is a short discussion and presentation of 
type of anesthesia, position of the patient, and use 
of selected special instruments for the operation. 
The anatomy involved is described and demon¬ 
strated with the use of detailed animated diagrams. 
Operative techniques for pneumonectomy, lobec¬ 
tomy, and the various tj'pes of segmental resection 
are described and illustrated by the use of animated 
drawings, after which the actual operative tech¬ 
nique is showm. This film wall be of special interest 
to chest surgeons. It will also be useful in anatomy 
courses for senior medical students because of the 
excellent anatomic descriptions and demonstra¬ 
tions. 

The Jugular Venous Pulse: 16 mm., color, sound, showing 
time 20 minutes. Produced in 1957 by the WeRcome Foun¬ 
dation Limited in collaboration with Dr. Paul Wood, O.B.E., 
M.D., F.R.C.P., Universit>> of London. Procurable on loan 
(senice charge $3.00) from Motion Picture Library, Ameri¬ 
can Medical Association, 535 N. Dearborn St., Clticago 10. 

The purpose of this film is to stress the w’ealth 
of information that is obtained clinically by ob- 
semng carefully the wmve form of the venous 
pulse, an art which has tended to become over- 
shadow'ed by modem technical advances. It in¬ 


cludes a demonstration of modem instrumental 
techniques used in the analysis of the wave form of 
the venous pulsation in the neck. Tlie mechanism 
and the production of each of the component 
w’aves are considered, and, wath use of a normal 
subject, it is showoi that they may be easily recog¬ 
nized by observ'ation at the bedside. Sir James 
MacKenzie’s classical work on the venous pulse is 
described, and newer and more precise values are 
attached to this w’ork. There is a complete physi¬ 
ological explanation of the venous pulse normally 
and under several pathological conditions. This is 
an excellent presentation, from both a technical 
and an educational point of \aew% and it is highly 
recommended for cardiologists, residents, interns, 
and medical students. 

Structure and Function of the Middle Ear: 16 mm., color, 
sound, showing time 24 minutes. Prepared bj’ Professor 
Ichiro Kirikae, M.D., University of Tokyo. Produced in 1956 
by Iwanami Films, Tok>'o. Procurable on loan (service 
charge S3.00) from Motion Picture Library, American 
Medical Association, 535 N. Dearborn St., Chicago 10. 

In this film, the stmcture and function of middle 
ears from low'er vertebrates to mammals are com¬ 
paratively observ'ed. In the human middle ear, the 
\dbration of the tyonpanic membrane and ossicular 
chain is obsen^ed by stroboscopic illumination. 
Also shown are the close connections between the 
minute structiu-es of the ossicles, such as the bony 
fibers, the thickness of bony cortex, and the 
boundary' stress distribution of ossicles, examined 
photoelastically'. The fundamental purpose w’hich 
this film might serx'e is to demonstrate by means of 
motion pictures under stroboscopic light the move¬ 
ments of the eardrum and of the conduction mech¬ 
anism. This picture is useful as a teaching 
medium, since it gives a graphic demonstration of 
the action of the sound conduction mechanism. 
It also includes a demonstration of the lines of 
force as they are considered to be transmitted 
through the ossicular chain and a diagrammatic 
demonstration of the effects of contraction of the 
middle ear muscles on the auditory mechanism. 
The photography' is outstanding. This film is highly 
recommended for students of otology as a visual 
asset in describing the sound conduction mecha¬ 
nism. 

Hemorrhoids or Piles and the Early Detection of Rectal 
Cancer: 16 mm., color, sound, showing time 24 minutes. 
Prepared by A. Lawrence Abel, M.S., F.R.C.S., and 
H. Gordon ^ngley, V.R.D., M.D., F.R.C.S., London. Pro¬ 
duced in 19oi by Stanley Schofield Productions, London, for 
Warner Chilcott Laboratories. Procurable on loan (service 
charge $2.00) from Motion Picture Library, American Medi¬ 
cal Association, 535 N. Dearborn St., Chicago 10. 

The purpose of this film is to present, graphical¬ 
ly', a modem approach to differential diagnosis and 
treatment of e.xtemal and internal hemorrhoids, 
w'ith particular reference to the identification of 
associated pathological conditions of the anus and 
rectum. The introductory' sequences define termi- 
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iiology and review normal anorectal anatomic The 
need for detailed history taking is cited, followed 
by techniques employed in examination-abdomi- 
mal palpation, jiroctoscopy, sigmoidoscopy, and 
x-ray. Surgical treatment, dressing, and postopera¬ 
tive care of external hemorrhoids are shown, as 
well as the location of internal hemorrhoids, their 
stages of development, common complications, and 
prognoses in untreated or improperly managed 
cases. Appropriate surgical, mechanical, and chemi¬ 
cal mediods of treatment are outlined. There is no 
indication as to the underlying etiology of these 
problems,- hou'ever, this is a good teaching film, 
and the photography is excellent. It is recom¬ 
mended for proctologists, general surgeons, and 
residents. 


LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 

Malpractice: Failure to Heed Complaints of Pa¬ 
tient.—This was an action for damages resulting 
from the alleged careless treatment of tlie plaintiff 
by the defendant physician. From a directed ver¬ 
dict in favor of tlie plij'sician, the patient appealed 
to the Supreme Court of Nortli Dakota. 

The plaintiff, having suffered from a skin rash in 
his armpits for about 15 years, consulted the de¬ 
fendant physician. The defendant concluded that 
the plaintiff had contact dermatitis and prescribed 
for him a cream-like ointment composed of “Hista- 
dyl and Siufacaine.” Following this office visit, the 
defendant did not hear from the plaintiff for about 
20 months. The plaintiff testified that during this 
period he used die prescription only once; that it 
burned his skin, so he went back to remedies he 
had used in the past, such as Stag cologne, Prag- 
matar, and rubbing alcohol. Later he ran out of 
Pragmatar, and he tried the ointment again. It 
again increased his discomfort, so he put it back in 
his medicine cabinet and went out and bought a 
new supply of Pragmatar. The following month he 
again went to the defendant’s office. He testified 
that he told the defendant, “Don’t give me the 
same stuff you gave me before, because tliat drives 
my skin wild.” The defendant denies that such a 
statement was made, and the prescription given was 
in fact the same as the first one. A few days later 
tlie rash had become worse and the plaintiff had to 

be hospitalized. , . .xr 

About four and one-half years after the plaintiff 
first called on the defendant, the plaintiff asked an¬ 
other doctor to make a patch test on him with a 
portion of the second prescription and it was then 
found that the plaintiff was allergic to Surfacaine. 


May 31 j 1958 

The defendant had not made any patch tests durina 
the time the plaintiff was under his care The e\- 
pert witness for tlie plaintiff, however, did not 
testify ffiat the defendant had failed to follow the 
standard of practice common to the locality. Fur¬ 
thermore, he did admit that Pragmatar could have 
bem a factor in the plaintiffs skin problems. 

On appeal it was argued by the defendant that 
the plaintiff cannot establish a cause of action for 
alleged malpractice without introducing evidence 
of a medical expert to shou' the standard of care 
and skill in the Grand Forks locality involving tlie 
h-eatment of the particular affliction with which 
the plaintiff was affected. While this is ordinarily 
true, said the Supreme Court, we do not have that 
situation before us in this case. Here the negligence 
or want of care of the defendant, if any, is based on 
the conflicting testimony of the parties. The al¬ 
leged negligence or want of care of the defendant 
consists of his failure to heed tlie warning of the 
plaintiff, if in fact such warning was given, by giv¬ 
ing him the same prescription tliat the defendant 
had previously given him and which die plaintiff 
claims he told the defendant he did not want as it 
“drives my skin wild.” The negligence or want of 
care of the defendant, if any, is further based upon 
his failure to find out from die plaintiff what he had 
given him for his skin affliction in April, 1952, if he 
did not remember, or if he did remember what he 
gave the plaintiff, in failing to inquire as to what 
results were obtained, tlie plaintiffs warning indi¬ 
cating that the first prescription was injurious to his 
skin condition. If tlie warning was given, it was the 
defendant’s duty to ascertain from tlie plaintiff how 
he had used the prescription and to generally ob¬ 
tain information from him that would constitute a 
basis for deteimining what medication or treatment 
the defendant should prescribe. This is particularly 
true, said the court, as the defendant knew that a 
certain percentage of individuals are allergic to His- 
tadyl and Surfacaine. If the plaintiff gave the warn¬ 
ing he claims, ordinary prudence would prompt the 
defendant to inquire into die alleged injurious or 
harmful results from the use of the prescription. 
This the plaintiff claims the defendant did not do. 
On the other hand, the defendant denies that tlie 
warning was given and insists that he did ask tlie 
plaintiff some questions before giving the second 
prescription. 

Whetlier the warning was given or not, said the 
court, was a question for the jury. The conflict in 
the evidence as to the alleged negligence or want 
of care of tlie defendant is not in any way due to 
expert medical testimony. It was based on nontech¬ 
nical matters. The case was therefore remanded tor 
a new trial so that tlie jury would have 
tunity to pass upon the issues involved, biofees 
Dailey, 85 N. E. (2 ) 745 (N. D., 1957) 



Vol. 167, No. 5 


657 


MEDICAL LITERATURE ABSTRACTS 



miERNAL MEDICINE 

Cor Pulmonale in Pulmonary Tuberculosis: 38 
Cases \vitli Anatomic Verification. J. M. Boettner, 
G. D. Serna and L. C. Maas. Torax 6:241-248 
(Sept.) 1957 (In Spanish) [Montevideo, Uruguay]. 

Autopsies performed on 62 persons who died of 
pulmonary tuberculosis revealed cor pulmonale in 
38. These included 25 men and 13 women, hehveen 
the ages of 20 and 40 years. There was hypertrophy 
of the right ventricle alone in 1 case, hj'pertrophy 
and dilatation of the right ventricle in 12 cases, and 
dilatation of the right ventricle alone in 25 cases. 
H)’pertrophy of the right atrium was found in 34 
cases, of the pulmonary arterj' in 13 cases, and of 
the left side of the heart in 8 cases. No significant 
lesions of the heart were observed. The tuberculous 
pulmonary lesions were very e.xtensive in 34 cases 
and moderately e.xtensive in 13. The type of pul¬ 
monary tuberculosis was exudative-caseous in 19 
patients, mixed in 17, and fibrous in 2. 

Cor pulmonale is the result of h)'pertension of 
the pulmonary circulation, either essential or sec¬ 
ondary to circulatory or pathological pulmonarj' 
factors, with consequent overloading of the right 
ventricle, circulatory insufficiency, and eventual 
heart insufficiency. A clinical diagnosis is made by 
the appearance of dyspnea in patients Avith chronic 
or acute respiratory disease, accentuation of the 
second pulmonary sound on auscultation, a sub- 
xiphoid marked pulsation, a roentgen-ray image of 
increased size of the conus of the pulmonary artery, 
and an electrocardiogram sho\ving hypertrophy of 
the right side of the heart. The changes of the heart 
obseiv^ed by the authors at autopsy, in relation to 
the type of cor pulmonale, show that dilatation of 
the right ventricle alone is a characteristic of acute 
or subacute cor pulmonale; hypertrophy alone 
shows compensation, whereas both hypertrophy 
and dilatation show decompensation of a previously 
compensated cor pulmonale. The treatment of cor 
pulmonale consists of controlling pulmonary hj'per- 

The place of publication of the periodicals appears in brackets pre¬ 
ceding each abstract. 

Periodicals on file in the Librarj' of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
xation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed ‘'Librar>', American Medical Association.'’ Periodical files 
cover 1949 to date only, and no photoduplication services are available. 
No charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five daj*s. Periodicals pub¬ 
lished by the American Medical Association are not av^able for lending 
but can be supph'ed on purchase order. Reprints as a rule are the 
propert>' of authors and can be obtained for permanent possession only 
from them. 


tendon, either essential or secondar}\ Treatment 
of cardiac insufficiency is the same as that of any 
form of congestive heart failure. The results from 
either treatment are poor. 

Alimentary Lipemia and Coronary Artery Disease 
in Two Racial Groups. A. M. Weissler, W. Shapiro 
and J. S. Gaskin Jr. J. Lab. & Clin. Mei 51:355-358 
(March) 1958 [St. Louis]. 

Wfiiile some investigators have demonstrated ab¬ 
normal elevations in fasting and postprandial plasma 
turbidity and chylomicron counts in patients \rith 
coronaiy' artery disease, others have been unable 
to demonstrate such elevations. Alimentary lipemia 
is demonstrable to some degree in all normal indi- 
xnduals after a fattj’ meal. If the intensity of this 
phenomenon is related to the development of coro¬ 
nary' artery disease, then it might be e.xpected that 
populations manifesting a higher incidence of this 
disease would demonstrate a greater degree of 
postprandial lipemia prior to the development of 
overt disease. There is eridence indicating that the 
susceptibility to this disease among the Negro 
population in North Carolina is less than among 
the white population. The purpose of the present 
study was to ascertain whether such a racial differ¬ 
ence in the incidence of myocardial infarction was 
present in a North Carobna Veterans Administra¬ 
tion hospital and to compare tests of alimentary 
lipemia in groups of Negro and xvhite patients. 
Studies were made on 26 white and 26 Negro male 
hospital patients, between 20 and 47 years of age 
and without evidence of gastrointestinal or cardio¬ 
vascular disease. These patients had been foUon'ing 
their usual dietar>' habits prior to hospitalization 
and xvere studied during the first week of their ad¬ 
mission while they were subsisting on 3,000 calorie 
diets (150 Gm. fat). The studies were begun the 
morning after a lO-hour fast. Two control samples 
of venous blood were drawn into heparinized 
syringes through indwelling needles. After this, 
each subject was given 100 ml. of 10% cream per 
square meter of hj-pothetical body surface area, 
and plasma specimens were taken at hourly in¬ 
tervals. No other food was allowed during the 6 
hours of observation. 

Optical densities were read against a water blank 
in a Beckman spectrophotometer at a wave length 
of 650 g after the plasma was separated by centrif¬ 
ugation at 2,500 ipm for 15 minutes. The control 
and hom-ly values were plotted linearly and the 
areas under the curves derived by planimetric in- 
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tegration. The group means for control and hourly 
values, as well as ai-eas under the curvesj were 
compared. When the hourly mean optical densities 
were comiDared, no significant differences between 
the white and Negro groups were noted. Similarly, 
the mean values for the areas under the lipemia 
curves were not significantly different. In an at¬ 
tempt to distinguish a possible difference in the 
occurrence of individual abnormal responses be- 
hveen tlie 2 groups, those subjects having 2 or 
more hourly levels greater than the mean -f2 
standard deviations were separated. Three white 
and 4 Negro patients fell into this group. Under 
the conditions of the present study, the 2 groups 
of patients behaved as though they were culled 
from the same population. The relative incidence 
of acute myocardial infarction among white and 
Negro male patients in North Carolina was 
estimated from the 280 cases of documented myo¬ 
cardial infarction at tlie Durham Veterans Admin- 
istiation Hospital; corrected for the relative ad¬ 
mission rates, it was found to be 2.2 white to 1 
Negro. The data are not consistent with the view 
that intensified alimentary lipemia is a significant 
predisposing etiological factor in coronary artery 
disease. 


J.A.M.A., May 31, 1058 


or negation of the prognostic value of the tuberculin 
test during chemotherapy. This study affirms its 
worth as a prognostic tool. 

The Decline of Rheumatic Fever: Recunence Rates 
of Rheumatic Fever Among 782 Children for 
Twenty-One Consecutive Calendar Years (1936- 
1956). M. G. Wilson, Wan Ngo Lim and A. McA 
Birch. J. Chron. Dis. 7:183-197 (March) 1958 ISt’ 
Louis]. 

The records analyzed were designed for docu¬ 
mentation of the natural history of rheumatic fever. 
They were consecutive records of 782 children^ 
born after 1916, who were registered in the cardiac 
rheumatic clinic of the New York Hospital and who 
had been under uniform, continuous, close medical 
and social service supervision. There were 370 
males and 412 females, and analysis of the observa¬ 
tions on them covered a time span from 1936 to 
1956, with an age span of 2 to 20 years. For the 
majority of patients, clinic visits were made on a 
monthly basis, and all were encouraged to phone 
in case of any illness. Over the years, numerous 
clinical investigations were under way, requiring 
frequent clinic and home visits. During this 21-year . 
period, 782 children who represented 5,664 person- 


The Prognostic Value of the Tuberculin Test. 
M. Pardo de Tavera, E. de Leon, S. S. Lapuz and 
others. Bull. Quezon Inst. 4:231-235 (Dec.) 1957 
[Manila]. 

Cases included in this study were picked from 
those of 1,909 youngsters admitted to die children’s 
pavilion of the Quezon Institute. Seventy children 
of this group were selected, and these were divided 
into 2 groups. Group 1 included 31 patients who 
persistently gave negative reactions to the tuber¬ 
culin test, despite the unequivocal existence of 
tuberculosis. The 39 children of group 2 gave a 
negative tuberculin reaction at the beginning, al¬ 
though they had tuberculosis, but converted to a 
positive reaction during the course of antituber¬ 
culous therapy. All the 31 children in whom tlie 
tuberculin test remained negative died, whereas 
there were only 3 deaths among the 39 patients in 
whom the test became converted to positive. A 
persistently negative reaction in the face of active 
tuberculosis signifies a decidedly unfavorable prog¬ 
nosis. 

Conversion of the tuberculin test from negative 
to positive during chemotherapy in tuberculosis is 
a good omen. Conversion has been found to pre¬ 
cede or occur simultaneously with roentgeno- 
graphic and clinical improvement in a majority of 
studied cases. In 33 patients improvement was evi¬ 
dent at die time of conversion, in 3 patients con¬ 
version preceded clinical improvement, and in 2 
others no improvement at all was noted during or 
after conversion. The authors invite confirmation 


years had a total of 613 recurrences, exclusive of 
15 multiple recurrences within the same calendar 
year, giving a crude over-all rate of 10.8% per year. 
Twenty-one consecutive annual recurrence rates at 
ages 2 to 20 gave a mean rate of 9.8% per year. 
There was a statistically significant downward 
trend, with a slope of —0.4% per year, in the annual 
recurrence rates from 1937 to 1956. The mean 
annual recurrence rate for those with a recent at¬ 
tack (witliin 2 years) was 21.4 per 100 person-years, 
3 times the rate of 6.0% for children free from a 
rheumatic attack for 2 or more years. There was a 
significant decline in the recurrence rates in both 
groups over the years. 

A comparison of age-specific recurrence rates for 
the periods 1916-1943 and 1944-1956 revealed lower 
rates at almost every age in the latter period. The 
approximate chance of a recurrence in any one year 
for all children, 6 to 13 years of age, declined from 
1 in 4 before 1944 to 1 in 7 between 1944 and D56, 
and for ages 14 to 20 the chances fell from 1 in 16 
to 1 in 35. The general improvement in the standard 
of living in Greater New York City over the past - 

decades was reflected in the socioeconomic com¬ 
position of the clinic population: (a) the relative 
percentage of patients in the best environmental 
group increased, and those in the poorest socio 
economic status decreased; (h) recurrence ra es 
were generally lower in the more favorable environ¬ 
mental groups; and (c) recurrence rates tor n 
poorest environmental group did not reyea 
decline noted for the total cHnic population, m 
initial decline in recurrence rates antedated 
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antimicrobial era, and the over-all decline did not 
appear to be sharper during 1952-1956, when anti¬ 
biotics were administered to patients either during 
febrile illness or as continuous prophylaxis. The 
decline in recurrence rates of attacks of the major 
manifestations of rheumatic fever coincided with 
the progressive improvement in socioeconomic 
status for patients observed in this clinic. 

Preventive Techniques of Rehabilitation for Hemi¬ 
plegic Patients. N. K. Covalt. GP 17:131-143 (March) 
1958 [Kansas Cit\’, Mo.]. 

Techniques for restoring physical activity and 
independence to the hemiplegic patient must be 
instituted during the acute phase after a cerebral 
vascular accident. Unless the lesion is a minor or 
transitorjf one, deformities will start to develop 
within the first 2 or 3 days. Preventive procedures 
must be instituted, even though it may be impossible 
to determine for several days whether the patient 
will live or die. Any nurse, aide, or attendant caring 
for the patient at home can be instructed in these 
procedures. The majority of patients can be made 
almost, if not completely, independent witliin the 
first month after the stroke. When no program of 
any tj'pe has been instituted until a month, or 
many months, after the onset of the illness, physical 
rehabilitation requires long weeks of training and 
the assistance of physical and occupational ther¬ 
apists before deformities can be corrected. The 
types of deformities that follow cerebral vascular 
accidents are basically the same, irrespective of the 
cause or extent of the lesion or whether flaccid or 
spastic paralysis is present. 

The author comments on various hemiplegic de¬ 
formities, and measures to ward off such deformities 
are explained with the aid of diagrams. Incorrect 
elevation of head will result from pillows extending 
below tbe shoulders. This flexes the upper thoracic 
as well as the cervical vertebrae and rolls the shoul¬ 
ders forward. As a result, lung capacity is de¬ 
creased, and the pectoral muscles are shortened. 
This tightens the shoulder girdle and limits arm 
abduction. The diagram showing the correct posi¬ 
tion for lyang on the back shows the body flat, 
svithout pillows, and the feet placed against the 
footboard. Other diagrams show the following 
procedures: correct lying on the side; support for 
passive motion of the upper and lower extremities; 
moving about in bed from a back-lying position; 
moving the affected leg; turning on the side to reach 
the bedside table; coming to a sitting position on 
the side of the bed; lying in the face-dowm posi¬ 
tion; exercises in this position; moving from bed 
to chair; and retraining in walking. 

The hemiplegic patient should never be allowed 
to forget that he still has 1 good arm and 1 g od 
mg. These unaffected extremities will quickly 
weaken if they are not used actively. A basic rule 


in all rehabilitation is never to do passively for the 
patient those things that he can do, or can learn to 
do, actively for himself. Everything that is done 
for any patient puts him another step closer to be¬ 
coming weaker and more helpless. Within the first 
2 or 3 weeks, perhaps even at the end of the first 
week, if there is no respiratory distress, it is wise to 
teach the patient to turn over and lie in the prone 
position at least once or twice a day. This is restful 
and relaxing to the back and hip extensors. As soon 
as the patient learns to get into a wheel chair, he 
should learn to push it himself. Only the 1-arm- 
drive chair is really practical for any person who 
has the use of only 1 arm. The use of a wheel chair 
is only"^ temporary for the majority of hemiplegics 
who are given the opportunity for early rehabilita¬ 
tion. Patients with mental confusion may be con¬ 
fused only because nothing of interest has been 
offered to attract their attention. Many who appear 
to have definite mental deterioration often clear up 
remarkably when they start attempting to try to care 
for themselves. Those with definite mental deteriora¬ 
tion can be retrained in many of the simplest of 
their old habit patterns, and so become less of a 
burden. 

Congenital Biologic False-Positive Serologic Test 
for SyphiUs. J. F. Cannon. A. M. A. Arch. Int. Med. 
101:620-622 (March) 1958 [Chicago]. 

Biological false-positive reactions are frequently 
obserx'ed in patients with vaccinia, infectious mono¬ 
nucleosis, malaria, leprosy, upper respiratory dis¬ 
eases, yaws, pinta, Colorado tick fever, relapsing 
fever, lymphogranuloma veneremn, chancroid, 
measles, chickenpox, atypical pneumonia, infectious 
hepatitis, rat-bite fever, and disseminated lupus 
erythematosus. In fact, any febrile illness or im¬ 
munization is a potential cause of false-positive 
tests. No patient who has recently had a febrile 
illness or immunization should be given a diagnosis 
of syphilis on the basis of serologic tests alone. A 
false-positive serologic test should be considered in 
all patients whose marital partners have negative 
serologic reactions. In all patients in whom there 
is a possibility of a false-positive serologic test, a 
careful history should be taken as to exposure, 
symptoms of intercurrent infection, and immuniza¬ 
tion, and a physical examination should be done 
for evidence of other etiological factors. 

The cause of a false-positive reaction cannot 
always be determined. The author presents a fam¬ 
ily in which only the females had positive reactions 
to sj'philis; the male members showed consistently 
negative tests. The positive tests were of low titer, 
and the results varied from time to time from pos¬ 
itive to negative. The Treponema pallidum comple¬ 
ment fixation test was positive in 2 examinations in 
which the serologic tests were negative. The Trep¬ 
onema pallidum immobilization test was always 
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negafave m this family. Therefore, the author thinks 
mat the Treponema immobilization test should be 
performed whenever the Treponema complement 
nxation test is positive, so as to avoid an erroneous 
diagnosis of syphilis in patients with a congenital 
tendency to false-positive serologic reactions. 

Primaiy Clwonic Interstitial Nephritis (Pyelone¬ 
phritis): Clinical, Experimental and Aetiological 
Observations. O. Gsell, H. K. v. Rechenberg and 
P. Miescher. German M. Month. 3:37-43 (Feb.) 1958 
(In English) [Stuttgart, Germany], 

The audiors report on 22 women and 6 men, 
behveen the ages of 30 and 65 years, with primary 
chronic interstitial nephritis (pyelonephritis). The 
disease was caused in 22 patients by prolonged 
and excessive ingestion of acetophenetidin (Phen- 
acetin) or acetophenetidin-containing analgesics. 
Of tlie remaining 6 patients, 1 had multiple mye¬ 
loma with plasma-cell infiltration of the kidneys, 3 
had chronic extrarenal tuberculosis, 1 had small 
multijile cysts with contracted kidneys, and 1, a 
chronic alcoholic, liad an unilateral malformation 
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phenetidin-containing compounds, but it has not 
been possible to reproduce the nephritis experi¬ 
mentally. It IS suggested that the superimposed 
urin^y infections which were present in 19 (60%) 
of the 33 patients, particularly cystopyelitis, may 
tavor or precipitate the occurrence of interstitial 
nephritis. 

Treatment of acetophenetidin abuse varies with 
the stage of the disease. In the first stage, social 
care and the prevention of further ingestion of tlie 
drug are important. Should the general practitioner 
be unsuccessful in his efforts, psychiatric advice 
should be sought and institutional treatment may 
become necessary. In the second stage, large doses 
of vitamin G and iron should be administered. 
Treatment is symptomatic and supportive once 
interstitial nephritis has occurred, and the infec¬ 
tions of the urinary passages must be combated 
systematically. Prophylaxis of this new type of 
drug addiction might be theoretically simple, but 
such prevention is difiBcult to practice unless it has 
the assistance of mental hygiene in the broadest 
sense of the term. 


of the kidney. Thus, in 80% of the 28 patients the 
chronic interstitial nephritis was an exogenous dis¬ 
ease which could have been prevented. The total 
intake of acetophenetidin ranged from 10,000 to 
200,000 tablets taken over a period of 7 to 15 years, 
with an average daily dose of 7.2 tablets, equivalent 
to 1.8 Gm. of tlie drug. At tlie time the clim'cal 
diagnosis of chronic interstitial nephritis was made, 
each of the 22 patients had taken an average total 
dose of 37,000 tablets or about 1 kg. (2 lb.) of 
the drug. 

Three stages of the disease caused by the pro¬ 
longed excessive intake of acetophenetidin were 
observed. A latent stage, the clinical diagnosis of 
which was not easy, was followed by a second 
well-defined stage of renal tubular insufficiency 
with normochromic anemia, polyuria, hyposthenu¬ 
ria, azotemia, and acidosis. It was often associated 
with electrolyte disturbances but not with a rise of 
blood pressure. The latter occurred only in the 
terminal stage of the disease, that of contracted 
kidney with renal failure. An inquiry made during 
die past year among patients of the medical poly¬ 
clinic of the University of Basel, Switzerland, re¬ 
vealed that 33 patients had taken excessive amounts 
of acetophenetidin for prolonged periods. Of these 
33 patients, 7 showed no clinical evidence of renal 
damage, 9 showed increased erythroclasis, and 17 
had interstitial nephritis. The erythrocyte survival 
time was measured in all 33 patients and was 
markedly shortened in the second and third groups, 
depending on whether these patients had nervous 
symptoms only or showed signs of sulfhemoglobin- 
emia or had acidotic renal insufficiency. A shortened 
erythrocyte survival time was produced in rabbits 
by prolonged feeding of acetophenetidin or aceto- 


SURGERY 

Surgical Gonsiderations in Repair of Ventricular 
and Atrial Septal Defects Utilizing Cardiopul¬ 
monary Bypass: Experience with 104 Cases. D. A. 
Cooley, J. R. Latson and A. S. Keats. Surgery 
43:214-225 (Feb.) 1958 [St. Louis]. 

The authors used cardiopulmonary bypass in 
162 patients who were operated on for various 
lesions of the heart and great vessels. This report 
is primarily concerned witli a description of the 
technical details of surgical repair of isolated ven¬ 
tricular and atrial septal defects based upon ex¬ 
perience with 77 cases of the former and 27 of the 
latter. The pump-oxygenator system employed con¬ 
sisted of a Sigmamotor pump and a stainless-steel 
bubble-diffusion oxygenator. Two heads were used 
on the pump removing blood from the venae cavae 
and returning it to the arterial system in measured 
amounts. Although at first a DeWall-Lillehei dis¬ 
posable plastic tube oxygenator was used, recently 
a permanent device has proved satisfactory. This 
oxygenator can be assembled before being steri¬ 
lized, and it has been siliconized. Defoaming of 
blood was satisfactory, and oxygen concentration 
was 95 to 100%. Oxygen was introduced into the 
oxygenator at a rate approximately 10 times the 
rate of flow of blood, and carbon dioxide was 

never used. , 

At the beginning of perfusion when the cava 
tape tourniquets were closed, the patients were 
made slightly hypervolemic to 
mean arterial pressure at approximately "j 

and to ensure adequate venous return at the 
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catheters. Blood which was aspirated from the 
heart was collected in a calibrated chamber, and 
approximately equal amounts were returned to the 
patient. After the cavae were opened, the blood 
volume was restored to the preoperative level. 
Blood used for priming the system was drawn from 
donors on the day of operation. Light planes of 
general anesthesia were used for operations with 
cardiopulmonary bypass. Since the bubble oxy¬ 
genator is an efficient device for remoxdng all vola¬ 
tile anesthetics and carbon dioxide from the blood 
and since the priming blood in the extracoirroreal 
system dilutes circulating nonvolatile drugs, the 
anesthesia presents many problems. 

Once bypass was begun and the heart was emptx', 
the lungs were allowed to deflate to provide maxi¬ 
mum working space and quiet in the thoracic cav- 
ih-. No difficult}' was encountered in reexpanding 
the lungs after perfusion. Because of the bleeding 
tendency from die heparin effect immediately after 
perfusion, transfusion was continued at a moderate 
rate during closure of the incision. Cardioplegic 
agents were used routinely in repair of ventricular 
septal defects and in a few complicated atrial de¬ 
fects. Potassium citrate was the most effective 
cardioplegic. 

The surgical technique is explained with the aid 
of drawings. There were 14 deaths among the 77 
patients operated on for ventricular septal defects. 
Tlie death rate was highest (.35%) in the 20 infants 
less than 1 year of age, but in view of the poor 
physical condition of these infants, a salvage of 
65% was gratifx'ing. In the survivors functional re¬ 
sults were satisfactory. There were 2 deaths in the 
27 patients operated on for atrial septal defects. 
Both patients, aged 50 and 42 years, respectively, 
had advanced stages of cardiac distress before op¬ 
eration. Patients operated on for atrial septal de¬ 
fects were older than patients with ventricular 
defects because, as a rule, atrial defects do not 
cause severe disability in early childhood. The au¬ 
thors are convinced that cardiopulmonary bypass 
IS superior to closed, semiclosed, or open hx'po- 
thermic procedures, since it provides the extra 
margin of safety and sufficient time to repair all 
tipes and sizes of atrial defects. 

Traumatic Rupture of the Spleen from Nonpene¬ 
trating Injuries. L. Parsons and J. E. Thompson. 
Ann. Surg. 147:214-223 (Feb.) 1958 [Philadelphia]. 

This report is concerned with 26 patients with 
splenic rupture caused by nonpenetrating injuries, 
admitted to Roosevelt Hospital, New York, from 
1941 to 1956. Six patients with penetrating injuries 
of the spleen were also admitted, giving a total of 
■32 cases of splenic laceration. During this period, 
94 splenectomies were performed for conditions 
primarily in the spleen, 29 for splenic laceration 
due to trauma, and 35 for other conditions. The 


incidence of splenic rupture from nonpenetrating 
injury and resulting splenectomy has remained 
relatively constant from year to year. The spleen 
seems to be the abdominal organ most commonly 
injured from nonpenetrating injuries to the trunk. 
Its location and anatomic features are primarily 
responsible for its susceptibility to injury from ex¬ 
ternal forces and from abdominal surgery directed 
toward neighboring organs. The adult male in his 
3rd and 4th decade of life shows the greatest pre¬ 
disposition to this injury. Automobile accidents are 
the commonest cause of splenic rupture. Falls, such 
as occur in tlie normal activities of everyday living, 
are the next most common cause. 

No evidence was found of spontaneous rupture 
of the normal spleen. Injuries to the left kidney 
and rib-cage fracture were the most common asso¬ 
ciated injuries. “Delayed rupture” may result from 
rupture of a subcapsular hematoma or exacerbation 
of hemorrhage that was initially controlled by the 
tamponade effect of clotted blood. The treatment, 
for suspected splenic rupture is celiotomy. Splenic 
laceration requires splenectomy. Mortality among 
patients with rupture of the spleen is dependent 
on the number and nature of associated injuries 
and on the delay in instituting proper therapy. 
Shock, unresponsive to treatment, does not con¬ 
traindicate surgical treatment. 

Myocardial Revascularization: A Comparison of 
Internal Mammary and Subclavian Artery Implant¬ 
ation in the Laboratory. M. C. Fuquay, L. S. Carey, 
E. V. Dahl and J. H. Grindlay. Surgery 43:226-235 
(Feb.) 1958 [St. Louis]. 

Implantation of the internal mammary artery 
was performed in 25 dogs by dissecting the artery 
free of the chest wall from the 2nd or 3rd to the 
6th or 7th intercostal space on the left. Tlie artery 
was ligated and divided at the level of the 7th rib, 
and the proximal portion, with 2 to 4 freely bleed¬ 
ing intercostal branches 2 to 6 mm. in length, was 
drawn into a prexriously made tunnel in the wall of 
the left ventricle. The tunnels varied between 2.5 
and 3.5 cm. in length and were at a depth in the 
myocardium approximately midway between the 
epicardium and the endocardium. Implantation of 
the subclavian artery was performed in 12 dogs 
after dmding the vessel distal to its 4 branches and 
drawing the free portion of the artery, with its 
branches freely bleeding, into a tunnel in the left 
ventricle. In this procedure the branches were 0.5 
to 1 cm. in length. In both procedures the distal 
end of the implanted vessel was ligated and at¬ 
tached to the epicardium by a cotton stax' suture. 

The results suggested that implantation of the 
internal mammary or the subclavian artery into the 
myocardium of the dog will afford some protection 
against death when the descending branch of the 
left coronary arterx’ is ligated. There is no marked 
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difference between the 2 procedures in the ability 
to protect against death. However, implantation 
ot the subclavian artery appears to offer greater 
protection against tlie occurrence of infarction. The 
subclavian artery is more likely to remain patent 
after implantation than is the internal mammary 
artery, as indicated by the percentage of each 
group in which patency was demonstrated. His¬ 
tological studies revealed a greater degree of ob¬ 
literation of the lumen in tire internal mammary 
implant owing to proliferation of the intima. A 
larger proportion of patent implants in the surviv¬ 
ing animals of the internal mammary group, as 
compared with the nonsurvivors, indicates that sur¬ 
vival depends to some degree upon a patent im¬ 
plant. The subclavian artery appears to offer better 
opportunit)' for tlie development of collateral chan¬ 
nels than does tlie internal mammary artery, as 
shomi by roentgenograms made after injection of 
conti-ast medium and vinyl acetate casts of the 
implanted vessels in both groups. As stated pre¬ 
viously, definite conclusions could not be drawn 
regarding tlie actual size of the collateral vessels. 

However, while tliere is no doubt that collateral 
channels exist, it must be concluded that they are 
of a magnitude that will allow only relatively small 
blood flow at normal pressures. Flow determinations 
performed in each group of animals indicated that 
implantation of the subclavian artery might allow 
a greater volume of blood flow to die heart than 
implantation of the internal mammary artery. 


Dumb-Bell Ganglioneuromata of the Spine with a 
Report of Four Cases. R. H. Shephard and D. Sut¬ 
ton. Brit. J. Surg. 45:305-317 (Jan.) 1958 [Bristol]. 

The authors reviewed the literature on dumbbell 
ganglioneuroma and found reports of 11 cases. They 
present detailed histories of 4 additional patients 
with this type of tumor, and since no special search 
was made for their own 4 cases, they feel that such 
tumors probably occur more frequently than the 
literature would suggest. Ganglioneuroma of the 
nondumbbell type is, of course, much more fre¬ 
quent. A collected series of 260 cases of ganglioneu¬ 
roma included only 9 (3.5%) of the dumbbell type. 
The term “dumbbell” is used to describe tumors of 
characteristic shape; the term hour-glass has also 
been used. The most usual variety has a smaller 
intraspinal component with a larger paraspinal 
component joined by a constricted portion or neck 
occupying the intervertebral foramen. Four groups 
of dumbbell spinal tumors have been differentiated: 

(1) tumors situated entirely within the spinal canal 
but being partly intradural and partly extradural; 

(2) intradural and extradural tumors with a para¬ 
vertebral extension; (3) extradural and paravertebral 
tumors; and (4) foraminal and paravertebral tumors. 
A tabulation of the main features of 15 patients 
with dumbbell ganglioneuromas of the spine avarl- 
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able for study revealed several significant features- 
1. Ihe anatomic localization of the lesions is pre¬ 
dominantly thoracic or thoracolumbar. 2. Most of 
the patients showed an onset of symptoms in in¬ 
fancy (6 cases) or childhood (4 cases); this is in 
marked contrast to dumbbell neurofibromas in 
which the onset of symptoms is usually in adult 
life. 3. The tumors are benign, and provided that 
operative removal is undertaken before irreversible 
changes have been induced by the cord compres¬ 
sion, the prognosis appears relatively good. Gan¬ 
glioneuromas are tumors of the sympadietic nervous 
system. 

Three basic types of tumors of the sympathetic 
nervous system have been classified, each varying 
in degree of mah'gnancy and each being derived 
from a different cell type: (1) neuroblastoma, de¬ 
rived from neuroblasts and highly malignant; (2) 
chromafiinoma or paraganghoma, derived from 
pheochromoblasts, widi about 15% becoming ma¬ 
lignant; and (3) ganglioneuroma, derived from adult 
ganglion cells and benign. However, it is possible 
for intermediate types to occur, and these form a 
4th group of mixed tumors, which are thought to 
be derived from cell-nests and which may become 
malignant. If the intraspinal and paraspinal portions 
of the tumor have been removed, there is no re¬ 
currence. If tlie intraspinal portion only is removed, 
then further extension through the enlarged inter¬ 
vertebral foramen from die paraspinal portion may 
occur, producing recurrence of symptoms. Similar¬ 
ly, removal of a paraspinal tumor without recogni¬ 
tion of a foraminal or intraspinal extension may be 
followed by paraplegia or regrowth of the para¬ 
spinal mass. 

Eleven of the 15 patients with dumbbell gan¬ 
glioneuroma were known to have had paraplegia. 
This is one of the most important presenting fea¬ 
tures and forms a disability for which urgent relief 
is required. In II of the 15 patients, the intraspinal 
portion of the tumor was extradural, in 2 it was 
intradural, and in 2 the site was not clearly stated. 
With dumbbell neurofibromas there is much more 
commonly an intradural component. This difier- 
ence probably arises from the differing site of 
origin, ganglioneuromas arising from sympathetic 
ganglions or their primordia and neurofibromas 
from spinal nerves or their roots. The roentgeno¬ 
logic aspects that may permit a preoperative diag¬ 
nosis ai-e discussed. A radical policy toward treat¬ 
ment may be appropriate, especially in children, 
before irremediable neurological damage is pm 
duced. 

One Hundred Colon Cancers. J. F. Bishop. J. Iowa 
M. Soc. 48:133-139 (March) 1958 [Des Moines]. 

Fifty-one men and 49 women, between 34 and 87 
years of age, were operated on for 
colon. In 60 patients the tumor was 15 cm. o 
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above the anus and was considered to be rectal, 
in 36 patients the tumor was in the sigmoid, and 
in the remaining 4 the exact site of the tumor is not 
stated. Ninety-nine patients had adenocarcinoma, 
and 1 had a squamous-cell lesion. One hundred 
fifteen operations were performed, widi 5 surgical 
deaths representing a mortality rate of 4.3%. SLxty- 
six per cent of the patients were in the 5th and 
tlie 6th decade of life. Bleeding was the most com¬ 
mon first sxTmptom. Fifteen patients were obviously 
incurable at the time of the operation, and 85 
offered some prospects for a cure. Seventy-three 
did not require gastric suction in tlie postoperative 
period. Twenty-four of the 100 patients operated 
on had recurrences of their cancer within 4 months 
to years after the operation. Forty-two of 68 
patients operated on 4 or more years ago in hope 
of a cure lived for at least 4 years; thus, the 4-year 
surraval rate was 62%. 

Surgical Treatment of Esophageal Hiatus Hernia: 
A Description of Some Important Details in the 
Technique of Repair. F. E. Johnson. Minnesota 
Med. 41:94-98 and 113 (Feb.) 1958 [St. Paul]. 

The author reviews obserx’ations on 25 patients 
who were operated on for hiatus hernia. On die 
basis of the symptoms and from the findings at 
operation, he differendates 2 groups of patients. 
The first group includes those patients who had 
e.xcruciating, deep, subxiphoid pain which bores 
directly through to the back or around both costal 
margins to the back. This pain appears suddenly, 
without warning, persists steadily at ma.ximum in¬ 
tensity for varying periods, and then suddenly and 
completely disappears. Except for moderate epi¬ 
gastric voluntary muscle-guarding during the at¬ 
tack of pain, the physical examination and all lab¬ 
oratory and x-ray studies are normal. This type of 
hernia is frequently not recognizable by roent¬ 
genoscopy, and the diagnosis may have to be based 
on the characteristic clinical picture. Failure to real¬ 
ize this may lead to the unjustified diagnosis of 
psychoneurosis, or even to the erroneous removal 
of organs in a desperate attempt to bring relief to 
these patients. At operation the hiatus is usually 
found to admit 2 fingers into a preformed sac. The 
finding of a preformed peritoneal sac is of prime 
importance, since by exerting moderate pressure 
one can normally insinuate 2 fingers into the eso¬ 
phageal hiatus. The excruciating pain associated 
with this small hiatus hernia can be best explained 
on the basis of visceral spasm involving the herni¬ 
ated portion of the stomach. The problem here is 
the mechanical one of herniation through an ab¬ 
dominal wall defect. 

The symptoms in the second group of patients, 
with the possible exception of gastric ulcer, are due 
to reflux esophagitis. They include retrosternal 
burning (lieart bum), eructation, dysphagia, vomit¬ 
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ing, flatulence, gastrointestinal bleeding, and eso¬ 
phageal stricture. In this group, the diagnosis is 
made by the roentgenologist somewhat more easily, 
but 2 or more roentgenologic examinations may be 
necessary to visualize the hernia. At operation, the 
hiatus tends to be slightly larger and frequently 
admits 3 fingers into a preformed sac. This group 
of patients presents tlie double problem of a dia¬ 
phragmatic defect and incompetence at the eso¬ 
phagogastric junction. These problems are both 
mechanical. 

Experimental work suggests that the acute angle 
of insertion of tlie esophagus into the stomach is 
the factor of importance in maintaining the com¬ 
petence at this union. The author cites additional 
circumstantial evidence to support this experimental 
study: 1. In careful dissection of the esophago¬ 
gastric area in autopsy specimens, it was found, 
that in the presence of a significant hiatus hernia 
there tended to be effacement of the acute angle 
of insertion of the esophagus to the stomach as 
compared with those specimens in which the eso¬ 
phageal hiatus was normal. 2. A real clinical test 
of the importance of the acute angle of esophago¬ 
gastric union in making this junction competent is 
presented by those patients who have had a resec¬ 
tion of the esophagus. In 5 such patients an attempt 
was made to restore the normal esophagogastric 
angle. Postoperatively tliese patients had no clinical 
s)'mptoms of regurgitation, and roentgenologically 
the union was competent in spite of the fact that 
it was now impossible for a “lower esophageal 
sphincter” or “a diaphragmatic pinchcock” to 
function. 

The Solitary Pulmonary Nodule: A Review of 236 
Consecutive Cases, 1944 to 1956. R. R. Taylor, 
L. N. Rivldn and J. M. Salyer. Ann. Surg. 147:197- 
202 (Feb.) 1958 [Philadelphia]. 

At Fitzsimons Army Hospital in Denver at¬ 
tempts to separate malignant and nonmalignant 
disease presenting as a solitary pulmonary nodule 
on the basis of history, sex, age of the patient, 
roentgenograms, physical findings, skin tests, and 
laboratory' procedures presented the usual diffi¬ 
culties. An analysis was made of the records of 2-36 
patients ranging in age from 17 to 74 years and 
having clinically undiagnosed solitary intrapul- 
monary lesions varyring in size from 1 to 6 cm. on 
roentgenograms. These patients, including 208 men 
and 28 women, had been operated on over a 12- 
year period. One of the patients died after thora¬ 
cotomy (a surgical mortality of 0.4%). Histological 
studies revealed granulomas resulting from tuber¬ 
culosis or fungus mfections or of undetermined 
etiology in 183 (or 77.6%) of the lesions, malignant 
tumors in 23 (or 9.7%), benign tumors in 10 (or 
4.2%), and miscellaneous lesions, such as cysts, 
abscesses, fibrosis, and infarction, in 20 (or 8.5%). 
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The 23 patients with malignant tumors included 17 
with bronchogenic carcinoma, 1 with alveolar car¬ 
cinoma, 2 with metastatic carcinoma, and 3 with 
bronchial adenoma. 

Military hospitals consistently show a somewhat 
lower incidence of primary pulmonary malignancy 
among patients with solitary pulmonary nodules 
than do civilian hospitals. The authors believe this 
diflEerence to be due to (1) the lower age groups, (2) 
the higher frequency of pulmonary mycotic infec¬ 
tions seen in military hospitals, and (3) distortion 
introduced into some series by including large 
intrapulmonary masses which give a much higher 
incidence of tumor. On the basis of the data ob¬ 
tained in this study, the following conclusions are 
drawn, particularly with regard to military hos¬ 
pitals. The patient with an undiagnosed solitary 
intrapulmonary nodule has about a 3-out-of-4 
chance of having a granuloma and a 1-in-lO chance 
of having a malignant tumor. If all cases with 
any calcification or lamination are excluded from 
consideration, the chance of malignancy increases 
to 1 in 8. If the lesion does not have sharp dis¬ 
tinct borders, yet still appears as a nodule, the risk 
of malignancy increases to 1 in 2. The age-group 
distribution in tliis study would indicate a malig- 
nanej' risk rate of 2.5% at 20 to 29 years of age, 6% 
at 30 to 39 years, 9% at 40 to 49 years, and 47% 
and up after age 50 in the presence of a solitary 
pulmonary nodule. Combinations of age, sex, smok¬ 
ing habits, lack of calcifications or laminations, and 
x-ray appearance of the borders as well as growth 
rates appreciably alter the risk rate. In tliis par¬ 
ticular study, if all patients with solitary pulmonary 
nodules which had fuzzy borders or were greater 
tlian 4 cm. in diameter had been subjected to ex¬ 
ploratory thoracotomy, every malignant tumor 
would have been discovered. 


GYNECOLOGY & OBSTETRICS 

Endometriosis of the Small and Large Intestine. 
R. S, Boles and P. J. Hodes. Gastroenterology. 34: 
367-380 (March) 1958 [Baltimore]. 

The authors are of the opinion that gastroenter¬ 
ologists are not sufficiently aware of intestinal endo- 
meti’iosis. Surgeons have reported on this condition 
and have called attention to the difficulties met 
with in its diflFerential diagnosis. The authors pre¬ 
sent the histories of 12 patients with pelvic endo¬ 
metriosis involving tire small and large intestine. 
As pelvic endometriosis is most common between 
25 and 40 years of age and is usually associated 
witlr infertility, it is of interest that of the 9 mar¬ 
ried women 6 had children and that the average 
age in this group was 40 years, tire youngest patieiit 
being 23 years old and the oldest 52 years. It is 
probable that many young women have unrecog¬ 


nized pelvic endometriosis that is causing various 
so-called functional or reflex disorders of the in¬ 
testinal tract. The disease often escapes recognition 
and a positive diagnosis is infrequently made be¬ 
fore operatioii. It may simulate appendidhs and 
terminal ileitis in its acute manifestation and 
chronic diverticulitis and cancer of the rectosigmoid 
m its more chronic form, especially in older women. 
It commonly invades the serosal surfaces and the 
deeper layers of the intestine, the mucosa invariably 
escaping. Endometriosis may be more often sus¬ 
pected as a cause of obscure functional and organic 
lesions in the intestinal tract if it is kept in mind 
that the symptoms and physical signs frequently 
are associated with dysmenorrhea and menstrual 
disturbances and that pelvic examination will in 
most cases reveal evidence of the disease in the 
pelvis. 

The treatment of endometriosis consists of rou¬ 
tine observation, surgical intervention, or irradiation 
depending upon the severity of symptoms, the pa¬ 
tient’s age, and the removability of the major- 
lesions. In the absence of complications conserva¬ 
tive treatment is desirable, particularly in women 
of the child-bearing age with the preservation of 
ovarian and, if possible, menstrual and procreative 
functions. In recent years androgen therapy seems 
to have been efficacious in some cases. The history 
of the oldest patient in the group, a 52-year-old 
woman who was subjected to a sigmoid colectomy 
and in whom the pathological diagnosis was endo¬ 
metriosis of the sigmoid colon and left ovary, illus¬ 
trates the difficulties encountered in the differential 
diagnosis between endometriosis and carcinoma of 
the sigmoid colon. Some of the histories show that 
there may be early involvement of the colon in 
pelvic endometriosis without significant intestinal 
symptoms. Another case history illustrates how the 
acute symptoms and physical findings of active 
endometriosis may simulate acute appendicitis. The 
12th patient presented illustrates what may well 
be a syndrome hitherto unrecognized in the litera¬ 
ture of disordered motor function of the small in¬ 
testine due to peritoneal irritation; the latter was 
the result of free endometi-ial fluid in the peritoneal 
cavity arising from pelvic endometriosis. For several 
years the patient’s illness had been thought to be 
of a functional nature. 


Delivery in the Physiologic Position. F. H. Howard. 
Obst. & Gynec. 11:318-322 (March) 1958 [New 
York]. 

The author reports on 219 women, 52 primiparous 
and 167 multiparous, who were delivered in the 
modified sitting position with no sequelae. A new 
type of delivery table was used. The table has 
device to lift the back of the table from horizontal 
to vertical. The knee crutches are broad. The pa¬ 
tient is placed on this table in the lithotomy posi 
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tion, and the baclc is then elevated through an arc 
of 90 degrees, wherein the lithotoiny position be¬ 
comes a sitting position. With the aid of this table, 
delivery in the physiological position, which is a 
sitting or squatting position, is practical. It is satis- 
factor)' from the mother’s \'ie\\'point, since the use 
of the physiological position makes deliver)' easier, 
and it should result in less intracranial damage to 
the child than is now encountered by the use of the 
various recumbent positions which are unphysiolog- 
ical and abnormal. It is not claimed that the use of 
the physiological position will prevent all instances 
of cerebral palsy, but it is believed tliat its use will 
reduce the number and tliat such reduction wll 
be among those wth uncomplicated pregnancy. In 
patients with toxemia, it seems adwsable to aug¬ 
ment control of blood pressure and fluid balance 
when early delivery in the physiological position 
is performed. 

Virus Diseases in Pregnancy and Congenital De¬ 
fects, A. B. Hill, R. Doll, T. McL. Galloway and 
J. P. W. Hughes. Brit. J. Prev. & Social Med. 12:1-7 
(Jan.) 1958 [London]. 

To determine the probabilit)' that an illness of 
the mother during her pregnancy will give rise to 
a congenital malformation in the infant demands 
a prospective method of inquir)'. One way of secur¬ 
ing such records in Great Britain has been de¬ 
scribed in an earlier paper. The data there used 
were automatically collected by societies operating 
up to July 5, 1948, under the National Health In¬ 
surance Acts. Under these acts, if an employed and 
insured married woman drew benefits for a sickness 
which caused her to be absent from work, she had 
to present a sickness certificate giving the dates of 
her illness and the general practitioner’s diagnosis 
of its cause. If she subsequently gave birth to a 
child, she would be entitled to draw matemit)' 
benefits, and the date of birth would therefore also 
be recorded by the approved societ)'. By these 
means information was collected on 22 cases over 
the space of some 2 years; the series included 10 
cases of rubella and 6 of measles. The infants were 
specially examined not long after birth, and 1 case 
of congenital heart disease as a result of the mother’s 
having rubella in the first month of pregnancy was 
observed. With the aid of the Ministr)' of Pensions 
and National Insurance, the authors were able to 
collect similar records for 100 women reported to 
have suffered from rubella, measles, mumps, or 
chickenpox during or shortly before pregnancy. 
Seven further cases were brought to their notice 
privately but prospectively (i. e., before the birth of 
the child). 

Of these 129 cases, 10 were omitted for various 
reasons, and 119 were anal)'zed. They included the 
cases of 44 women with rubella (6 preceding and 
38 during pregnancy), 35 women wth mumps (6 


preceding and 29 during pregnancy), 30 women 
with chickenpox (6 preceding and 24 during preg¬ 
nancy), and 10 women with measles (4 preceding 
and 6 during pregnancy). One of the women who 
had chickenpox gave birth to twins, so that alto¬ 
gether 120 babies were available for study, of whom 
110 were personally examined by 1 of the authors 
shortly after birth. In the remaining 10, information 
was available from a hospital or a private physician. 
Further information was obtained after the child 
had reached at least 3 years of age. There was no 
ewdence that mumps or measles had had any de¬ 
leterious effect upon the fetus. With chickenpox, 
there was also no ewdence of the production of 
congenital defects, but the proportion of live-bom 
children with low birth weights was relatively high 
(although the difference was not statistically sig¬ 
nificant). With mbella occurring early in pregnancy, 
the well-known congenital defects of heart, vision, 
and hearing were observed. By the addition of 
these present cases to similar published records, 
some estimates are reached of the risks involved 
with rubella in different stages of pregnancy. An 
incidence of 6 affected children out of 12 whose 
mothers had mbella in the first month of preg¬ 
nancy (50%) declines to 5 out of 20 in the second 
month (25%) and to 3 out of 18 in the third month 
(17%). With 54 women in whom the attack of 
mbella occurred in the second and third trimesters, 
51 infants were unaffected, and only 1 of the 3 
affected cases seemed likely to be attributable to 
the preceding mbella. Other published data have 
shown both considerably higher and considerably 
lower incidence rates of congenital defects after 
rubella in early pregnancy. It may be, therefore, 
that the risk varies. 


PEDIATRICS 

Study of the Air Content and State of Expansion 
of the Infant Lung: Reference to the Problem of 
Sudden Death. M. G. Goldberg and M. Wolman. 
A. M. A. Arch. Path. 65:263-271 (March) 1958 
[Chicago]. 

The authors studied the lungs of 85 infants up 
to the age of 2 years and of stillborn infants on 
whom autopsies were performed. Of each lung, 1 
lobe was inflated Nrith air, another lobe was de¬ 
flated, and the 3 other lobes were not manipulated 
and served as controls. Areas Nrith increased al¬ 
veolar volume (overe.xpansion), var)'ing greatly in 
size, were often obser\'ed. It was found that “over- 
e.\pansion of the alveoli” is not always identical 
with “emphysema” (increased air content), since in 
many areas of increased alveolar volume the dis¬ 
tended alveoli contained fluid instead of air. Over¬ 
expansion was caused in some instances by blood, 
edema fluid, or other liquids. Three different ty'pes 



Immunization and Epidemiology of Diphtheria 
in Schleswig-Holstein in the Years 1946-1956. 
H. Knothe and W. Laforet. Arztl. Wchnschr. 13: 
145-148 (Feb. 14) 1958 (In German) [Berlin]. 

With the aid of tabulated figures the authors 
demonstrate that the incidence of diphtheria (mor¬ 
bidity) in Schleswig-Holstein has been decreasing 
from a high of 56 per 10,000 population in 1946 to 
0.5 per 10,000 in 1956. A similar although not quite 
as decided a decrease in diphtheria morbidity (from 
33 to 1.6) has also been noted in all of Western 
Germany. The diphtheria morbidity in Germany is, 
however, still above that in other countries of west¬ 
ern Europe. Investigations carried out by the au¬ 
thors indicated that immunization against diph¬ 
theria, at any rate the number of vaccinations, was 
not the decisive factor in the decrease in diphtheria 
morbidity. On the contrary, they regard the de¬ 
crease as a manifestation of a wave movement in 
the direction toward a wave trough, which may 
have been reached or will be reached shortly. It 
has yet to be proved whether active immunization 
against diphtheria will succeed in definitely break¬ 
ing through the rhythmical periodicity and abort 
the next epidemiologic wave. In view of the limited 
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of atelectasis were recognized, namely, diffuse 
atelectasis, polarized atelectasis, and microatelec¬ 
tasis. Microatelectasis around areas of focal em¬ 
physema was commonly found. The term dysaera- 
tion was proposed for the association of focal 
emphysema and microatelectasis. Dysaeration was 
found to occur after obstruction of air passages by 
exudate, mucus, or other fluids and forced inspira¬ 
tory movements. It is reasonable to assume that the 
frequency of dysaeration in young infants and espe¬ 
cially in premature newborn infants is due to the 
small caliber of the air passages in relation to the 
size of mucus droplets and desquamated epithelium. 

It is suggested that through a vicious circle of 
anoxia, forced inspiration, and increased dysaera¬ 
tion this process may lead to sudden death in in¬ 
fants. 

The findings of this study are considered to be 
relevant to the therapeutic and prophylactic ap¬ 
proach toward anoxic states in infants. The various 
drainage procedures in use might help to avoid the 
formation of dysaeration, but the administration of 
air or oxygen under pressure to infants is a danger¬ 
ous procedure, because it might precipitate focal 
emphysema and microatelectasis in infants in whom 
liquid or mucus is present anywhere along the 
respiratory tract. The use of drugs to diminish 
hyperventilation might be considered. The problem 
of rational mucolytic therapy effective in diminish¬ 
ing mucus secretion requires further study. At 
present, drainage methods are probably the only 
answer to the removal of fluids from the respiratory 
tract. 
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extent of protective diphtheria vaccination in 
Schleswig-Holstein, the authors doubt that this will 
be the case. 

Since therefore the possibility exists that in the 
coming years the diphtheria morbidity will again 
increase, it seems dangerous to adopt the attitude 
taken in some counties of Schleswig-Holstein that, 
in view of the favorable epidemiologic situation' 
protective immunization against diphtheria can be 
dispensed with. The authors agree with those ob¬ 
servers who have emphasized that active immuniza¬ 
tion is an effective weapon in the combat of diph¬ 
theria as such. Thus, whereas in the counties in 
which there is a large number of vaccinated persons 
a new epidemic wave will probably cause a smaller 
number of diphtheria attacks and also a lower 
lethality, the lack of protective vaccination in other 
counties will doubtlessly cause a higher morbidity 
and lethality. The authors recommend that, despite 
the present favorable epidemiologic conditions, ac¬ 
tive immunization against diphtheria should be 
carried out generally among the child population 
and should not be limited to a few counties in 
which the protective effect of vaccination is ap¬ 
preciated. 


DERMATOLOGY 


Poison Ivy (Rhus) Dermatitis; An Experimental 
Study. A. M. Kligman. A. M. A. Arch. Dermat. 
77:149-180 (Feb.) 1958 [Chicago]. 

This essay reviews current information on Rhus 
dermatitis. The family Anacardiaceae includes a 
number of related plants which are dermatogenic. 
The 2 most important in the United States are Rhus 
radicans (poison ivy) and R. toxicodendron (poison 
oak). The Rhus allergens have the common chem¬ 
ical skeleton of a catechol with a 15-carbon side- 
chain in die 3-position. They differ only in the 
degree of unsaturation of the side-chain. The al¬ 
lergenic principle is present in all parts of the plant 
which contain resin canals. Its release requires 
bruising of the tissue. All persons can become 
Rhus-sensitive with sufficient exposure. There is 
no evidence of a spontaneously acquired immunity. 
About 50% of young adults will react positively to 
the application of bruised leaves. Darkly pigmented 
races have a lower incidence. Sensitivity gradually 
declines with time, irrespective of continued rasua 
exposure. Of persons over 60, a minority are Rhus- 
sensitive. Those who react to strong concentrations 
of the saturated Rhus allergen (pentadecyl catechol/ 
but not to the leaf are termed subclinical r^^ctor ■ 
Presumably most of these have lost 
sensitivity. Once lost, sensitivity is not easily 
tablished except by severe exposure and then on y 
in a minority of instances. Rhus sensitizaho ca ^ 
not be prevented by prior feeding or contac 
the allergen. 
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The depth or degree of sensitization is revealed 
by quantitative patch tests with serial dilutions. 
The titer, beyond which further dilution causes no 
reaction, is a meaningful measure of the degree of 
sensitization. The theory is advanced tliat allergic 
contact dermatitis is a generalized state of sensitiv¬ 
ity \wth chief reactivity' localized in the sldn. Im¬ 
mediately after or concomitant with severe wide¬ 
spread Rhus dermatitis, the skin may show 2 
opposite ty-pes of reactions: supersensitirity' or 
hjTOsensitivity. The unusual consequences of Rhus 
dermatitis include eosinophilia, kidney damage, 
urticaria, and dysliidrosis. There is no practical 
topical measure which wall adequately protect 
against field exposures to Rhus plants. This includes 
soap and water washing, barrier creams, and de¬ 
toxicants. Topical therapy will not abort or moderate 
Rhus dermatitis as do the usual nonspecific der¬ 
matological measures. Corticosteroids are the only 
systemic agents with a demonstrated ability to 
benefit Rhus dermatitis. The treatment of Rhus 
dermatitis by the administration of Rhus allergens 
during the acute attack is irrational and hazardous. 

An Oral Antigen Preparation in the Prevention of 
Poison Ivy Dermatitis: Results in 455 Cases of Ivy 
Sensitivity. E. R. Gross. Indust. Med. 27:142-144 
(March) 1958 [Chicago]. 

The poison ivy plant and its allies are major 
occupational hazards to tree service workers, tel¬ 
ephone and electric-power linesmen, pipeline layers, 
woodsmen, farmers, and men in the armed services. 
Tree sersice workers, because of their frequent con¬ 
tact with poison ivy year after year, make exceUent 
subjects for studies of desensitization methods. At¬ 
tempts to prevent poison ivj' dermatitis by ingesting 
parts of the poison ivy plant or its oleoresins are as 
old as the American Indian practice of chewing 
poison i\ty leaves. Parenteral administration of 
poison ivy antigen is objectionable for several rea¬ 
sons: (1) the method is not suitable for frequent 
administration of small doses; (2) inflammatory re¬ 
actions at the site of injection are common; and 
(3) incipient poison ivy dermatitis may flare up as 
a severe dermatitis. In oral administration, the 
nature of the vehicle is important. An extract for the 
prevention of poison ivy dermatitis should be suit¬ 
able for Oral administration, should be in a nonoily 
vehicle, and should be stable. The author reviews 
experiences with an extract that meets these re¬ 
quirements. The preparation is a stabilized extract 
of fresh poison ivy leaves and stems in 70% alcohol. 
The uniform potency of the e.xtract makes it possible 
to prescribe a standardized dosage. 

Four hundred fifty-five subjects, including private 
patients and the employees of a tree service com¬ 
pany, svere given the extract orally in small daily 
doses for 6 weeks prior to the poison ivy season and 


less frequent maintenance doses during the season. 
All subjects had a prewous histors' of sensitivity' to 
poison ivy. During the season, after prophylaxis, 
76.9% of die subjects xvere either free of poison ivy 
dermatitis or exTorienced milder attacks. Two of tlie 
patients complained of nausea and gastrointestinal 
disturbances. There were no other reports of un¬ 
toward side-effects. 


UROLOGY 

Relations Between Hj’pertrophy and Carcinoma of 
the Prostate. W. Dontenw'ill and H. Wulf. Arch. 
Geschsvulstforsch. 12:14-18 (No. 1) 1958 (In Ger¬ 
man) [Dresden, Germany]. 

The authors investigated whether carcinoma of 
the prostate develops more often in patients with 
hormone-dependent hj'pertrophy of the prostate 
than in patients free from prostatic hx'pertrophy, 
that is, w'hether hypertrophy of the prostate is a 
precancerous lesion. They studied the records of 
880 patients from whom hypertrophic prostate tis¬ 
sue had been examined at the pathological institute 
of the University of Kiel from 1942 to 1951. The 
later course of 556 patients could be traced, but 
the 120 who died during the first 2 years are omitted 
from further consideration. Four hundred hventy- 
four of the remaining 436 patients (97.25%) re¬ 
mained free from prostatic carcinoma, w'hile in 12 
patients (2.75%) carcinoma of the prostate was es¬ 
tablished either histologically or clinically. The 
authors also investigated the incidence of simul¬ 
taneous existence of hypertrophy of the prostate in 
122 patients xwth carcinoma of the prostate and 
found that 57 (47%) also had hx'pertrophy. Autopsy 
studies on unselected cases of pathological institute 
reported by others revealed that the incidence of 
carcinoma of the prostate between the ages of 66 
and 75 years is 2.7%; in the 220 patients of this 
age group who xvere among the patients wth pros¬ 
tatic hypertrophy studied by the authors, the inci¬ 
dence was the same. Thus, prostatic carcinoma is 
only of average frequency after prostatic hx'per- 
trophy, which therefore cannot be regarded as a 
precancerous condition. 


INDUSTRIAL MEDICINE 

Surgical Therapy in Tuberculosilicosis. N. C. An¬ 
drews, P. C. Pratt, L. E. Wilt and K. P. Klassen. 
Am. Rev. Tuberc. 77:62-72 (Jan.) 1958 [New York]. 

\VhiIe few patients hospitalized w'ith tubercu¬ 
losilicosis w'ill have a distribution of disease suitable 
for surgical intervention, some can be treated by 
this method. Forty-eight patients were admitted to 
the Ohio Tuberculosis Hospital during the past 6 
years xvith a history of occupational e.xposure to 
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dust and with tuberculosilicosis either suspected or 
proved. Thirty of tliese patients were treated by 
medical means, some because surgery was not indi¬ 
cated and others because pulmonary function or 
a cardiac condition precluded surgical therapy. 

Eighteen patients received surgical therapy, but 4 
iMjjfcje^hiated. The surgical procedures in 14 
IPI^Hth tuberculosilicosis were pneumonec- 
w,uiy in 1, bilobectomy in 1, lobectomy in 7, seg¬ 
mental resection or less in 4, and extraperiosteal 
plombage in 1. The authors conclude that surgical 
therapy can be applied successfully to some pa¬ 
tients with active tuberculosilicosis. Patients with 
extensive disease, which requhes a pneumonectomy 
or a bilobectomy, in whom the roentgenogram 
demonstrates extensive lymph node involvement 
near the hilus, can be expected to have poor results. 

Technical difficulties will be encountered in many 
patients with tuberculosilicosis; however, by care¬ 
ful surgical dissection, by peripheral and intra- 
pericardial control of the pulmonary artery and 
pulmonary veins, these difficulties can be sur¬ 
mounted. Of the several complications tliat may 
occur in these patients, bronchopleural fistula is 
the most hazardous and most difficult to control. 

With a careful combination of medical and surgical 
treatment, a great proportion of the paitents can 
be expected to return to active and useful lives. 


THERAPEUTICS 

ACTH and Adrenal Steroids in the Treatment of 
Pneumococcal Meningitis in Adults. J. C. Ribble 
and A. I. Braude. Am. J. Med. 24:68-79 (Jan.) 1958 
[New York]. 

In an attempt to reduce the hazards of exudative 
inflammation and hypersensitivity to pneumococ¬ 
cus, 7 men and 5 women, between the ages of 27 
and 73 years of age, with pneumococcic meningitis 
were given bactericidal chemotherapy with corti¬ 
cotropin as a supplement. Penicillin in a dose of 20 
to 30 million units daily was given usually in the 
form of a slow intravenous drip. Tliree patients were 
given part of the daily total dose intramuscularly 
in divided doses of 1 or 2 million units every 2 
hours. All patients received corticotropin in doses 
of 40 to 120 units intravenously, 3 received hydro¬ 
cortisone in doses of 150 to 200 units intraven¬ 
ously, and 1 received cortisone in doses of 50 to 
150 mg. intramuscularly. Corticotropin was used in 
all patients to avoid the possibility of adrenal 
atrophy which may follow the use of cortisone and 
other adrenal steroids. Eleven patients (92%) re¬ 
covered, and 1 patient died 18 hours after admis¬ 
sion to hospital. Another patient died 6 months later 
of pneumonia and a brain tumor, but no residual 
evidence of meningitis was observed at autopsy. 
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Evaluation of the anti-inflammatory effectiveness 
ot the steroids in these patients was difficult be- 
cause of the simultaneous administration of peni¬ 
cillin, but the remarkable decrease in spinal fluid 
pressure, protein content, and cell counts in certain 
patients did not appear to be attributable to peni¬ 
cillin alone. It has also been difficult to establish 
the importance of steroids in protecting the pa¬ 
tients from bacterial hypersensitivity, because re¬ 
actions of this type consist of marked outpouring of 
leukocytes and protein in the spinal fluid as well 
as nuchal rigidity, headache, high fever, convul¬ 
sions, and coma, which are identical with the 
clinical manifestations of pneumococcic meningitis. 
No serious deleterious effects of corticotropin ther¬ 
apy were noted in these patients. Adrenal steroids 
may be administered even to desperately ill pa¬ 
tients with no increase in the incidence of untoward 
effects. The combined therapeutic regimen used in 
tliese patients would seem to deserve further trial. 

19-Nor-17o-Methyltestosteronej a New Progesta¬ 
tional Substance More Potent than Progesterone. 
F. E. Mansani. Minerva ginec. 9:935-941 (Nov. 30) 
1957 (In Italian) [Turin, Italy], 


Clinical investigations by the author on many 
patients with gynecologic and obstetric endocrine 
disorders have shown that 19-nor-l7a-methyltestos- 
terone is an effective progestational agent. Clinical 
results in 6 patients are discussed. One patient, 
single, 22 years old, with catamenial epileptic seiz¬ 
ures ascribed to hyperestrinism, received this drug 
for 4 months. Symptoms of epileptic seizures grad¬ 
ually subsided, and no disequilibrium of the 
regular monthly menstrual periods was observed. 
The combined medication of 19-nor-17a-methly- 
testosterone and an estrogen artificially induced 
monthly menstrual periods in 2 patients; 1 of them 
was a single, 17-year-old girl, with primary amenor¬ 
rhea associated with primary ovarian dysgenesis, 
and the other was a 36-year-old married woman, 
with secondary amenorrhea due to total hypo- 
ovaria. This drug produced arrest of metrorrhagia 
and restored the regular monthly menstrual periods 
in 2 patients, 1 of whom had menorrhea caused 
by relative hyperestrinism, and the other had 
menometrorrhagia and dysmenorrhea due to ab¬ 
solute hyperestrinism. The 19 -nor-l 7 a-methyltestos- 
terone combined with a sedative therapy cause 
bleeding arrest and continuation of pregnancy in a 
primigravida woman, 20 years old, in whom a or 
tion was likely to occur in the 4th month of preg 
nancy, due to severe hypoluteinism (hypopro^es- 
teronism). As a progestational agent, 19-nor o 
methyltestosterone has proved to be i 

than progesterone. The possibility of ^^ing t e or 
route and the administration of small dai y 
(about 1 mg.) give this drug an advantage 
progesterone and other progestational agen s. 
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The Aged in American Society. By Joseph T. Drake, Pro¬ 
fessor of Sociology, Da\'idson College, Davidson, N. C. 
Cloth. $5.50. Pp. 431. Ronald Press Company, 15 E. 26th 
St, New York 10, 1958. 

Tliis book is a welcome addition to tlie growing 
literature concerned with the various aspects of the 
problem of aging. Written from tire social economic 
view-point, it makes an outstanding contribution in 
diis respect. It is well WTitten and contains much 
ruluable information. As a source book, it should be 
ver\’ valuable. It presents tire problems of the aging 
from ever>' angle, a feat not accomplished in any 
prerious book on the subject. The portion regarding 
the economic needs of aging persons is especially 
well done and timely. This book is highly recom¬ 
mended. 

PsychosomaKc Ophthalmology. By T. F. Schlaegel, Jr., 
M.D., Assistant Professor of Ophlhalmolog>', Director of 
Research. Department of Ophthalmolog}', Indiana Univer- 
sit)’ School of Medicine. Indianapolis. W'ith collaboration of 
Millard Hojt. M.D. Cloth. $11. Pp. 523. Wilhams & Wilkins 
Company, Mount Royal and Guilford Aves., Baltimore 2, 
1957. 

Tire author, with a background of psychiatry' and 
clinical teaching and research in ophthalmology', 
has made an outstanding contribution in both fields. 
If the ophthalmologist takes to heart the many sug¬ 
gestions for diagnosis and treatment contained in 
this well unritten and well-documented book, it 
should be of great help to his patients. As the ey'e 
is often involved in patients who have psy'choso- 
matic difficulties, the book uill be of interest to 
physicians, nurses, and those working in fields re¬ 
lated to ophthalmology'. Psychiatrists and psy'cholo- 
gists should find valuable material to aid them in 
the management of their patients. Part 1 contains 
much data that clarifies later parts, particularly' the 
chapters on the cause and diagnosis of psychoso¬ 
matic and psychiatric conditions that affect the 
eyes. In part 2, dermatological and neurological 
conditions in which the eyes are involved are de¬ 
scribed briefly but clearly. In part 3, the psy'choso- 
matic conditions affecting the eyes are treated un¬ 
der their anatomic location, for example, the eye¬ 
lid, lens, and uveal tract. In part 4, the ocular 
conditions that have no strict anatomic location, 
such as glaucoma and psychogenic disturbance of 
vision, are discussed. The chapters on glaucoma 
and injuries in this part should be read by' every' 
ophthalmologist who desires a clearer understand¬ 
ing of die traumatic neuroses and wshes to treat 
his glaucoma patients widi greater understanding. 

These book reviews ha\c been prepared by competent authorities 
hut do not represent the opinions of any medical or other organization 
unless specifically so stated. 


Part 5 is a brief, illuminating discussion on the 
psychosomatic approach to treatment, but to derive 
full benefit from reading this book one should have 
read other works in the field of neurology', psy'chia- 
try', and psychosomatic medicine. Although in most 
cases it is not difficult to decide whether the patient 
needs mainly rest, ophthalmic treatment, or psycho¬ 
therapy', referral of a patient to a psycliiatrist is not 
always easily accomplished and should not be un¬ 
dertaken lightly or u'idiout good cause. Tlie author 
disapproves of prescribing orthoptic and other 
treatment wthout reference to the cause of the pa¬ 
tient’s complaint. In chapter 21 there is a u'ise dis¬ 
cussion of the doctor-patient relationsliip, the tech¬ 
nique of interx’ieu’ing and selecting patients for 
psy'chotherapy', and tlie pitfalls encountered. Tlie 
author has made many' excellent suggestions in re¬ 
gard to the management of surgical patients and 
blind persons. The bibliographies and index, com¬ 
bined with the clearly presented headings, should 
make this book of unusual value as a reference 
work. It is enthusiastically recommended for read¬ 
ing by all who have any contact wth patients wth 
ocular difficulties. 

CardiovasciJar Collapse in the Operating Room. By Her¬ 
bert E. Natof, M.D., Assistant in Anesthesia, Universit>’ of 
Illinois, College of Medicine, Chicago, and Ma-\ S. Sadove, 
M.D., Professor of Surgerj-, University of lUinois, College of 
Medicine. Foreword by M'arren H. Cole, M.D. Cloth. S6. 
Pp. 197, with 15 illustrations. J. B. Lippincott Company, 
227-231 S. Sixth St., Philadelpliia 5; 2083 Guy St., Montreal, 
Canada; Pitman Medical Publisliing Company, Ltd., 45 New 
Oxford St., London, W. C. 1, England, 1938. 

Interest in this carefully organized and well 
WTitten book should encompass all phy'sicians who 
share in the care of sirngical patients. This mono¬ 
graph offers an exliaustive review of prex'ious e.x- 
perience xx'ith all phases of cardiox'ascular coUapse 
or cardiac arrest in the operating room. Analy'sis of 
published rex'iews is corroborated by' personal sta¬ 
tistical ex'idence. Particularly' valuable is the section 
on the phy'siological mechanisms which give rise to 
cardiovascular collapse. Significant emphasis is 
placed on die role of multiple factors, such as hy'- 
poxia, hy'percapnia, reflex mechanisms, and the toxic 
effects of anesthetic agents. Tlie authors stress such 
preventive measures as die correction of anemia, 
liy'poproteinemia, and hx'povolemia before opera¬ 
tion is considered. Failure to recognize the existence 
of cardiac or pulmonary' disease, they' caution, can 
be responsible for cardiovascular collapse. All mem¬ 
bers of the medical profession participating in sur¬ 
gical procedures, regardless of die functions they 
perform, should find this book of great x'alue. 
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USE OF ACTH FOR PATIENTS 

taking cortisone 

To Tiffi Editob:S hould a patient on long-term 
coi-tisone acetate therapy be given ACTH at 
regular intervals to stimulate the adrenals? If so, 
in what dosage and at what intervals should 
ACTH he given? ^.D., Tennessee. 

Answer.— Altliougli intermittent administration of 
ACTH has been widely advocated as a means of 
circumventing adrenocortical depression by corti¬ 
sone and allied steroids, there is little or no clinical 
or experimental evidence to support such use of 
ACTH. Physiologically, adrenocortical depression 
by cortisone is a consequence of suppression of die 
output of adrenotrophic hormone by die anterior 
pituitary rather than a direct effect of cortisone on 
the adrenal glands themselves. Administration of 
ACTH cannot be e.xpected to lessen die suppres¬ 
sion of pituitary function by cortisone and may, 
indeed, aggravate it. It is dierefore apparent diat 
e.vogenous ACTH, tlirough its stimulatory effect on 
the adrenals, would pre\'ent or correct adrenal de¬ 
pression only,while tJie ACTH ',vas being admin¬ 
istered and, possibly, for a short time diereafter. In 
clinical practice, it would seem wise not to rely on 
intermittent administration of ACTH as a means of 
avoiding problems which may be associated with 
adrenal depression by cortisone. 

SAFETY OF SWIMMING FOR 
VERY YOUNG CHILDREN 
To THE Editor:— r/iree small children living on a 
‘ tropical island have been swimming since the 
age of 6 months. Since there ore disturbing and 
conflicting reports on advisability of early im¬ 
mersion, taking into account the circulatory and 
respiratory apparatus of babies, please give an 
opinion as to the immediate and long-range ef¬ 
fects or dangers involved. 

Leon Sheplan, M.D., San Juan, Puerto Rico. 

Answer.— The various hazards that have to be 
guarded against by adults naturally must be 
watched for also in children, but the only danger 
that particularly threatens young children seems 
to be tile pressure applied by adults. It is a com¬ 
mon experience to see a boy shivering and quaking 


The answers here published have been prepared by competent ou- 
thorilies. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony¬ 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


m the water while an ambitious father yells im¬ 
patient instructions from the shore. About a year 
ago, an especially flagrant instance was much pub¬ 
licized in the newspapers as resulting in the death 
ot a child who had been compelled to practice 
high diving. The dangers are noted by Reichert 
(/. A. M. A. 166:1701-1707 [April 5] 1957) as fol¬ 
lows: “Especially in interscholastic and intercom¬ 
munity championship games, with uniforms, pa¬ 
rades, prizes, and publicity, and with the possibilit)- 
of vicarious glorification of parent and school, the 
psychological responses of all concerned can be 
abnormal in many ways.” When such pressure is 
absent, it must be assumed that the child’s instincts 
and tlie parent’s experience afford excellent guides 
in deciding what is pleasant, safe, and beneficial. 


FRAGMENTATION OF HEART MUSCLES 
To THE Editor:— An autopsy of the heart of a 15- 
year-old boy who allegedly died of electrocution 
showed fragmentation of the muscle fibers on 
some areas. The heart was the only part of the 
body autopsied. Flabby hearts may show cross 
fractures, or separations, and this is also seen in 
old persons and in patients with chronic sepsis, 
poisoning, chronic wasting diseases, and circula¬ 
tory failure. Fragmentation is also found in a 
violent death and in intestinal obstructions. Gan 
any other condition cause this type of fragmcnia- 
tionp There were no other abnormal findings, and 
the pathologist stated that this fragmentation was 
not particularly unusual in autopsy material in 
general. He also stated that, aside from this frag¬ 
mentation and minor postmortem changes, the 
structures of this heart appeared well tuilliin 
normal limits. Wood claims that while this frag¬ 
mentation is found there is no change in any stir- 
rounding tissues or any reaction of tissues, but it 
is thought that it could be due to the agony of 
death and that if might occur in a healthy heart 
if death is from hanging, strychnine poisoning 
or other forms of violence- M.D., Iowa. 

Answer.— Fragmentation of heart muscle is fre¬ 
quently observed in persons dying of toxemia or 
septicemia, but it is also found in those who me 
from sudden violence. Excessive and acute dilata¬ 
tion of heart muscle just prior to cardiac arrest may 
be the cause for the condition. At present, nei or 
clinical nor patliological significance is 
this phenomenon. Jellineck has described, m so 
cases of death caused by electricity, tearing ot Heart 
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muscle fibers. Tliis process is always associated witli 
small hemorrhages and, for this reason, cannot be 
mistaken for simple fragmentation of the heart 
muscle fibers. 

Ans^s'er.-Two h'pes of fragmentation of myo¬ 
cardial fibers are frequently encountered in post¬ 
mortem material. Clean, transverse breaks at the 
intercalary disks are usually referred to as fragmen¬ 
tation and may be either post mortem and due to 
autolysis or ante mortem and due to sharp rise in. 
intraventricular pressure (Karsner). The otlier tjqre 
of fragmentation consists of irregular, oblique, 
transverse fractures of muscle fibers and is usually 
regarded as an artefact resulting from the process 
of preparing the tissue for histological examination. 
Overtreatment with xylene or other clearing agents, 
as well as overheating in the paraffin bath, may 
cause tissue to become unusually brittle and predis¬ 
poses to fractures of muscle fibers. Frequently, no 
explanation can be found for the fragmentation 
observed in postmortem material. Thus, no partic¬ 
ular significance could be attached to the finding 
of myocardial fragmentation in the young man re¬ 
ferred to. 

Answer.— Segmentation, or so-called fragmenta¬ 
tion, of muscle fibers is a common finding in histo¬ 
logical studies of adult hearts but is less commonly 
found in younger persons. Saphir and Karsner 
(/. M. Research 44:539, 1924) found segmentation 
and fragmentation in 41% of the hearts examined in 
routine autopsy material. The lesion was not litnited 
to any single cause of death but was found in a 
great variety of conditions, many of which are 
mentioned in the question. Apparently, delay in 
doing the autopsy causes little effect due to post¬ 
mortem changes. Segmentation occurs in hearts e.x- 
amined immediately after death, and most authori¬ 
ties believe that it develops usually in the agonal 
state. Saphir and Karsner produced marked segmen¬ 
tation of the myocardium of the left ventricles of 
rabbits by producing dilatation of the left ventricle 
by ligating the ascending aorta and of the right 
ventricle by ligating the pulmonary artery. Liga¬ 
tion of the aortas of three dogs and two cats was 
followed by histological changes similar to but not 
so marked as those in rabbits. Possibly, terminal 
agonal dilatation of the heart may produce the 
lesion in human beings. Severe physical strain is 
known to cause a sharp rise in blood pressmre. 
Electrocution might have produced a convulsion 
resulting in elevation of aortic pressure and acute 
cardiac dilatation in the case in question. A eom- 
plete autopsy, instead of examination of the heart 
alone, should have been done in order to obtain 
proper evidence on xvhich to base reasonable con¬ 
clusions. 


CYSTITIS CYSTICA 

To THE Editor:—A 61-ycar-oUl imn, who has been 
under continuous observation since the onset of 
his illness early in 1954, has attach of painful 
urination combined with frequency and urgency 
lasting for a few days at a time. The vain is not 
necessarily at the beginning or the end of urina¬ 
tion but is throughout. At the onset, the interval 
between attacks was about seven weeks, but this 
has increased in frequency until, in the past six 
months, the attacks have come to be about a 
week apart. For the past 18-24 months, the pa¬ 
tient has passed tissue in the urine. There is no 
pain when the tissue is passed; the pain begins 
a day or two before, that is, while the tissue 
seems to be separating, and the passage of the 
tissue terminates the attack. Frequency and noc¬ 
turia are now present even between attacks. 
There has never been hematuria or a stone 
passed. In fact, routine urinalyses have all been 
negative (and acid), except on one occasion when 
the patient developed a purulent cystitis after a 
cystoscopy. This patient has had 11 cystoscopies, 
with 10 biopsies of the bladder and 1 punch 
biopsy of the prostate. All the examinations have 
shown the trouble to be in the bladder, which, on 
cystoscopy, has been described as being acutely 
inflamed, with multiple small cystic areas which 
started in a relatively small area of the posterior 
wall and have gradually come to cover the great¬ 
er part of it. It has invaded the trigone but has 
avoided the ureteral openings. As yet, the blad¬ 
der has not shown any real induration. All biopsy 
specimens have been reported as showing cystitis 
cystica, but every piece of tissue passed and 
findings in innumerable cytological studies of the 
urine have been reported as containing atypical 
cells which are probably malignant. In addition 
to the repeated urologic surveys, this patient has 
had numerous examinations, including frequent 
studies of the colon and rectum, roentgenograms 
of the entire spine, blood phosphatase tests, and 
repeated urine cultures. These have all been 
negative. There has been little treatment except 
for the continuous observation for cancer of the 
bladder. On one occasion, steroids were given 
with good residts but had to be stopped because 
of recurrence of a duodenal ulcer. Is this pa¬ 
tient's cystitis cystica related to his passing of 
tissue? Is there any indication for cystectomy of 
this nonmalignant condition of the bladder? 
Please advise on medical treatment for this con¬ 
dition. U.D., New York. 

Answer.— Cystic changes in the mucosa of the 
bladder may be observed wuth a variety of mu¬ 
cosal lesions, ^^^lile the condition knowm as cj’stitis 
cystica is observed most frequently, other inflam¬ 
matory lesions may be attended by cystic changes 
in the mucosa. Most of these are caused by infec- 
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tions, though the causative organism may be diffi¬ 
cult to isolate. Unusual forms of urinary infection 
may be observed in vs^hich cultures and smears of 
sediment are essentially negative. A 
condition known as cystitis glandularis is occasion¬ 
ally observed and may be accompanied by cysts 
and proliferation of the mucosa, as well as by the 
passing of tissue in the mine. With this condition, 
at)p)ical cells suggestive of malignancy are some¬ 
times found on biopsy. It is curious that, in the 
case under consideration, no attempt has been 
made to treat the cystitis by means of local meas¬ 
ures, such as lavage of tlie bladder and fulguration 
of the areas involved. Among various solutions 
which might be tried with lavage is Clorpactin 
(monoxychlorosene), which recently has been used 
successfully in treatment of similar clinical condi¬ 
tions. Some patients with regional, panmural, and 
glandularis cystitis have been successfully treated 
by means of cystoscopic electrocoagulation. Various 
forms of antibiotic treatment might also be tried. 
It would seem that courses of treatment as sug¬ 
gested should be tried before cystectomy is con¬ 
sidered, 

SHOOTING PAINS 

To THE Editor:—A 44-year-old man has complained 
of shooting paws present in his trunk, scapula, 
both hands, and both feet for one year. He is a 
diabetic whose condition is controlled by diet. 
He had been drinking heavily for many years 
until the onset of the above symptoms. Neurolog¬ 
ical examination revealed unsteady gait, poor 
balance on either foot alotie, decreased position 
and vibration sense in the lower extremities, di¬ 
minished tendon reflexes, and atrophy of the 
shoulder girdles and thigh. Sphml fluid examina¬ 
tion showed normal pressure, normal manomet¬ 
ries, no cells, and protein level 223 mg.%, chlo¬ 
rides level 748 mg.%, and sugar level 117 mg.%. 
A repeated spinal tap three weeks later shoived 
protein level 109 mg.% and no cells. The diag¬ 
nosis has been virus encephalomyelitis, but he 
has not responded to therapy with thiamine, vita¬ 
min Bi 2 , and ACTH. The pains have decreased 
but not disappeared. Please suggest a therapeutic 
measure to help this patient. 

M.D., New York. 

Answer.— The diagnosis of virus encephalomye¬ 
litis does not rest alone on the albuminocytological 
dissociation. Increase of protein level without an 
associated increase in number of cells may occur in 
obstructive processes within the spinal canal. If the 
constriction is in tlie cervical area, manometric 
block does not always follow the rule as it does 
elsewhere, due to the elliptic shape of the canal 
and its anterior ridge leaving grooves on each side 
for spinal fluid to transmit the results of jugular 
compression. The level of die atrophy around the 


J.A.M.A., May 31 , 195s 

shoulder girdles in this patient suggests the need for 
careful stereoroentgenographic study of the cervical 
spine and perhaps a myelogram. The loss of reflexes 
and even atrophy of the lower extremities can 
occur in certain gross cervical lesions. In the case de¬ 
scribed, the spinal fluid chlorides level is also in¬ 
creased, as is the sugar factor. Virus encephalomye¬ 
litis (Guillain-Barre syndrome, infective neuronitis) 
is usually a part of a widespread involvement of 
die spinal roots and nerves. It is usually preceded 
by a recognizable upper respiratory infection and 
should clear under the treatment noted in the 
question. Obviously, as diis has not occurred, flie 
part that the alcohol and diabetes may play in this 
instance cannot be overlooked. Some of the findings 
may be altered by a toxic overlay. Virus infection 
and bacterial allergy can also simulate diis condi¬ 
tion by causing an epidural thrombophlebitis of the 
meningorachidian veins. If the cervical x-rays prove 
negative for osteoarthritis, narrowing of the canal, 
or other focal processes that deviate from the nor¬ 
mal, then clearing up of all oral or dental infection 
and cultures of the mouth and gums for Streptococ¬ 
cus viridans (alpha prime) widi an autogenous vac¬ 
cine, prepared and administered in ascending doses, 
often goes far toward control of pain and desensi¬ 
tization. 


DELAY IN CLAMPING THE 
UMBILICAL CORD 

To THE Editor:—W/ iflt is the rationale of the theory 
that there may he a relationship between delay 
in clamping of the umbilical cord and icterus 
neonatorum? M.D., Illinois. 

Answer.— Full-term newborn infants frequently 
receive an autotransfusion of cord blood, ranging 
from 75 to 100 cc., due to late clamping of the cord, 
i.e., after the cord has stopped pulsating, or due to 
manual clamping of the cord. Under ordinary con¬ 
ditions in tlie otherwise hematoIogicaJly normal 
child, this xvill produce no serious defect. It is 
theoretically possible, however, that in the prema¬ 
ture infant or in the infant with subsequent erythro¬ 
blastosis fetahs the additional infusion of red hloj|y 
cells will account for an additional amount of hi i- 
rubin, due to hemoglobin destruction. The grwt 
problem witli die presence of bilirubinemia in the 
newborn infant is primarily based on the fact that 
in the newborn infant and, especially, in the pr^ 
mature infant the fiver is markedly deficient in an 
enzyme (transferase) necessary to conjugate n 
rubin. This produces a marked increase in amoimt 
of bilirubin, or so-called indirect acting bihr«»> ' 
in the infant’s blood, with subsequent possible pro¬ 
duction of kernicterus. In the mature mfan 
or 2-week-oId child, the liver has sufficient tran 
ferase to allow for conjugation of bihrubi , 
type of bilirubin does not allow kernicterus to d 
velop. It would seem, therefore, that the on y p 
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lem with late damping of the cord would come 
about in the premature infant whose transferase 
activit)^ was extremely low and would not develop 
for some period of time or in the infant who might 
develop a hemolytic disorder due to Rh or otlier 
blood-group incompatibility. 

DIFFICULT URINATION IN INFANT 
To THE Editob:— An 8-month-old boy was given 
antispasnwdic drugs at the age of 3 weeks be¬ 
cause of periodic irritable crying simulating that 
seen in “colic.” Until the age of 4 months, the 
child was taking 7.5 mg. of dicyclomine syrup 
three times daily. At that time, there was first 
noted urinary straining, diurnal infrequency, and 
inability to void while asleep for as long as 12 
hours. The urinary meatus, bowel habits, neuro¬ 
logical status, and urinalyses were normal. Warm 
baths stimulated voiding with good stream and 
produced minimal but definite straining. Except 
for occasional lapses, the child was not permitted 
to sleep for more than six hours without voiding. 
When the child was 5 months old, intravenous 
pyelograms showed a small bladder and normal 
upper urinary tract. Passage of a ureteral cathe¬ 
ter info the bladder without difficulty was be¬ 
lieved to indicate absence of significant urethral 
stricture. Urinary straining and inability to void 
when asleep have persisted until the present 
time. Straining has become more frequent re¬ 
cently, after a three-week period of what seemed 
to be slight improvement. Has any similar in¬ 
stance of chronic urinary difficulty after the pro¬ 
longed use of antispasmodic drugs in infants 
been reported? Has “spastic” urinary sphincter 
been observed in infants without neurological 
disease? New York. 

Answer.— Although a ureteral catheter was 
passed without difficulty into the bladder, further 
study is indicated. Residual urine should be tested 
or followed by cystoscopy and direct examination 
of the urethra for such anomah'es as urethral valves 
Or some bladder neck obstruction or dysfunction. 
No case has been observ'ed in which dicyclomine 
caused difficulty in urination, although this has oc¬ 
curred with methantheline bromide. The difficulty 
may subside spontaneously or with discontinuation 
of the medication. No infants have been observed 
with “nen'ous spasm ’ of the e.xtemal sphincter, 
hut tliis has been seen in older children. 

RETINAL DETACHMENT IN BOXERS 
To the Editor:— IF/jflf is the incidence of retinal 
detachments among professional boxers? 

Ralph T. Sproule, M.D., Milwaukee, Wis. 

Answer.— An accurate record of the incidence of 
leh'nal detachment in professional boxers is diffi¬ 
cult to obtain. There is a paucity of past or cur¬ 


rent literature on this serious eye complication. Six 
cases of retinal detachments were obserx'ed among 
professional boxers in the past hvo years in New 
York State. About 2,000 boxers participated in box¬ 
ing contests during this period, but only 900 were 
e.xamined and licensed in New York State during 
this time. It would appear that retinal detachment 
among professional boxers is becoming more fre¬ 
quent, but this observation may be more apparent 
than real, since visual acuity tests, ophthalmological 
examinations, and consultations are now more fre¬ 
quently performed as a routine requirement of the 
boxers medical examination than in the past. 

ANIMAL AND VEGETABLE FATS 
To the Editor:- PZeflse give information concern¬ 
ing the content of animal and vegetable fats in 
margarine and shortenings. Do they contain any 
large amount of beef and pork fat? Is there no 
law which orders producers to state the compo¬ 
sition of the packages? It is important to know 
the content of these foods in order to give pa¬ 
tients the right diet orders. 

Arthur Samuel, M.D., Chenoa, III. 

Answer.— According to the figures of the U. S. 
Department of Agriculture, more than 99% of the 
fats used in the manufacture of margarine come 
from vegetable sources, with cottonseed oil and 
soybean oil being used in 94% of thte margarine, 
plus small amounts of peanut oil, com oil, and 
other vegetable oils. Vegetable fat shortenings may 
be of the compound, blended, all-hydrogenated va¬ 
riety. In the manufacture of the compound varieW, 
liquid oils are adjusted to the proper consistency by 
the addition of highly hydrogenated oil. The all- 
hydrogenated shortenings are made by hydrogenat¬ 
ing all of the oil, at least partially, and adjusting to 
the proper consistency widi small amounts of com¬ 
pletely hydrogenated oil. They have a lower iodine 
content and, consequently, are more stable than are 
the blended shortenings. Examination of the label 
should tell what type of product is being pur¬ 
chased. While the specific vegetable oil will not be 
indicated on the label, it vill be indicated as to 
whether it is entirely from vegetable sources. 

EGG SHELLS AS A SOURCE OF CALCIUM 
To THE Editor:—F/ cose comment as to whether the 
calcium from egg shells, after the eggs are put 
through a food blender, is in a form which is of 
use to the human being. How much use could be 
derived from such a product? 

M. C. Florine, M.D., Janesville, Minn. 

Ansutti.—E gg shell is largely composed of cal¬ 
cium carbonate, with magnesium and other metals 
in smaller quantities. Analytical values are as fol- 
low: calcium carbonate, 93.7%; magnesium car- 
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bonate, 1.39%; phosphorus pentoxide, 0.76%; and 
organic matter, 4.15%. Calcium carbonate is almost 
entirely converted into soluble calcium salts in the 
digestive tract.' Tlierefore, egg shells processed 
through a food blender would serve as an excellent 
source of dietary ealcium. It must be remembered, 
however, tliat in order for calcium to be useful to 
the body it is necessary tliat vitamin D and phos¬ 
phorus also be present. It should be remembered, 
too, tliat tlie egg shell may not be the cleanest food 
in die world. 

( 

TETRACYCLINE THERAPY 
To THE Et)rroR:-Js it permissible to mix ACTH or 
hydrocortisone succinate with tetracycline hydro¬ 
chloride? It is permissible to mix tetracycline in 
5% dextrose solution for intravenous administra- 

M.D., West Virginia. 

Answer.— It is usually unwise to mix ACTH or 
hydrocortisone succinate preparations with tetra¬ 
cycline. If no precipitate is formed in the mixture 
it would be safe to inject these togetlier, but, since 
they are often buffered to a definite pH, there is 
always die possibility of precipitation, particularly 
of a polypeptide, such as ACTH. There is no con¬ 
traindication for mixing tetracycline prepared for 
intravenous use widi 5% dextrose solution. 
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nancy cervical polyps, and incomplete abortion 
shoi^ be ruled out before resorting to hormonal 
treatment. 

CYSTIC DISEASE OF THE BREAST 
To THE Editor:—I n the question and ansicer con¬ 
cerning a 35-year.old patient with a combination 
of bilateral cystic disease of the breasts and polv- 
poid endometrial hyperplasia (J. A. M. A. 16^ 
1535 [March 22] 1958), the consultant neglected 
to mention hysterectomy and bilateral oophorec¬ 
tomy as possibilities in the treatment. This pa¬ 
tient presents abnormalities in two end organs 
affected by estrogen, the breast and the endo¬ 
metrium. As a result of bilateral salpingectomy 
for salpingo-oophoritis, she has previously been 
rendered sterile. Studies of ovaries involved in 
such inflammatory processes have revealed per¬ 
sistent oophoritis, formation of cystic follicles, 
inflammatory ctjsts, and premature senescence 
(Hertig). The polypoid endometrial hyperplasia 
is, in all probability, due to long-standing estro¬ 
gen stimidation of the endometrium without 
cyclic ovulation. There is also evidence that this 
hormonal “milieu” may be a predisposing factor 
in endometrial carcinoma (Sommers and Hertig). 
The mastodynia may he secondary to the same 
persistent estrogen stimulation. Furthermore, 


-SPICULE OF FINGERNAIL 
To THE Eorroti:—Occasionally, after the healing of 
traumatic amputations or other less mutilating 
injuries of the fingertips, a small spicule of finger¬ 
nail regrows in a displaced position, thereby 
causing much subsequent annoyance to the pa¬ 
tient, such as when it catches on clothing. Is there 
any method other than that of open surgical in¬ 
tervention of destroying the dislocated fragment 
of matrix from which this detached offshoot 
develops? M.D., California. 

Answer.— Wlien a small spicule of fingernail re¬ 
grows in a displaced position, the only known meth¬ 
od of adequate treatment is surgical intervention 
to destroy die dislocated fragment of matrix. 

VAGINAL BLEEDING 

To THE Editor:—W ow/d protein-bound iodine de¬ 
terminations be of help in determining the cause 
of vaginal bleeding? If so, why? 

Samuel Newman, M.D., Danville, Va. 

Answer.— Disorders of menstruation, such as 
amenorrhea or menorrhagia, often are complica¬ 
tions of thyroid disorders. Women with functional 
uterine bleeding in whom a low protein-bound 
iodine level is demonstrable may respond most 
dramatically- to diyroid medication. In all patients 
with abnormal vaginal bleeding, uterine malig- 


Haagenson has presented data suggesting that, in 
women with clinically evident, proved gross cysts 
of the breast, the incidence of subsequent breast 
carcinoma, is greater than in women in the gen¬ 
eral population. Yet he does not believe the 
risk to be great enough to warrant prophylactic 
mastectomy. There is also suggestive evidence 
that the incidence of mammary carcinoma is 
lower in women who have had bilateral oophor¬ 
ectomy. Herrell found that only 1.5% of women 
with breast carcinoma had had their ovaries re¬ 
moved earlier in life, while 15.4% of a control 
series of women not having breast carcinoma had 
had bilateral oophorectomy. In view of these 
suggestive data, it would seem that this patient 
would be best treated by total hysterectomy and 
bilateral oophorectomy. This would spare her the 
cosmetic mutilation of bilateral mastectomy and 
prevent further menorrhagia. Mastodynia is al¬ 
most always improved by bilateral oophorectomy, 
and symptoms of surgical menopause may e 
controlled by intermittent oral administration of 
estrogens in small doses. Finally, when pclme 
inflammatory disease is extensive enough to tear 
rant bilateral salpingectomy, optimum resm 
are obtained by total Injsterectomy and bilateral 
salpingo-oophorectomy. Unfortunately, 
hysterectomies are performed for indicatwi^ ^ 
much less importance than those presen e 
this patient. Robert W. Kisfner, M.D> 

Free Hospital for Women 
Brookline 46, Mass. 
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SUBCOMMITTEE PROPOSES THREE-YEAR 
EXTENSION OF HILL-BURTON 

The first major step in continuing the Hill-Burton 
hospital construction act has been taken. The health 
subcommittee of the House Interstate and Foreign 
Commerce Committee recommended to the full 
committee a three-year extension of the act beyond 
June, 1959. That is the date the act expires unless 
Congress extends it. To allow for orderly planning, 
Hill-Burton officials need to know well in advance 
whether the program null be continued. 

Chairman John Bell Williams (D., Miss.) points 
out that, while the subcommittee heard a variety of 
proposals for amendments, it was the belief of the 
members that a simple extension would have the 
best chance of getting through this year. This does 
not preclude the subcommittee offering other 
amendments to the act, but they would be handled 
as separate pieces of legislation, according to 
Mr. Williams. 

A few days later, the subcommittee approved 
another bill by Mr. Williams authorizing for the 
first time low interest loans under Hill-Burton. The 
recipient would have to meet all the requirements 
of an applicant for a grant. 

- - The American Medical Association in testimony 
to the Williams group last month supported exten¬ 
sion of Hill-Burton and urged new emphasis on 
facilities for the chronically ill and for nursing 
homes, as well as modernization of older hospitals. 

At that time the Association xvitnesses, Drs. Julian 
Price and Willard Wright, also recommended a 
program for federal guarantee of proprietary' nurs¬ 
ing home mortgages. 

The A. M. A. also wants categorical grants elimi¬ 
nated and single appropriation substituted for all 
eligible facilities. This would make it easier for the 
states to utilize funds. 


HEALTH SURVEY DETERMINES 
INJURY RATE 

Tlie U. S. National Healtli Sur\'ey has been busy 
figuring how many Americans are injured seriously 
enough to require medical attention or to limit their 
acthdties for at least a day, and the frequency of 
such injuries. 

During the second half of 1957, the Public Health 
Smice-sponsored survey showed there were 24,- 
953,000 such persons. Tlieir injuries resulted in al¬ 


most 214 million days of restricted actmty, includ¬ 
ing 55,500,000 days spent in bed at home or in the 
hospital. 

Home accidents injured 10,065,000, or 40.39^ of 
all involved; work accidents accounted for 4,1/3,- 
000, or 16.7%; motor vehicle accidents injured 
2,444,000, or 9.8%; and other kinds of accident and 
injuries resulting from violence involved 8,267,000, 
or 33.1%. 

During the period surx'eyed, PHS found that on 
average about 1,175,000 persons ever}' day were 
limited in their actiWties, and 305,000 were in bed 
eitlier in or out of a hospital. Considerably more 
were males, 14,100,000, as against 10,800,000 fe¬ 
males; 14,900,000 were urban residents; 7,100,000 
were residents or rural-non-farm areas; and 3 mil¬ 
lion lived on farms. 

Figures are preliminar}' and are subject to pos¬ 
sible rexiision when statistics have been gathered 
for a longer period of time. 

PHS TO SAMPLE MORE MILK 
FOR RADIOACTIVITY 

The Pubh'c Health Serx'ice is e.xpanding its net¬ 
work of sampling areas in a continuing study of 
the radioactiriity of milk. It is adding six* milksheds 
serving Atlanta, Ga.; Fargo, N. D.; and Moorhead, 
Minn.; Austin, Texas; Spokane, Wash.; and an area 
in southern Wisconsin. 

PHS recently made public a sampling study in 
milksheds serr'ing Sacramento, Cah'f.; Salt Lake 
City; St. Louis; Cincinnati; and New York City. Milk 
samples were anah’zed for specific radioisotopes, 
including strontium-90, which is taken up by the 
bones after entering the body. The PHS found sam¬ 
ples well below the permissible limits agreed on by 
the National Committee on Radiation Protection 
and Measurement. 

This committee has set the permissible concen¬ 
tration of strontium-90 at about 80 micromicrocuries 
per liter. The PHS reported that values found in the 
study varied from 3.4 to 7.4 micromicrocruies per 
liter, or a range from 5 to less than 10% of the ma.x- 
imum permissible. A micromicrocurie is one-mil- 
lion th of a millionth of a curie. Other radioactive 
elements, such as barium-140 and cesium-137, were 
even lower relatively in permissible levels. 

The pilot study is part of PHS’s program of en¬ 
vironmental analysis of radioactiwty in water, air, 
and food. Milk was chosen for the initial study, 
according to PHS, since it is among the most im¬ 
portant foods and because it is produced through¬ 
out the year in all sections of the United States. 

“The study is dev'eloping simple and efficient 
sampling methods and improwng anah'tical tech¬ 
niques so that state and municipal healtli agencies 
and the dairy' industry' eventually can perform their 
own analysis,” PHS said. 
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APPOINTMENTS TO NATIONAL ADVISORY 
research COUNCILS 

A number of appointments and reappointments 
nave been made to the advisory councils for the 
various National Institutes of Health. The councils 
recommend the particular grants to be made by the 
institutes to nongovernment individuals and organ¬ 
izations, subject to approval by the surgeon gen¬ 
eral. Some of tile appointments are effective im¬ 
mediately, otliers not until later in the year. The 
complete list: 

Allergy and Infectious Diseases—Mundey John¬ 
ston, Tucson, Ariz.; Dr. Gordon Meiklejohn, Uni¬ 
versity of Colorado Medical Center, Denver. 

Cancer Dr. Murray M. Copeland, Georgetown 
University Medical Center, Washington, D. C.; 
Dr. Charles A. Evans, School of Medicine, Univer- 
sit>' of Washington, Seattle; and Dr. R. S. Schreiber, 
the Upjohn Company, Kalamazoo, Mich. 

Heart—Dr. E. Cowles Andrus, Baltimore; and 
Mrs. Albert D. Lasker, New York. 

Mental Health—Marquis Childs, Washington, 

Arthritis and Metabolic Diseases—Dr. Charles H. 
Burnett, Unii'ersity of North Carolina School of 
Medicine, Chapel Hill; Dr. Carl V. Moore, Wash¬ 
ington University School of Medicine, St. Louis; 
and Dr. Charles Regan, College of Physicians and 
Surgeons, Columbia University', New York. 

Neurological Diseases and Blindness—Dr. Francis 
M. Forster, Georgetown University School of Medi¬ 
cine, Washington, D. G.; Dr. Clinton N. Woolsey, 
University of Wisconsin, Madison; and Dr. Jacob 
Yerushalmy, University of California School of Pub- 
lie Health, 'Berkeley. 

Dental—Dr. Harold L. Enarson, University' of 
Colorado, Boulder; Dr. Willard C. Fleming, School 
of Dentistry, University of California Medical Cen¬ 
ter, San Francisco; Dr. R. S. Poor, J. Hillis Miller 
Health Center, Unii'ersity of Florida, Gainesville; 
and Dr. Robert L. Sutherland, University of Texas, 
Austin. 

National Advisory Health Council—Dr. H. Stan¬ 
ley Bennett, University' of Washington School of 
Medicine, Seattle; Dr. Sidney Farber, Children’s 
Cancer Research Foundation, Boston; Boisfeuillet 
Jones, Emory University, Georgia; and Dr. Arthur 
Kirschbaum, Baylor University College of Medi¬ 
cine, Houston, Texas. 

PRESIDENT URGES SUPPORT FOR POLIO¬ 
MYELITIS VACCINATION CAMPAIGN 

For anyone not to receive protection from Salk 
poliomyelitis vaccine “is to take unnecessary risks 
of lifetime disability and even deatli, ’ President 
Eisenhower declared on receiving a report on the 
first year of the campaign to promote use of the 
vaccine. He said the effort had his “hearty endorse- 
ment,-’;and added, “I know this campaign will help 
the physicians, health officials and community 
leaders who are now mobilizing local drives and 

Tire drive for sustained, year-round use of the 
vaccine is an undertaking of the American Medical 
Assodation, the National Foundation for Infaidile 
ParalTsis, and tlie U. S. Public Health Service The 
report was made to Mr. Eisenhower by A. M. 
President David B. Allman; Basil O (^nnor, he^ 
of the poliomyelitis foundation;-and Dr. Leroy a. 
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Burney; PHS surgeon general. Their report noted 
ffiat, in addition to efforts of the three^ organize 
hons, die Advertising Council currently is co^ndujt- 

intaLTSe vacSJ.r"’'"® 

vir 64,500,000 Americans 40 

years of age and under have received one or more 
injections, which the report calls “a spectacular 
achievement. The PHS estimates that a million 
persons are reporting for an injection each week. 

However, the President was told, “among die Ill 
million persons under 40 years, only 49 million have 
received the full course of three injections, and 
4b.5 million have received none. Many of the un- 
vaccinated are children age 5 and under who are 
especially vulnerable to attack by this killing and 
crippling illness.” 

The report points out that manufacturers now 
have 27 million doses on hand, and there are other 
millions in physicians’ offices and drug stores. 

PROPOSALS FOR INCREASING WATER 
POLLUTION CONTROL FUNDS 

.Tile long-standing debate of federal versus local 
responsibility has arisen again in Congress. This 
time it centers around proposals to broaden the' 
Water Pollution Control Act passed two years ago. 
Proponents want the annua] appropriation of 50 
million dollars doubled, authority given the sur¬ 
geon general to shift unused allocations from one 
state to another, and a doubling of individual 
grants for waste treatment projects to a maximum 
of $500,000. 

Bills are before die rivers and harbors subcom¬ 
mittee of die House Public Works Committee; its 
chairman is Rep. John Blatnik (D., Minn.) who is 
sponsoring one of the bills and led the drive in 
1956 to get the act passed. 

Tlie administration objected to the proposals on 
the grounds that die Joint Federal State Action 
Committee has proposed that water pollution con¬ 
trol be fully turned over to the states in return for 
the transfer of telephone excise taxes from the fed¬ 
eral government to the states. With this in mind, , 
Assistant Health Secretary Elliot Richardson told 
the subcommittee diat none of die proposals is of 
such urgency or importance as to warrant enact¬ 
ment for the one-year period remaining until the 
program’s termination as recommended by the 
President.” 

Many committee members, particularly the Dem¬ 
ocrats, did not agree with this positiem, nor did a 
number of other witnesses. Senator* Humphrej' 

■ (D., Minn.), die first witness, said it was impera¬ 
tive that Congress continue to conside;^the ques¬ 
tion of water pollution as “something transcending 
county and state lines.” He said that if any sue i 
scheme for transferring telephone tax revenues i 
exchange for state jurisdiction over the sewag 
treatment works grant program were to 6e auc i - 
ized, the very states which most need ad 11 
sewage treatment works might well be t e * 
receiving the least amount of tax revenues 

this source.” . . ,,,nnnrt 

Odier members of Congress appearing i P 

of more federal House Banh- 

atives Brent j Price 

and Mehon r , 




